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.- “MEDICINE AND THE COMMUNITY 
THE TASK OF STATESMANSHIP 
\ SPEECH TO THE BRITISH MEDICAL ASSOCIATION 


LorD DAWSON OF PENN, FROP 
PRESIDENT OF THE ASSOOIATION 


- MEDICINE does not stand alone, it stands in relation 
to the whole social organism. An upheaval at once so vast 
and universal as this war must change the texture of 
civilisation, and the changes will for the most part be 
those. already in seed or in bud, waiting for some 
impetus to bring them to fruition. Land tenure, plan- 
ning for town and country homes, industry, social 
security, health and education afford examples and there 
seems to be a common line of thought running through 
these projects—that the community must, in varying 
degrees, form a partnership with individual effort SO as 
to give direction and equality of opportunity without 
blunting the enterprise and zest of individual man to 
think and strive for the benefit of himself and his kind 
and thus preserve to personality freedom and scope. 
If in that partnership the scales are weighted too much 
in favour of community direction, the result will be regi- 
mentation and a deadening uniformity, and if weighted 
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- too much in favour of individualism the result will be 


haphazard and uncoördinated service ; thus.the task of 
statesmanship is to find the mean. 
The progressive quickening of the social conscience, an 
outstanding feature of this century, has found expression 
in the humanising of industry and in a body of social 
efforts without precedent and a body of legislation to 
improve the health and welfare of the people. But if 
we pause to inquire whether the achievements of social 
reform between the last war and this, as judged by the 
removal of social inequalities and the establishment of 
social justice, were effective, our answer would have to 
be No. I need but instance housing, social security, 
medical services and education; there has been and 
there still is a sense of frustration in the community. 
To focus on our own special concern, is it nota reproach, 
in view of the way medical knowledge has marched 
ahead, that a corresponding comprehensive health and 
medical service has not been made available to all 
citizens long ere this? In this connexion the pioneer 
efforts of the medical profession stand forth to its credit, 
and I am going to stress that historical truth. From 
1920 onward it has, through various agencies, successively 
and consistently advocated a comprehensive medical 
service and coöperation between local authorities and 
voluntary hospitals and agencies, and the latest of these 
efforts is the Medical Planning Commission—a widely 
representative body. In contrast, the Ministry of Health 
from the death of Sir Robert Morant in 1920 to nearly 
the outbreak of this war, has cold-shouldered or opposed 
any such suggestions. It is only fair, however, to add 
that those many years of obscurantism have given place 
at the Ministry for two or three years past to enlightened 


coöperation, and, let me say further, that the present , 


Minister, who is greatly interested in this reconstruction, 
has repeatedly stated that this comprehensive service 
should be a partnership between the local authorities and 
voluntary hospitals and that in the administration of 
such a service doctors would play an. important Rart. 

Since the Interim Report of the Planning Commission 
saw the light of day the Beveridge report on Social 
Insurance has come into the picture. Most of us would 
say that greater security against want is socially just, but 
the social-security scheme postulates Assumption B, 
which is concerned with a nation-wide comprehensive 
service ; the inference is that the foundation of such a 
service is an accepted policy, and incidentally it has wide 
and strong popular support. 5 : 


* * * 


In recent weeks there has been public misunder- 
standing because discussion about the form of the 
service has been interpreted as opposition to its founda- 


tion, and this has led to a considerable amount of criti- 


cism of the profession which shows at present little sign 
of ‘abatement. An illustration has arisen from the 
motion passed at yesterday’s meeting, when by a large 
majority a whole-time, salaried state medical service 
was rejected. No less than 3 intelligent people said to 
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me last evening that they were surprised to see that 


the Representative Body had, after all, voted against a 
state medical service,” which is quite a different pro- 
position, for it is impossible to carry out Assumption B 
without the state having a general direction. 

Needless to add, in the shaping and organisation of the 
service doctors must have a big-say ; after all, they have 
to work it, they know the complexities of medical practice, 
and they, with the public good in the forefront of their 
minds and subject to the authority of Parliament, 
must carry a leading responsibility. Be it remembered 
that the changes in medical practice to be wrought are 
deep and fundamental and will affect all members of the 
profession, and no other nation, comparably placed, has 
undertaken so big an endeavour. Is it not obvious, 
therefore, that this service must be built up in stages, 
in accord with the Prime Minister’s Five Year Plan, 
foundations first ? 
foundations. 

Any service needs administrative direction. The 
British Medical Association is an example. If properly 
designed that direction will not interfere with our freedom 
and the Minister has promised that the profession shall 
have a large share in such administration. What, then, 
is the best form of local administrative body for this 
service, for that, after all, is the prerequisite to any 
action of any kind, and has to be settled first. Should 
that local administrative body be the major local authori- 
ties; or a joint board enbracing several major local 
authorities with vocational advisory bodies attached 
(and that last is an essential condition); or should there 
be large areas specially delineated for health Dupe: 
each administered by a widely representative Health 
Council ? j L 

The last idea is, to my mind, the most far-sighted and 
attractive proposition; both for the public and the 
doctors it offers the best prospect of future development. 
I hope the Government will give it favourable considera- 
tion, but we must remember this, that the Minister of 
Health is between the upper and nether stone. On the 
one hand he has to pay attention to the medical: pro- 
fession and wishes to do so; on the other he has to carry 
along with him the local authorities. Local authorities 
might not be too eager to agree to the larger plans which 
I personally would favour“health provinces adminis- 
tered by a representative health council. 7 


; * * * 

In the light of Assumption B, the Beveridge report, 
leaves to the médical profession and the community the 
devisal of the comprehensive service. The social-security 
payment for sickness is only a maintenance payment, 
and the Beveridge report favours voluntary insurance to 
be “jam” for the bread.” Here contributory schemes | 
would provide amenities according to the taste of the | 
patient. Supposing a grocer who by his industry has | 
become a successful man wants to provide his sick wife 
with the comforts of a room in a pay block, is hè to be 
denied that privilege ? The service of medicine needs to be 
infinitely flexible. Man sick is individualistic, and let 
us beware of the doétrinaires who think in terms of ' 
tyrannical uniformity, one of the faults of the Nazi creed. 
We want the same essential service for all—namely, thei 


I will now consider one of these 


best, but no dull uniformity with it. A comprehensive 


service free to all citizens does not necessarily involve 
a whole-time salaried service for all doctors, nor is it 
incompatible necessarily—I am not saying desirably— 
with private practice and pay blocks. Though, in my. 


belief, more earnings in the future will be derived from 


salary and less from fees, I am far from convinced 
that any uniform system of service or payment wi 


meet conditions so multifarious as those attaching to 


medical practice, and any emergence of official and 
non-official groups of doctors would, in my opinion, be 
disastrous. . ' 

We must recall that one of the evil consequences of 
the Ministry of Health not accepting the advice of the 
leaders of the profession in 1929 was that they thereby 


instituted in any one town, two sets of hospitals and 
If they had then accepted 


two -groups of doctors. 
advice and instituted machinery for progressive 
coordination of local government and voluntary services 
we should be much nearer our goal today than we are. 
Fortunately we now have at the Ministry a different 
order, anxious to work with the profession. 


0 


r 
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Payment by salary, by fee, by capitation grant, 
separately or in combination, these admittedly thorny 
questions can only find their solution in the light of 
experience. Any satisfactory scheme for a compre- 
hensive medical service can only be built up in stages— 
foundations first and soon, superstructure later and 
gradually in the light ef accrued experience. Such 
experience could be obtained by different try-outs ”’ 
in different regions during an experimental period, and 
that applies, for instance, to health centres. Customs, 
habits and feelings, many of them centuries old, must 
not be suddenly uprooted, rather must the new order be 
gradually grafted on to medicine’s historic past. Such 
is our English way. So following it, not otherwise, when 
its re-orientation reaches completion medicine will have 
become greater in its comprehension and will offer to 
its disciples a life of fullness and content, and to the 
people a steadily enlarging prospect of health and welfare. 


PATHOLOGY OF ACUTE HEPATITIS 
ASPIRATION BIOPSY STUDIES OF EPIDEMIC, 
ARSENOTHERAPY AND SERUM JAUNDICE | 


J. H. DIBLE, M B GLASG, FRCP 
PROFESSOR OF PATHOLOGY IN THE, UNIVERSITY OF LONDON 


JOHN McMICHAEL S. P. V. SHERLOCK 
MD EDIN, FROPE . MB BDIN, MRCP * 
READER IN MEDICINE RESEARCH ASSISTANT 


DEPARTMENTS OF PATHOLOGY AND MEDICINE, BRITISH POST- 
GRADUATE MEDICAL SCHOOL | 


THE problem of jaundice in war-time is of such magni- 
tude that we decided to amplify and extend the biopsy 
studies of its pathology started in Denmark by Iversen 
and Roholm (1939). Our main morbid histological 
findings are presented in this paper with some preliminary 
clinical associations. More detailed analyses of the 
technique and its applicability, and of biochemical 
correlations, will be published later. . 


TECHNIQUE AND RISKS - 


The technique is essentially that of Iversen and Roholm 
(1939). A small cylinder of liver tissue is aspirated into 
a 2 mm. bore cannula passed transpleurally through an 
anæsthetised track into the right lobe of the liver. The 
tissue is fixed in absolute alcohol, sectioned and stained 
histologically by standard methods, including glycogen 
staining by Best’s technique. 


Though liver puncture for diagnostic and research purposes 
has long been used in the tropics, it has not gained any 
popularity in western countries on account of its undoubted 
risks. Yet it is probably safer than spleen puncture and of 
much greater value. A survey of 613 published cases with 
6 deaths (Bingel 1923, Olivet 1926, Huard, May and Joyeux 
1935, Baron 1939, Iversen and Roholm 1939, Tripoli and 
Fader 1941) shows a.mortality of about 1%, mainly in severe 
anemias (2 cases with hemoglobin under 15%), and in severe 
obstructive jaundice. We felt, however, that this risk could 
be considerably reduced. by a careful selection of cases, 
precautionary measures such as are usual when operating 
on a jaundiced patient, and a close watch for, and prompt 
transfusion in, hemorrhage. Moreover Iversen and Roholm 
had claimed 160 punctures with no fatalities. No immediate 
bleeding was recognised in any of our cases, but 3 out of 126 
punctures were followed by signs of hemorrhage within 24 
hours. ‘Two were promptly transfused and gave no further 
anxiety. In the third, a severe case, the patient died and at 
autopsy acute liver necrosis was found. A fourth case, 
already moribund from subacute liver necrosis with ascites, 
general paralysis of the insane and rectal carcinoma, de- 
veloped signs of hemorrhage 48 hours after the puncture 
and considerable, blood-staining of the ascitic fluid was 
present at autopsy. The risks are thus maximal in the 
most severe cases. 

The technique, therefore, cannot be recommended as a 
routine procedure. Applied with full knowledge of the risks, 
and under conditions permitting a close watch on the patients, 
it yields results of considerable value, justifying its application 
to the research study of obscure cases of jaundice. No deaths 
have occurred in non-jaundiced cases in which there may 
be an even wider field of application. 


* Working on behalf of the Medical Research Council. 
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focr. 2, 1943 
MATERIAL a 
Adult cases of epidemic hepatitis admitted to this 
hospital during the year 1941-42 have been studied. 
The Army authorities codperated in the investigation by 
putting at our disposal cases of jaundice developing 
during arsenotherapy for syphilis. The American Red 
Cross Harvard Unit also invited us to apply the method 
in cases of hepatitis following the inoculation of mumps 
convalescent serum. To this group we add 2 cases of 


jaundice which followed serum transfusions in this 


hospital (for burns and hypoproteinsemic cedema).. The 
cases can be tabulated as follows: | 
za Casco Biopsies 
. Epidemic hepatitis ie T 14 18 
„„ jaundice Jä 35 756 35 761 
Serum jaundice .. vi 8 7 873 


Although there may be different ætiological factors in 


each of the above groups, we have not found any recog- 
nisable histological criteria for their differentiation. A 
hepatic inflammation of varying intensity and distri- 
bution is common to them all, and therefore for purposes 
of pathological description we may disregard this 
PAO Eca grouping and consider the findings as a 
whole. 
PATHOLOGY 5 


The changes in the liver are related to the severity 
and duration of the disease. For purposes of com- 
parison we have dated the condition, from the onset of 
jaundice, although there is always a variable period of 
diverse prodromal symptoms. | 

Broadly speaking, the picture is one of hepatic. cell 
necrosis and autolysis, associated with leucocytic and 
histiocytic reaction and infiltration. The centres of the 
lobules show the first of these changes most markedly, 
and the portal tracts the greatest cellular infiltration. 
In certain cases, which seem to be either those which are 
mild from the beginning or in which the lesion is retro- 
gressing, the periportal cell accumulations predominate 
in the picture (fig. 6), in contradistinction to the more 
severe cases in which hepatic cell degeneration is more 
pronounced and the histiocytic and leucocytic infiltration 
more widespread (figs. 1 and 4). For descriptive pur- 
poses we call the first of these the zonal” and the 
second the diffuse type of change, but it must be 
understood that there are no good reasons for regarding 
these differences as fundamental, and that an inter- 
mediate picture occurs which we have denominated a 
mixed lesion (fig. 5). Finally, there are those cases 
in which the lesion is well on in the phase of retro- 
gression, or is progressing to a stage of necrosis, nodular 
hyperplasia or cirrhosis. 


FREQUENCY WITH WHICH THE DIFFERENT PATHOLOGIOAL 
LESIONS WERE FOUND IN RELATION TO DURATION OF 
DISEASE AND INTENSITY OF THE JAUNDICE 


Duration in weeks 8 bilirubin 


. Under 1 | 1-2 Over 2 (mg. per 100 o. om.) 
Diffuse oe ee 12 2. | 1 3-17:2 (mean 8-0) 
Mixed diffuse and 

zonal 928 ee 4 8 26-146 (mean 8-0) 

2 Under 1 Wia 0 
| mean 4: 
Zonal s. 8 9 3 9 Over 2 wks. 1°1-9-2 
(mean 3:3) 


Residual brosis .. sa 05 | 6* 


* Duration 7-26 weeks ; only 2 slightly jaundiced. 


In the table it will be noted that diffuse lesions are 
seldom encountered after the second week, and that 
zonal inflammation tends to fall into two groups, one of 
short and the other of long duration. These correspond 
respectively to early and mild lesions, and late residual 
lesions in cases which at an earlier stage presumably 
showed more extensive hepatic change. 


HISTOLOGICAL EXAMPLES l 


We may illustrate the different degrees of intensity of 
the liver damage by reference to typical cases. l 

1. Severe, acute hepatitis, with a diffuse lesion affecting 
the whole liver lobule. 
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Fig. I— Case l. Epidemic hepatitis. Diffuse acute hepatitis showing loss of lobular Fig. Case l. Foot’s reticulin stain showing general preservation of 
pattern, irregularity ia cell staining with loss of glycogen, and the presence of reticulin pattern in spite of the severe cellular lesion. (x 160.) 
inflammatory cells. Best’s carmine stain. (x 160.) 


Oase 1.—A man, aged 29, suffering from epidemic hepatitis. later the serum bilirubin had fallen to 1-6 mg. and five weeks 
Jaundiced 19 days. Liver enlarged 1 in. below umbilicus, later to 0-6 mg. per 100 c.em. At this stage the liver was 
serum bilirubin 11-9 mg. per 100 c.cm, Nausea and vomiting not enlarged and a further biopsy was taken (fig. 3). The 
‘persisted one week after biopsy (figs. 1 and 2), Three weeks section at the acute stage shows an acute diffuse inflammation. 


2—*»—ð⁵ĩ E 
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Fig. 3—Case |. One month later. Recovery with restitution of the lobular pattern Fig.4—Case 2. Arsenotherapy jaundice. Diffuse form of acute hepatitis 
and disappearance of the inflammatory cells. Some increased cellularity remains with destruction of liver architecture, extreme cell necrosis and 
in the portal tracts. H.& E. (x 160.) infiltration with inflammatory cells. H. & E. (x 75.) 
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(1) The lobular pattern is barely recognisable; the liver cell 
columns are broken up; the degenerated liver cells are 
replaced by a tissue made up of, collapsed sinusoids, with 
their reticular framework, and endothelial cells. (2) Many of 
the surviving liver cells show various changes of necrosis and 
autolysis, with pyknotic nuclei and evidence of cell prolifera- 

This type of picture. has been encountered in 15 

cases; it is one from which complete recovery may, and 
in most cases does, occur. The process of recovery. 
illustrated (figs. 1, 2, 3) is discussed in a later section. 
4 er even more severe diffuse lesion is illustrated in 

nN g. 0 : : 5 i ; ` . : i - * 8 , 
Cask 2.—A. male, aged 22, suffering from argenotherapy 

jaundice. Jaundiced 5 days, liver enlarged to“ umbilicus, 
“serum bilirubin 14-2 mg. per 100 c.cm. In addition to the 
diffuse inflammation (similar to that of fig. I) the 

portal tracts show much infiltration with leucocytes and 
histiocytes. Dei a . 
This unusually severe lesion did not recover in the usual 
manner. The jaundice ran a long course. Free fluid was 
detected in the abdomen 3 weeks later. Finally, both the 
jaundice and ascites cleared, and from the clinical point of 
view recovery seemed ultimately satisfactory. It is quite 
ossible that nodular hyperplasia and a true cirrhosis may 
have developed in this patient (compare fig. 9). 

2. Moderate acute hepatitis with mixed diffuse and 
zonal lesions.—This picture was found in 14 cases. 
Here the destruction of the liver lobule’ is less well 

marked, and the portal infiltrations are more conspicuous. 

The histological severity of these cases in general falls 
mto an intermediate class between those presenting the 

very severe lesions just described and the third group, 
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Fig. 5—Case 3. Mumps serum Jaundice. Combined focal and diffuse lesion. 
A central vein is seen below surrounded by an area of cell autolysis. A 
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Weeks after the injection of convalescent mumps serum. At a 
the time of biopsy the patient had been icteric for 3 weeks... _ 


zone; and (4) increased cellularity over the whole field, due 


is not disturbed. and liver cell necrosis is at a minimum. 
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Fig. 6—Case 4. Arsenotherapy jaundice, There is marked cellular infiltration ° 
ln the portal tracts, the lobule pattern is well preserved and tht cells 

stalned darkly by Best’s method show their normal load of glycogen. (x80.) 2 

v: ere: l l N > Coes 1 
in which the. most obvious changes are in the portal 2 


zones. os on ioy „ Í 
Oase 3.—A man, aged 19. Jaundice had followed 10 


The serum bilirubin was 14:6. mg. per 100 c.cm. The liver 
section is shown in fig. 5, which includes a central vein and a _» 
portal tract. The points\which appear are: (1) considerable ` 

loss of regularity of liver cell columns and disturbance of the 


normal architecture of the hepatic. lobule; (2) a rarefaction 
of the cells about the centre of the lobule and some loss of 


staining—the effects of cellular necrosis. and autolysis ; 
(3) an infiltration with small inflammatory cells in the portal 


to leucocytic infiltration and some proliferation of the 
reticulo-endothelial cells of the liver sinusoids. 3 

In this picture both diffuse and zonal changes are com- 
bined. The lesion is of moderate severity, but the patient 


made an uninterrupted and clinically complete recovery. 

3. Zonal” limited: type of hepatic lesion—As we. 
have explained,.a lesion predominantly in the portal 
zones occurs in two circumstances. First, it may be 
evidence of a mild hepatitis in which the lobular. pattern 


Secondly, it represents a late condition in a hepatitis ` ; 


which is recovering, and it may be associated with other 
chronic changes. apt Mere te? „ 
‘The early zonal lesion may be illustrated by the % 
following : | a 8 i „„ 
Casu 4.—A man, aged 32, suffering from arsenotherap ß ¥ 
jaundice. Jaundiced 3 days, serum bilirubin 6-1 mg. per 55 
100 c.cm. The liver (fig. 6) at this ma ification shows, as 2 
the outstanding change, a cellular infiltration in the-portal 5. 
tracts. The Tebule pattern is well preserved, and the cells, if 
stained darkly by Best’s method, show their normal load of . 4 
glycogen. Examination at higher powers almost invariably = {\ 
reveals some of the features we have described in the .more’ i 
severe cases, such as a certain amount of cell autolysis around z. 
the central vein, some proliferation of the Kupffer-cells.of ° 3 
the sinusoids, and some evidence of liver cell multiplication: — 3 


but the outstanding feature is the cellular periportal. acċu- > < 
mulation of:histiocytes, polymorphonuclear leucocytes and a. 
certain number of eosinophils, which gives this picture a 
peculiarity of its own. . 


portal tract above shows leucocytic Infiltration. The liver cell columns are Saat 3 j 3 18 1 n 
artlally disrupted and there is extensive sinusoidal cell proliferation and The retrogressive bepatic zonal lesion is illustrated in Bi ee 
eucocytic infiltration, H. & E. (x 150.) | _ figs. 7. and 8. e ee 8 
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CASE 6. A man, aged 32, suffering from epidemic hepatitis. 


Jaundice had started.4 weeks- before admission. This cleared 
only to recur 7 days before he entered hospital. 


up in 9 days 73 | 
At this time, when the first biopsy was taken (fig. 7), the 


bilirubin was 6-4.mg. per 100 c. em. The jaundice subsided ' 


very slowly during the next 6 weeks. The last biopsy (fig. 8) 


. was performed 8 weeks after the first, and 12 weeks after the 
The serum bilirubin. was now . 


initial- attack of jaundice. 
0-6 mg. per 100 c. em. At this stage clinical recovery appeared 
complete. Fi 3 2 
The first biopsy (fig. 7) shows a wide zone of periportal 
cellular connective tissue with numerous new bile-ducts. The 
lobule also shows. some diffuse inflammatory change be- 
coming more intense towards the centre. The last biopsy 
(fig. 8) shows a somewhat narrower periportal fibrotic zone. 


with less numerous bile-ducts. The lobular inflammation has 


subsided. ` ~- 3 3 - | 
4. Chronic: residual and fibrotic lesions.—It is difficult 
to. separate these clearly.from the group of late zonal 
lesions just. described. The last biopsy in case 5 illus- 
trates clearly the periportal fibrotic scarring which may 
persist. after clinical cure is apparent. Judging from 
the extreme rarity of true perilobular cirrhosis in routine 
aut opsies, it seems likely that this type of residual scar- 
ring may ultimately disappear altogether. The question 
of progressive fibrosis will be discussed later. 
BB HISTOLOGICAL DETAIL -- e 

It is not proposed in the present paper. to go into the 
histological minutiz, but for the sake of completeness 
we may summarise the main features of the changes 
found: nas : - 

(a) Hepatic lobules.—In the severer cases, including all the 
lesions 5 diffuse, there has been severe disorganisa- 
tion of the architecture of the hepatic lobules. The columns 


of liver cells are broken up; the individual cells are separated 


and show decisive evidence of necrosis and autolysis. Many 
of the cells are swollen, often with large nuclei or with more 
than one nucleus, while others, in becoming necrotic, are 
changed into intensely eosinophilic masses, usually devoid 
of a nucleus. The cytological changes in the mixed and 
zonal forms are less striking, and in the latter are limited 
mainly to a swelling and autolysis of cells round about the 
central ‘vein, and some apparent loss of cells in the region 
occupied by the infiltration round the portal tracts. In most 


cases dual and occasional multiple nuclei are common in the 


liver. cells. Mitoses are seen but are less common than might 
eted. Inclusion bodies haye not been found in the 


hepatic cells. 3 
. (b) Central zones. The areas about the central veins 
usually show well-marked rarefaction due to the disappear- - 


r 


see - 
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Fig. 7—Case 5. Epidemic hepatitis. There is-a wide zone of, eriportal cellular 
connective tissue with numerous new bile-dycts. The lobule shows diffuse 
inflammatory change becoming more intense towards the centre. H. & E. 


t 


(x 60.) 8 


. . * 


Ce 


7. Arsenotherapy jaundice. l There is extensive. fibrous 
change with the liver cells, many of. which are degenerate, spli¢ up into 
_ Islets.’ H. & E. (x 90.) ow Co =" 


. 
' 


ance of liver cells. The remaining cells often. look bloated, . 


with rarefaction of the cytoplasm and swollen nuclei. The 


wall of the central vein may undergo hyaline thickening and 


the entering sinusoids are dilated and much more readily © 
seen than normally. . oa Be aes . 


(e) Portal zones. There is a marked tendency for accu- 
mulation of cells in these areas. Less noticeable in the 
severe acute lesion, they are of especial prominence in the 
milder early: acute lesions. The cells are mostly small 
mononuclear cells of the histiocytic. class, but- a variable 


number of polymorphs is present and eosinophils may also be 


The lobular inflammation has subsided. H. & E. (e 60.) 


7 


esse in the series (fig. 9). 
most severe non-fatal lesions, with durations of from 2 to 19 
days, this change is not a prominent feature. 


a 
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seen. The infiltrations tend to spread from portal. tract to 


portal tract roũnd the ‘periphery of the lobules, and may send 


Prolongationis into the lobules in certain Cases. The question 


=. arises whether these are simple infiltrations. which push aside 


the ‘tissues, or whether to some extent they replace necrotic 
liver cells. There is little ‘exact evidence on this. point, hut 
since in some of the earliest cases these sites show a con- 


densation of reticulin, suggesting some collapse of this portion 


of the lobule, it ‘seems probable ‘that liver cells have dis- 


| appeared from these areas. Sometimes recognisable liver 
Cells are seen trapped among the periportal cellular tissue. 


In the cases of long: standing the portal infiltrations show 
fibroblasts and new formation of young fibrous tissue. 
(2) Sinusoids.— There is a general. enlargement and h 


plasia of the sinusoidal endothelial cells, giving the liver | 


lobule an abnormally cellular appearance. Here and there 
these cells form small focal accumulations. It is possible 
that ‘these ‘ard associated with focal necroses. Polymorph 
leucocytes and edsinophils may also be seen in the lumina of 


the ‘sinusoids. 


(e) Glycogen. —The glycogen content: of the surviving liver 
cells is usually well preserved. It disappears with cellular 


autolysis. Odd cells, especially in the severer cases, appear 


abnormally heavily loaded wate: glycogen, apparently: a 
necrobiotic phenomenon. 

J) Fat—Although special fat ‘stains could not be used for 
the alcohol-fixed material, there was in most cases a notable“ 
absence of any appearances in the cells which would suggest 
the presence of fatty changs. In this respect the biopsy 
material differs from what is commonly found at autopsy. 

9). Retioulin.ä— The reticular framework of the lobules is 


often quite unexpectedly well preserved. When there is 


much hepatic cell loss — for example, in the. collapsed central 
areas of badly damaged liver lobules— there is a condensation 
of reticulin, and the same appearance is seen in the infiltrated 
portal zones. In the residual fibrotic lesions of the portal 
zones an increase in reticulin is seen which is followed by an 
increase in collagen. i 

(h) Bile-ducts—In rather over a third of the cases pro- 
liferation of bile-ducts was observable in the portal tracts. 
This pecurrence could not be related to the duration or 
severity of the disease. Rather surprisingly it was less often 
seen in the more. purely zonal type than in the more severe 
types. (Note their retrogression in fig. 8 compared with © 
fig. 7.) In one fatal case in which the biopsy was made on 
the fourteenth day of the illness and death took place 3 days 
later, with the findings usual to subacute necrosis, the sprout- 
ing of the bile-duets was more marked than in any other 
On the other hand,, in many of our 


In the chronic 
cases, in which a cirrhosis is developing, bile- duet proliferation 
is usual, although it may be obscured by the newly formed 


| fibrous tissue. 


(i) Pigment Some bile-staining of the cohtral cells of the 
lobule, many of which are in process of necrosis, is common 
and was a constant feature. Many Kupffer cells were also 
bile· stained in the central zone. Bile thrombi were often 
seen and were noted in 22 cases; occasionally they were 
Prominent (fig. 10). The distribution of the thrombi was 
chiefly in the mid-zones of the lobules; the larger interlobular 
ducts appear normal. 

(7) Tron.— The Prussian · blue reaction does not show- any 


abnormal quantities of iron in the liver. 


(k) Homorrhagés.—The alcohol-fixed material is not the 
best in which to observe small hæmorrhages,. but, with this 
proviso, these have not been found. 


HISTOGENESIS AND PROGRESS 


It is impossible to give accurate data about the 
duration of the lesion because we are not able to fix 


with certainty the time of commencement of the disease. 


This difficulty is well illustrated by the following case: 


Case 6.—A woman, aged, 24, suffering from epidemio 
hepatitis. There was a history of a previous attack when 


aged 9 years. She was admitted with headache and dizziness 


of 7. days’ duration. There was neck-rigidity, suggesting 
meningeal irritation, but no jaundice. 
gave ‘a normal ‘cerebrospinal fluid. Mild jaundice appeared 
4 days after entry when a liver biopsy was performed. The 
serum bilirubin was then 2-5 mg. per 100 o. m. Four days 
later it had fallen to 0-6 mg. 

The biopsy specimen showed a well-marked portal zonal 
lesion: there was some bile-staining of the central cells and bile 
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Polymor- ` 


‘on patho- 


subacute 


and it 


Lumbar puncture ı 


t h rombi 
were found. 


phonuclear 


leucooytes 


were seen 
in the peri- 
Portal infil. 
tration, but 
early bile- 
duct proli- ` ` 
feration. 
was found,. 
and the 
lesion was 
considered, 


logical 
grounds, to 
he of. a 


or early 
chronic 
nature.: It 
is impos- 
sible that 
these 
changes 
could have 
developed 
on the 
day the 
icterus was 
noticed, 


seemed * 


probable 
hen 7 oe “Fig. 10.—Arsenotherapy ay l 8 0. 1 Methylene: 
was present blue. Oe 1100.) 


for at least the whole period of the patient’s illness.“ 
The findings\in this and other early cases have con- 
vinced us that the liver inflammation probably begins; 
with the prodromal symptoms which are so often regarded 
as gastro-intestinal in origin. 
Looking at our cases broadly, it appears that the 


acute and mild case of up to a week’s duration is likely ` 


to show a lesion which is in the main limited to the portal 
zone, with but little destruction of the liver lobule. An. 
acute and severe case is likely to show diffuse or mixed ` 
type of lesion with well-marked disorganisation of the 
lobular architecture, with marked degenerative changes 
in the hepatic cells and considerable histiocytic and 


leucocytic infiltration of the whole lobule. _ 


We have insufficient data to enable us to follow with 
certainty the histological evolution of lesions of different. 
degrees of severity from their earliest stages, but such as 
we have suggest ‘that degeneration and autolysis are 


most severe in the early stages in the cells about the 
hepatic vein, and that the leucocytic and histiocytic — 


reaction may proceed from the portal.zones centrally. | 


With regard ‘to the further evolution of the. hepatitis, | 


four possibilities are evident: 
1. Clinical recovery with complete restitution ee abe 


Liver. — The process of complete recovery is illustrate 


ftlgs. 1, 2 and 3. This very severe diffuse hepatitis N 
to complete clinical recovery when a second 1 
showed a liver barely distinguishable from normal. 


striking feature at the acute stage was the 3 


reservation of the reticulin framework of the liver 
lobule even in the midst of extensive disorganisation of 
the liver cells (fig. 2). It seems probable that this 
framework of reticulin’ provides a scaffolding on which 
the Iobule is reconstructed when the liver cells regenerate. 
2. Continuous progress of the lesion leading to death, 
with, at autopsy, the picture of acute or subacute liver - 
necrosis.—The . possibility of transition to the well- 
known pathological picture of acute. liver necrosis of 
lesions such as those shown. in figs. 1 and ‘4 needs no 
emphasis. Subacute necrosis is illustrated in fig. 
which comes R a biopsy taken from one of our fatal 
cases. : 
CASE 7.—A 1 1 aged 63, had been receiving arsenotherapy - 
for neurosyphilis, Severe ‘jaundice had developed 2 weeks 
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before the biopsy Was taken, and at the time of biopsy gross 


ascites and cholemia were present. Gross destruction of the 


liver with microscopic islets of commencing nodular hyper- 
plasia are seen in the section. At antopay a typical penne 
of subacute necrosis was found. 


3. Development of liver cirrhosis. When the progress 
of the disease is more prolonged, and fibrotic changes 
become predominant, a picture of classical cirrhosis is 
produced. We have encountered two such cases, one 


mt -a patient under arsenotherapy, and the other in 


-what appeared: to be e hepatitis in an elderly 
woman. 


CASE 8.—A man, aged 29. Four months previously the 
patient had suffered from arsenotherapy jaundice with the 
development of ascites. There had been four abdominal. 
paracenteses. ‘Symptoms subsided in 2 months. On ad- 
mission he was symptom- free. There was clubbing of the 
fingers.. The liver was firm, with its edge 1 in. below the 
costal margin. The spleen was just palpable. 
bilirubin was 0-2 mg. per 100 c. em. The biopsy specimen 
showed the liver cells broken up into islets which assumed 
the. circular adenomatous character of cirrhosis or “ nodular 
hyperplasia,” with well-formed bands of collagenous fibrous 
tissue surrounding them and some overgrowth of new bile- 
ducts. Fig. 11 shows the abnormal.reticulin pattern with. 
nodular hyperplasia and condensation of ene fibres between 
the nodules. f 


sE 9. -A woman, er 71, 


A from epidemic ` 


lowed. by 5 months fluctuant jaundice. The liver was en- 
larged. to the umbilicus. Serum bilirubin- at the time of 
biopsy. was 4:4 mg. per 100 c.cm. The jaundice. subsided 
during the next 7 weeks and the patient has since been 
symptomi- free. The biopsy shows a very chronic lesion with 
the liver cells split up into groups by the fibrous tissue, early 


- nodular hyperplasia, and -bile-duct. proliferation in the fibrous 


portal tracts—i.e., a picture of cirrhosis (fig. 12). 


4. Mild residual fibrosis.—In. the process of healing a a 
periportal, zonal fibrosis obviously creates greater 


obstacles to complete histological restoration than the 


diffuse lesion with perfectly preserved reticulin frame: 
work. Case 5 is of considerable interest in this respect 
(figs. 7 and, 8). At the time of the last biopsy, in spite 


{Further 1 to this case, with another photograph, is made in 
‘ Brit. . ven. Dis. (in the press). 
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fix. 11 ease 8. ` Cirrhosis following. arsenotherapy Jaundice. 
reticulin stain showing Islets of fiver cells isolated by fibrous tissue 
Sich in reticulin fibres. (x 60.) 


Prodromal gastrointestinal symptoms were fol- 
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Fig. 12.—Case 9. * Epidemic Ceti The piure is. chat of cirrhosis, : 


Best’s carmine. stain, (Xx 45.) 
Y 


of the persistence of a little periportal scarring, the ` 


jaundice had already ‘undergone complete cure. We 
have observed similar residual fibrotic lesions in the 
portal tracts in 9 cases, 21-51 days from the onset of the 
jaundice. All these cases ultimately recovered. We 


have already mehtioned the probable ultimate complete 
„The“ reversible 


resolution of this degree of fibrosis. 
fibrosis produced experimentally in animals by Cameron 
and Karunaratne (1936) may be recalled in this connexion. 


BP OS tee, a “DISCUSSION. 


~ 


The question may be raised whether these small 


biopsy specimens, of average size 2 x 20 mm., are 


representative of the liver as a Whole. The sections usually 


enabled us to examine some 10 to 20 lobules, and while 
there is slight variety of intensity of inflammation, the 
histology is remarkably uniform in any. one case. Our 
autopsy material -supports .this view, 
however, have not infrequently noted that in fatal cases 
the left lobe of the liver is more necrotic than the right 
(e.g., Stewart 1917). í 


Our material is in accord with the mass of evidence 


pointing to hepatitis as the pathological basis of epi- 


demic jaundice (Eppinger 1922, Nordmann 1925, Gaskell - 


1933, Barber and Osborn 1939, Roholm and Iversen. 1939). 
The old view of Virchow (1865) that the jaundice was 
due to obstruction of the ampulla of Vater by a plug 
of mucus need no longer be considered. - By intubation 


studies, Van Rooyen and Gordon (1942) found 10 
evidence of duodeno-biliary ca 


tarrh. i: 
The mechanism of production of icterug 


form of obstruction to bile flow. The isolation of liver 


surrounding tissue spaces. It is also obvious that the 


degree of damage may be such that the surviving liver 


cells are quantitatively inadequate to excrete: the bile 
pigment brought in the blood-stream. Histologically, 


-pigmented cells are seen especially at the centre of: the 


lobule. Some of these are. obviously necrotic, -while 


‘Toor. 2.1943. 407- ` 


Pathologists, | 


is a matter of 
some interest. The disruption of the liver-cell columns 
with their intercellular bile canaliculi may créate a 
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others have lost their glycogen. The latter may accu- 
mulate bile because they are unable to excrete it, while 
the former become pigmented in consequence óf their 
death. The affinity of dead tissue for bile is a common 
pathological phenomenon. Further out in the lobule 
we meet with “ bile thrombi ” (fig. 10), the finest inter- 
cellular canaliculi being filled with accumulated bile 
which has obviously failed to escape. There is an 
absence of evidence of any bile stasis in the interlobular 
branches of the bile-ducts, suggesting that, if any 
obstructive factor. exists, it is intralobular. 

The material studied has consisted of hospital cases 
which may be more severe than many milder cases 
treated at home. Our mildest and most transient 
case, however (case 6), had a very significant liver 
lesion. A striking feature has been the remarkable 
severity of the pathological picture. Several of the 
cases seem to have been verging on acute liver necrosis— 
12 out of 56 cases showed histological damage of more 
than 50% of liver cells—yet the normal course is to 
complete recovery. Fatal or permanent damage is 
rare. 

The frequency with which a periportal ‘‘ cirrhosis-like ”’ 
picture is encountered leaves little doubt that it 
constitutes one ,pathological form of acute hepatitis. 


Roholm and Iversen (1939) also noted this appearance, 


but were uncertain whether it represented an old- 
‘standing hepatitis with jaundice resulting from an 
acute ae acerhation: That acute and subacute necrosis 


recognised previously (Bergstrand 1930, Cullinan 1936, 
Krarup and Roholm 1941). Our studies further emphasise 
this sequence. 

The relationship of hepatitis to arsenotherapy and 
serum inocniations is discussed elsewhere (Dible and 
McMichael 1948, Hawley, McFarlan, McMichael and 
Dible 1948). 


SUMMARY: 


` The 8 of 56 cases of acute hepatitis has been 
studied by aspiration biopsy.. 

The inflammatory lesions may be diffuse, zonal or 
mixed. Jaundice persisting over 2 weeks is more likely 
to be due to a zonal lesion. 

Diffuse 5 usually heals completely and rapidly. 
When the disease runs a longer course some residual 


+ fibrosis in the portal zones may still be present after 


b 


Haw ey, W. L., MeFarlan, A. M., McMichael, J. and Dible, J. H. (1043) 
T 
Huard, ay, J. M. and Joyeux, B. (1935) Ann. Anat. path. med.-chir. 
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apparent clinical cure. 


We have found no evidence that there is a form of 


jaundice due to duodenal catarrh and obstruction of the 
common bile-duct by mucus. 

The process of development of acute and subacute 
necrosis and cirrhosis has been followed. 

No histological criteria have been found for the 
differentiation of the lesions resulting from epidemic 
hepatitis, arsehotherapy and serum inoculations. 


We are indebted to the Medical Research Council for an 
expenses grant for technical assistance; to Brigadier T. E. 
Osmond and Major James Marshall for many of the cases of 
NAB jaundice; to Mr. J. R. Baker and Mr. J. C. Griffin for 
the histological preparations; to Mr. E. V. Willmott for the 
microphotographs; and to our colleagues in this school for 
their cooperation: 
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THE success of coagulation therapy. with tannic acid is 
so well known as to need no reiteration. Tannic acid 
however has two disadvantages : (a) a contractile effect 
which makes its use hazardous in burns of the face and 
hands, and (b) its toxicity. Since we consider coagula- 
tion the method of choice, especially under war-time 
conditions, we have tried to eliminate these disadvan- 
tages. 

The ideal substance for treating burns would be, in 
our opinion, a compound which would: 


(1) Penetrate the skin epithelium and coagulate tissue 
proteins sufficiently to prevent loss of fluid. 

(2) Form a resistant yet flexible coagulum. 

(3) Kill, or inhibit the growth of, organisms, not merely on 
the burnt surface but also in subjacent tissues. ` 

(4) Form an aqueous golution with a low surface tension 
allowing it to flow into the folds of the skin. 


These properties can be claimed for ‘ Viacutan,’ 


which has been employed at Walsall General Hospital 
and cirrhosis could follow epidemic hepatitis has been 


for over a year with excellent results. It is silver 
dinaphthylmethane disulphonate used as a 1% solution 
adjusted to a pH of 4-5. This solution possesses a 
slight brown fluorescence and remains stable when kept 
away from strong light. 


ANTIBACTERIAL PROPERTIES 


The antibacterial activity of viacutan was aran ned 
by the usual technique in broth cultures. Table 1 
shows that it stops growth of these organisms in a 
dilution of 1 in 16,000. Phenol will not, stop the 
growth of proteus in dilutions of less than 1 in 800; 
hence the bactericidal and bacteriostatic activity of 
viacutan against this organism is about 20 timès that ed 
pure phenol. 

Its antibacterial activity was further examined in 
media consisting of (a) broth 90% and horse serum 10%, 
and (b) broth 50% and horse serum 50%. 1 c.cm. 
viacutan solution was added to 10 c.cm. of the medium 
and serial dilutions were then made. Each tube was 
inoculated with a loopful of Staph. aureus (24-hour 
culture) and incubated. 

The results (table m1) show that the presence of horse 
serum increases the bacteriostatic activity of viacutan. 
This is readily explained by the observation that viacutan 
gives a precipitate with broth but it does not give a 
precipitate with broth-serum medium. 

The antibacterial activity of the substance was tested 
as follows in experimental burns: 


Two burns, each about the size of a halfpenny, were made 
on @ rabbit’s back under anesthesia and each was infected 
with Staph. aureus. One of these was used as a control 
and was covered with sterile gauze; the other was sprayed 
with viacutan three times during the day and covered with 
gauze soaked in viacutan during the intervals of spraying. 
After 24 hours the treated burn appeared dry, coagulated 
and healthy, whereas the control burn was exuding pus. 
Smears taken from the treated burn gave no colonies, whereas 
those taken from the control burn showed a heavy growth 
of staphylococcus when plated out in the usual way. At 
the end of 24 hours the control burn itself was treated by 
repeated applications of viacutan and then each burn was 
covered with gauze soaked in viacutan. Both healed in 
8-11 days. (The control burn was treated after 24 hours 
with viacutan.in order to spare suffering to the rabbit.) 


PHARMACOLOGICAL PROPERTIES 


Tanning effect.—Cubes of longissimus dorsi muscle of 
rabbit were immersed in the following solutions adjusted 
to pH 4 for 48 hours: 

(a) Viacutan 1%; (6) tannic acid 1%; (e) distilled water. 
They were then separately suspended on waxed cotton 
in test-tubes containing 1% pepsin in N/100 hydrochloric 
acid and all the tubes were placed in the incubator. 
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After 5 days it was observed that :— 


In (a) the muscle cube was unchanged and unattacked. 
In (b) the muscle cube was unc ed and unattacked. . 
In (c) the muscle cube was almost completely dissolved. 


This showed that viacutan coagulates protein suffi- 
ciently to resist lysis by proteolytic enzymes. 

Velocity of penetration.—Similar cubes were immersed 
in 1% viacutan solution, and 1% tannic acid. They 
were examined after 12, 24 and 48 hours, and those 
immersed in viacutan were found to be white, resistant 
and slightly coagulated, but much less contracted and 
more flexible than those immersed in tannic acid. The 
viacutan preparations were sectioned and treated on a 


TABLE I—GROWTH OF VARIOUS ORGANISMS IN BROTH CULTURES 
CONTAINING VIACUTAN IN VARIOUS DILUTIONS 


l 


Dilution 1 in— 1000 2000 4000 | 8000 16, 000 32,000“ 
S. pyogenes aureus Sie „ 4 
Bact. coli —— — 85 + 
Gaeriner’s bacillus — = = | = | = | = | = | = | = | — of | + 
», +/+ 


‘slide with metol-hydroquinone in order to change the 
silver present in the viacutan molecule into the metallic 
state and render it visible as a black marginal rim. 
The tannic-acid controls were similarly developed with 
ferric salts. After 48 hours’ immersion in viacutan the 
depth of the black rim, measured with an eyepiece 
micrometer, was just over 3 mm., while after 48 hours 
in tannic acid it was of the order of 0:3 mm. This 
difference in the depth of the black rim remained constant 
in @ series of sections examined, and it was concluded 
that the viacutan solution penetrates about 10 times as 
fast as tannic acid. 

Action on normal skin.—Areas. of a rabbit’s back were 
shaved. `. Half were treated with viacutan 1%, the other 
half with tannic acid 1%. The dressings were con- 
tinuously saturated with the solutions for 36 hours, and 
were then removed, after which the areas were painted 
every 4 hours for a further 24 hours. The skin treated 
with viacutan was brown and harder than normal but 
was considerably more flexible than the skin treated 
with tannic acid. Microscopical examination revealed 


TABLE II—GROWTH OF Staph. aureus IN SERUM MEDIA 
CONTAINING VIACUTAN IN VARIOUS DILUTIONS 
| 


Dilution in 1000ths— 8 16 32 64 125 2050 
24 hous =, = =] 44747 
Medium | | : | 
(a)- 48 hous |= = =| 111 1117777 
2 - A : 
Dilution in 1008ths— 8 | 16 32 64 | 125 250 500 
E amos |=| = |= |- - ++ ++++ 
um | 
n Tas nous |- =- | -| ++| +++ ++++ 
Toa ESS l 


that the silver had penetrated to an average depth of 
0-3 to 0-5 mm.; isolated deposits could be detected as 
deep as 1 mm. below the surface in the region of the 
hair ‘follicles. Where the skin had previously been 
damaged by supérficial cuts the penetration was not 
deeper than that in the undamaged skin. There. were 
no indications of absorption of silver by the blood and 
no trace of silver in any organs. 

Action on burnt skin.—Areas of a rabbit’s back were 
shaved and then burnt with hot oil. Half the burnt 
areas were treated with viacutan 1%, the other half 
with tannic acid 1%. Viacutan produced a coherent, 
flexible but resistant layer, not given to cracking. The 
contractile effect, and the scar tissue ultimately formed, 
were considerably less noticeable than with tannic acid, 
and regeneration of the tissue which was destroyed to 
varyi depths was quicker than with tannic acid. 
When applied to the eye of a rabbit neither 1% viacutan 
nor 1% tannic acid produced coagulation or any notice- 
able damage to the cornea. In 2% strength the differ- 


BURNS TREATED WITH VIACUTAN 


` 


U 


[ocr. 2, 1943 409 


' 


ence was conspicuous; the tannic acid caused corneal 
turbidity, conjunctival inflammation and mucopurulent 
discharge, but these were much less with viacutan. 


CLINICAL APPLICATION 


All patients were given the same local treatment. 
Inpatients admitted because of the extent or site of the 
burns were given the usual general treatment, including 
morphine, heat, and fluids. With small- burns pre- 
operative morphine was found to be sufficient. With 
larger ones Pentothal Sodium’ was the anzsthetic of 
choice for adults, and minimal ethyl chloride and ether, 
given by the open method, for children. 

The routine of local application was as follows :— 


The burnt area was cleaned with warm normal saline, the 
blisters were cut away and the raw surface was again washed 
with saline and dried. Viacutan was then painted on the 
whole area and surrounding normal skin. 

Inpatients were returned to bed under a heat cage and 
further application was made 6-12 hours later. If moist 
areas were found at any time, more viacutan was applied. 
An electric hair-dryer was used to hasten the drying of the 
coagulum. A suitable alternative is the application of 
elt powder, such as zinc oxide and starch or sulphanil- 
amide. 

For outpatients the viacutan was applied on a single layer 
of gauze mesh, and before bandaging this was left a short 
time to let it dry. The gauze could usually be removed in 


24-48 hours without disturbing the coagulum, but if it was 


adherent it was allowed to remain. 


The coagulum separates after 8 to 12 days, depending 
upon the severity of the burn. In several cases sterile 
pus—mainly tissue debris—caused separation of the 
central part pf the coagulum after a few days, but 
there was no sign of inflammation and the time of 
healing was unaffected. Where parts of the burn were 
third degree the whole area was treated with viacutan. 
Epithelialisation of the small third-degree areas was 


rapid and there was so little scarring that skin-grafting ` 


was unnecessary. | 

These observations have becn made in more than 
80 cases, including many burns of the hands and face. 
The following are representative :— ` 


a 


OUTPATIENTS 


Case 1.—Aged 29. Several small scalds of back, second 
degree. Some were treated with viacutan and others with 
‘Tannafax.’ The former healed in 10 days, whereas the 
tannafax coagulum was still adherent after 14 days. ` 


Case 2.—Aged 15. Second-degree burns of four fingers. 
Two were treated with viacutan, two with triple dye. The 
viacutan allowed more freedom of movement and the burns 
were healed in 10 days, compared with 14 days for the triple 
dye. i | 

Case 3.—Aged 23. Second-degree scalds extending over 
the whole volar aspect of the forearm. Healed in 9 days. 

CasE 4.—Aged 4. First- and second-degree scalds of foot 
and dorsum of the ankle excluding the toes and part of the 
sole. Here the coagulum took 13 days to separate, the 
wound being completely healed. 

CasE 5.—Aged 9 months. Second-degree burn of the 
distal half of the palm and the fingers to the Ist interphalangeal 
joints. Healed in 9 days with complete freedom of move- 
ment. 

Cask 6.—Aged 13. Scalds of lower two-thirds of the 
anterior surface of the leg—second degree. Viacutan was 


applied on the two succeeding days; the eschar had separated 


and epithelialisation was complete in 8 days. 


CASE 7.—Aged 20. Mixed second- and third-degree burn 


of the whole palm of the hand and volar aspect of wrist. 
Except for small areas of the third-degree burn on the thumb, 
healing was complete in 17 days. 


INPATIENTS | i 


Case 8.—Aged 15. Second-degree burns of both hands. 
Right hand: burn extending from proximal interphalangeal 
joints dorsally over the hand to 3 inches above the wrist. 
Left hand: whole extent of dorsum of fingers to just above 
the wrist. The burns were 24 hours old and previously 
treated with flavine dressing, without removal of blister. 
Coagulum began to separate after 8 days; separation com- 
plete in 14 days, with immediate full movement of fingers. 
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-CASE 9. Aged 15. Second- degree, burn of. the whole of the 


me: ‘hand and forearm, to 2 inches above the elbow.: Second- 


oN 


5 plete in 8 days. 


.  @égree.:burn.on the right side of face involving the. ear. 
Viacutan applied three times during the first day, and to 


various moist small areas during the three following days. 
The eschar on face separated and epithelialisation was com- 
Movements of the arm were free throughout 
and the eschar separated after 11 days, leaving two small 


areas, one on the forearm and one on the wrist (third degree) 
which had still to heal. 


These were dressed with ung. zinc. 
oxid, ét eucalypt. and were healed with a little scarring in a 
further 12 days. ‘Absent from work 43 weeks. 


CASE 10 Aged l year. Second-degree burn avoe 


face, neck and right hand. Coagulum separated after 7 days 


days old and septic on admission. 


coagula began to separate after 10 days. 
complete i in the. next two or three days, apart from the region 


leaving a small -septic area on the neck. Viacutan was 


reapplied’ and healing was complete, without, any scarring; 


after a further 7 days. - S 

Case 11. Aged 40. Second-degree petrol burns of whole 
face,- ears, neck and both hands to above the wrist. The 
Separation was 


of the lips and ears where healing took place in a further 10 
days. There was no trace of scarring and the patient had 
immediate full movement of the affected part. 


Case 12.— Aged 16. Very extensive deep burns - (second 
and third degree) of the whole right arm and shoulder girdle, 
whole right leg and buttocks and part of abdomen. Applica- 


tions of viacutan resulted in a good coagulum and his con- 


‘dition improved considerably. After 10 days the coagulum 
on the second-degree areas commenced to separate; on the 
_ 6th day after the accident, the patient developed R 
and died. 


CASE 13 e 10.: Scald of the back. (2 x 3 in.) three 
The coagulum, started to 
separate after 7 days and there was complete healing in 11 
days. Despite ‘the sepsis, the initial . was as 
previously described. 

Cése 14.—Aged 36. Second- degree petrol burns of both 
hands involving fingers and the forearm with small patches 
on the upper arms and right scapular region. First- and 


second. degree burns on the whole right side of the face. 


Separation began on the face after 5 days, and was complete 
in 12 days. The eschar separated from the hands and arms 
after 16 days. Complete healing: without scarring. Dis- 
eharged after 24 days. i 


CasE’ 15.— Aged 10 months. Second- degree scalds right 
side of face, including eyelids, upper arm and part of chest. 


After 13 days the coagulum had e and thore was no 


Case 17—24 Bote after firs application After three weak; i 


scarring. In this case viacutan was instilled into the eye 
with no ill effects whatsoever. ` or 


Case 16.— Aged 36. Second - degree burns both legs and 


right hand; third-degree burns, with separation of nails, 
involving the whole of the left hand and part of the right 
. leg. All second-degree burns healed rapidly and the coagulum 


had separated in 16 days. The coagulum on the third-degree 


burns separated slowly by the accumulation of underlying 
‘sterile pus. 


After 4 weeks the coagulum was removed and 
ung. zinc. oxid. et eucalypt. was eer A fortnight later 
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epithelialisation was TERTA with very ‘little: scarring. . 
After 8 weeks he had regained practically. full movement: of 
the hand. and fingers. 1 ` 


_Case 17.—Aged 38. Second - degree pStrol burns, 6 hours 


old, of the whole face, left hand and part of the right hand. 


The coagulum on face separated completely in 17 days and 
that on the hands in a further 5 days. 


and the period of disability was 4 weeks. - 


a CONCLUSIÓNS no 


In our experience silver dinaphthylmethane disul 
phonate ( Viacutan’) has important advantages for 
the local treatment of burns: (1). It is easily applied. 
(2) It rapidly relieves pain. 
there is very little odema or imniobilisation: of the 
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affected part, and it can be used for the face and hands 
with complete safety. 


(4) Healing is quick and there is 
no: subsequent scarring, or disability. (5) The patient . 
requires little supervision and there is no staining of 
linen and hands. (6) It is bactericidal and bacteriostatic. 
These properties make, it suitable for ‘both. first-aid 
and hospital treatment. \ 


We would like to express our gratitude : to Mr. Robert 


— i 


Forrest, group officer and. surgeon, EMS, for his. advice- and i 


helpful ‘criticism, 

The compound used’ in our investigation was supplied by. 
Messrs. Ward, Blenkinsop & Co., Ltd. Dr. Pick: has to 
thank Dr. A. A; Goldberg, director of the research department- 
of that firm, for valuable. suggestions for the biological trials, 
and Dr. M. 
experiments. 
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Thrombocytopenic purpura is a disease characterised. 85 
by hemorrhages from the mucous membranes into the 


skin and other organs, a reduced platelet-count, à pro- 
longed bleeding-time and decreased capillary resistaric 
Patients admitted to 
the London Hospital with this disease uring 1927-38 
inclusive have been studied, and were followe 

thé outbreak of war. Twelve have been further traced. 
and had clinical and blood examinations in July, 1942. 


There was no 1 , 


(3) After its application ' 


Mandelbaum, for pore the. ‘animal k 


co. 


up until 


In all there were 75 cases, age and sex being as shown 


in figure and table A. . 
The disease is thus about evenly divided between. the 
two sexes before the age of puberty; above that age 


there is a preponderance of 5 females to 1 male. There 
is a peak in early adult life and again at the menopause. 
The incidence of the disease in the first decade of life has 
been stressed by. various writers; 


cases came in this decade. It is preferred here, however, 


to make the division at 15 years, as representing puberty, 


and in this series 40% occurred under that age · 


TREPURERAI. GROUP — 
Of the 30 cases under 15. years. 5 could not be traced, 


5 died as a direct result of the disease during the period : 
of observation, 15 had no symptoms and no thrombocyto- 


penia at the end of the period, and in 6 symptoms of 
thrombocytopenia persisted after 1989. The disease was 
observed to persist after the age of 15 in 2 boys and 2 


girls. 


meningitis after chronic mastoiditis (table Te: Sts ox 
The analysis shows that this is a serious disease, carry- 
ing a high mortality (16%). The presenting symptoms 
were: bleeding from the gums, 8 cases; 3 epistaxis, 10 ; 
generalised purpura and ecchymoses, 16; hematuria, 4; 
melæna, 3; hemoptysis, l; hæmatemesis,: 3.3 hemar- 
throsis, 1 j retinal’ hemorrhage, 1; 
The bleeding may. be severe—in 
9 instances the red-cell count fell below 2 million per 
cmm. and in one instance as low as a million. The 


platelets usually fall during an exacerbation to bélow | 
rolonged to 30 minutes: 


.10,000 and the bleeding-time is 
‘or more. In the chronic cases there may be remissions 
-in which there are no a but the e rarely 


j i `‘ 


and subdural ) 


Rosenthal (1939) ` 
assessed it at 29% of the. total, and Wintrobe and his 
colleagues (1937) at 36- 2% in the present series 80% of. 


Of the fatal cases, 3. died with a subdural hemor- - 
-rhage, 1 with a severe hemoptysis and 1 with 4 septic 
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Age and sex distribution in 75 cases of thrombocytopenic purpdra. 
TABLE A 
Age in years F. Age in years M.- F. 
foa” ; 4 40-49 .. 1 7 
0-154, 5- 9 8 Over 40 < 50-59 .. .. 7 
(10-14 2 6069. `i 3 
Total . 2 17 


Total .. 


| 16-19 
16-34 f 20-29 l . 
30-39 FA M = male; F = female. 


= 5 | cnooes A 
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Total .. 21 


rise above 100,000 and the bleeding-time remains at 
5 minutes or more. In most cases there was a moderate 
leucopenia with relative lymphocytosis. 

Rosenthal (1939) found that 22 out of 58 cases under 
the age of 20 made a spontaneous recovery ; in our series 
10 (5 of each sex) out of the 30 cases under 15 recovered 
spontaneously, the platelets rising and remaining at 
normal levels and the bleeding-time not being increased. 


` ‘TABLE I—PREPUBERAL OASES 
MALES 


1 
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Recovered 
Age Sy, 55 Not 
(years) Cases | without] with without] with Died traced 
splencc. | splenec. | splenec. | splenec. 3 


0- 4 3 2 1 
5-9 | 8 3 1 2 1 
10-15 5 3 1 

Total 1 2 | .. | 5S | 5° 3 1 


„To the age of 14. f To the age of 27. f To ages 6, 7, and 24. 


1 yearaftersplenectomy at age of 6. Splenec. = splenectomy. 


POSTPUBERAL GROUP : FEMALES 


Females over 15 accounted for more than half of the 
cases admitted (38 out of 75). It is evident from tables 
I and 1 that the disease takes a much more severe form 
in women than in children: in women the mortality (16 
deaths in 38 cases) is extrémely high and the likelihood of 
spontaneous recovery extremely small (1 case out of 38). 
The ages given are those at which the patient was first 
seen, but in this group there was only one who dated her 
symptoms from before the age of 15—at 13 years. In 
only 2 others did symptoms start before the age of 20—at 
17 and 19. This further stresses the possibility of spon- 
taneous cure in childhood. The symptoms in this group 
were similar to those in children with the important 
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addition of menorrhagia; this was constant and severe 
in all cases arising before the menopause. In addition 
3 cases showed retinal hemorrhages, 1 a labyrinthine 
hemorrhage, 1 jaundice, 3 headache, 1 jacksonian 
epilepsy and 1 aphasia. 

Pohle (1939) has shown that the number of platelets in 
normal women slowly and progressively falls during the 
14 days before menstruation and rapidly rises soon after 
its onset. It is not surprising, therefore, that severe 
menorrhagia should be such a prominent feature of the 
disease. We cannot help feeling that the key to xtivlogy. 
lies in this clinica] observation. Further evidence point- 
ing in this direction is provided by a patient who became 
pregnant. During her pregnancy the toms gradu- 
ally disappeared and in the eighth month her platelet- 
count was 770,000 and bleeding-time 24 min. After 


- delivery the symptoms reappeared and the platelets 


returned to their former low level. This is not a con- 
stant finding in pregnancy complicating thrombocyto- 
penic purpura. Rushmore (1925) gave an account of 47 
patients in whom thrombocytopenic purpura complicated 
pregnancy, in 43 of whom the purpura developed at or 
after 44 months. De Saussere and Townsend (1935) 
brought the total up to 55 and showed there was a mor- 
tality of 51%. Sanford, Leslie and Crane (1936) reported 
11 instances in which the infant also manifested purpura. 
Williamson (1942) reported an established case of 
thrombocytopenic purpura in a woman whose platelets 
remained at 50,000 throughout gestation ; the baby had 
purpura with a platelet-count of 40,000 on the 14th day 
of life, but has been normal since. A woman reported 
by Urbanski and Hunter (1942), who had had thrombo- 
cytopenic purpura since the age of 14, had a stillbirth 
and splenectomy was subsequently done; after this she 
had 3 live children, the first of whom showed signs of 
purpura for a short time; the mother’s platelets were 
low throughout. 

Another pointer towards an endocrine origin of the 
disease is the relatively high incidence of thyrotoxicosis 
in women with thrombocytopenic purpura over the age 
of 40 (3 out of 17). Bomford and Rhoads (1941) drew 
attention to the association of the refractory anzmias 
with endocrine disturbances ; in their series there were 
2 eunuchs and 2 patients with hyperthyroidism. In 4 
‘women the first symptoms of anæmia appeared at or near 
the menopause; in 2 more there was a history that the 
symptoms were more severe at or shortly before men- 
struation. They suggested that 


A working hypothesis of the etiology òf refractory anemia 
is that the disorder is due to a conditioned susceptibility to 
toxic substances, usually exogenous or endogenous aromatic 
hydrocarbons, associated with hepatic disfunction, a failure of - 
biochemical mechanisms of detoxication and the circulation 
of hemolytic substances, and that these hæmolysins cause 
either an abnormal form of hemolysis and thus an abnormal 
reaction in the marrow or that they destroy both circulating 
red cells and developing cells in the marrow thus producing 
hypoplasia and other abnormal forms of marrow.” 7 


The platelets are the first component of the blood to 
be reduced in aplastic anæmia, so that it is not surprising ` 
that the differential diagnosis between aplastic anemia 
and thrombocytopenic purpura is difficult. Spence 
(1928) wrote there is no definite dividing line between 
thrombocytopenic purpura and aplastic ansemia, the one 
runs imperceptibly into the other.” In thrombocyto- 
penic purpura sternal puncture (not used in the cases 
reviewed here because they were admitted to hospital 
before it was a common procedure) usually shows a 
marrow picture of erythroblastic and megakaryocytic 
hyperplasia; but sometimes there is a considerable 
diminution of megakaryocytes which has been called 
megakarophthisis. This would be in accordance with the 
variations found by Bomford and Rhoads (1941) between 
the sternal-puncture and post-mortem pictures in their 
refractory anæmias. Generally speaking, the anemia in 
thrombocytopenic purpura is more variable than that. of 
aplastic anzemia and not so severe; white cells, in par- 
ticular the polymorphs, are not so greatly reduced, 
whereas the platelets are lower and the bleeding-time is 
longer. It is worth comparing the averages in this series 
of thrombocytopenic purpura with those in the four 
types of refractory ansemia published by Bomford and 
Rhoads (1941) (see table B). | 
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TABLE B 
Red i 
cells White polys. | Piate- 
Type (million | 4% pes s. lets per 
Der 83 © c. mi. 
i c. mm * i 
1 18 | 40°| 3640 54 | 169,000 
Refractory 2 1.7 42 2250 40 58,000 
anemia 3 2-2 50 1850 79,000 
4 1:15 27 2013 38 304,000 
Thrombo. purpura 2°7 57ł 6860 57 27,000 
* Estimated by Sahli’s method. 
Before 1934 hæmoglobin estimations were made by Dare's 


method ; after 1934 by photo-electric cell (Campbell Smith). 


Occasionally in thrombocytopenic purpura there is a- 


leucocytosis with an excess of lymphocytes; Minot 
(1936) drew attention to this and it was seen in 2 of our 
cases. The sex-distribution in the refractory anzmias 
recorded by Bomford and Rhoads was almost equal— 
type 1, 13 males to 17 females; type 2, 6 males to 5 


females; type 3, 7 males to 5 females; type 4, 3 males 


to 1 female. Nevertheless, the mechanism which brings 
about refractory anæmia, working in milder degree and 
in females possibly only an exaggeration of a physio- 
logical process, may well bring about thrombocytopenic 
purpura. 

7 POSTPUBERAL GROUP: MALE 


The male group in this series is very small (table 11). 


The manifestations in males seem to be much less severe 
than in females, but these 7 cases cannot. be regarded as 
proving anything. There was only 1 death—from sub- 
dural hemorrhage—which could be attributed to the 
‘disease ; the other was an operative death from thyro- 
toxicosis in a man who had previously been cured of his 


.thrombocytopenic purpura by splenectomy. There were 


2 spontaneous recoveries. 


The symptoms were the same 
as those seen in childhood. 


TABLE II—POSTPUBERAL GROUP ° 
FEMALES 
: ai 5 Splenectomy 8 * y 
43 336 s |] o| a| g 332| $ 
Ase 8 8 58 3| 2 83 8 3 BSS 
ng E 8 88 Ps Sig z 
15-39 al 7 1 |9 4 3 | 2 
4069 ajoj f| ajaj s| aje] a | 
Totals.. 38 16 8 113 7/1 3! 3/10; 3] 3 
MALES 
15-39 5 1° 1; 2| 2 11 111 
40-69 2 111 z , 
Totals.. B e ees 
All cases 3 15 9 3 11 4 4 


ie 
* Following thyroidectomy. 
SECONDARY THROMBOCYTOPENIC PURPURA 


Thrombocytopenic purpura may be a symptom of many 
conditions, among the most important being refractory 
anemia, leuco-erythroblastic anæmia, leukemia, and 
toxic reactions to drugs. 

During the period of this study, 4 cases of leuco- 
erythroblastic ansemia presented themselves as thrombo- 
cytopenic purpura; at the time the differential diag- 
nosis was extremely difficult, but in subsequent analysis 
it is noticed that in each instance there were 1% or 2% 
of myelocytes in the blood. An autopsy was performed 
in all 4 cases, and the primary carcinoma was found in 
the stomach in 3 and in the lung in 1. Thrombocyto- 
penic purpura may be difficult to tell from leukæmia in 
the outpatient, but in this series a full blood- count 
soon differentiated between the two conditions. True 
thrombocytopenic purpura is a manifestation of poisoning 
by various drugs, such as ‘ Sedormid,’ neoarsphenamine, 
quinine, phenobarbitone and sulphathiazole. Of the 
many full accounts of cases arising from sedormid the 
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latest is by Moeschlin (1942). In the London Hospital 


between 1927 and 1938 there were 5 cases resulting from 
NAB, 2 from*quinine (one from the drug given by mouth 
and one from quinine urethane used in treating varicose 
veins), and 2 from phenobarbitone. None of these 9 
cases are included in the total of 75 idiopathic cases. 


Rosenfeld and Feldman (1942) and Werner (1942) each 


recorded a case following the use of sulphathiazole. The 
differential diagnosis is not difficult—there is a history of 
the drug having been taken, and immediately it is stopped 
the symptoms disappear and the platelets and bleeding- 
time return to normal. Here an exogenous toxin is 
probably acting for a limited period in the same way as 
E , ae endogenous aromatic, hydrocarbon already 
escribed. ; 


— 


TREATMENT 


Various forms of treatment were tried in this series. 
In 6 cases vitamin C was used in full dosage, as sug- 
gested by Engelkes (1935) and Vaughan (1937), but no 
improvement was observed as a result; this is not sur- 
prising since Finkle (1937) showed that there was no 
evidence of vitamimC deficiency in thrombocytopenic 
purpura. Vitamin K was used in 2 cases but again no 
improvement was observed. Vitamin P of Szent- 
Györgyi (1936) was not tried. Witts (1931) has shown 
that liver therapy is unsuccessful, and nd” benefit was 
observed in the cases in this series whére it was used. 
Deep X-ray irradiation was reported by Mettier, Stone 
and Purviance (1936) to achieve some success: but no 
improvement was reported by Davidson (1937), Vaughan 
l 1980 ), Jones, Tocantins and Smith (1938) or Rosenthal 

). 
of a woman aged 33 in whom menorrhagia was the most 
prominent symptom and in whom splenectomy produced 
no benefit; they treated her with deep X-ray therapy 
and produced an artificial menopause. Deep X rays 
were not tried in the present series, and if our ideas on 
the etiology are correct they would be not without 
danger. Rosenthal (1939) claims symptomatic improve- 
ment after the use of moccasin. snake-venom, but has 
seen no change in the platelet-count or bleeding-time as 
a result of its use. This treatment was tried in 3 cases 
in the present series, but we were unable to observe any 
improvement, either symptomatic or in platelet-count or 
bleeding-time. Blood-transfusions with fresh blood care- 
fully cross-grouped are a life-saving measure in severe 
cases, and are invaluable for preparing patients for 
splenectomy. Repeated small transfusions as used by 
Bomford and Rhoads (1941) in the treatment of refrac- 


‘tory anzemia, however, seem to have no permanent effect 


on the course of the disease. 

Berg and Rosenthal (1942) reported the failure of 
ligation of the splenic artery in 2 cases. 

Splenectomy was first used in thrombocytopenic pur- 
pura by Kaznelson (1916) and since then has taken a 
prominent place in the treatment of the disease. Bedson 
(1924) showed that in animals splenectomy was followed 
for 48 hours by a rise in the platelet-count; this was 
maintained for 14 days and was followed by a gradual 
fall to normal in 3-4 weeks. It might be expected, 
therefore, that any improvement in the disease would 
be only temporary. 

The spleen is not as a rule greatly enlarged : sometimes 
it is palpable, but usually not. The largest in this series 
weighed 1 Ib. 7 oz. and the next 103 oz.. In 2 cases 
cholesterol ester histiocytosis in the pulp was reported. 

Spence (1928) reviewed the results of splenectomy in 
the 101 cases of thrombocytopenic purpura published up 
till then and classified them as follows (table c). 


TABLE O 
a Acute Ohronic Unglassl-“ Total 
Good No recurrences .. 2 61 6 69 
results | Improvement os 2 6 is 6 
Poor results ‘ T ah bya 5 5 5 
Deaths.. eis i ss 10 8 3 21 
Total aie es 12 80 9 101 


Of these cases, 24 were males (10 under 15 years) and 
64 females (20 under 15 years); in the remaining 18 
cases age and sex were unstated. In our classification 


Jennings and Castleden (1939) reported the case ` 


a fe bl fe fo fe 
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the results would read: total, 101; cures, 69; operative 
deaths, 21; unchanged, 11. His division into acute and 
chronic seems very arbitrary ; it depends on the extent 
of the hemorrhage, which in women largely depends on 
menorrhagia. The disease is one of relapses and remis- 
sions closely related to the menstrual cycle. There 
seems, therefore, nothing to be gained by this division. 
These figures do suggest, however, that the mostill patients 
are the ones least likely to be benefited by splenectomy. 
Eliason and Ferguson (1932) added a further 112 cases 
to Spence’s 101, making a total of 213; of these, cures 
were reported in 73% and considerable improvement in 
8%. The operative mortality was 13%. In their opinion 
81% of cases benefit from the operation. 

No attempt has been made to search for all the cases 
recorded since that time. Of the more important groups 
reported, Brown and Elliott (1936) studied 21 cases in 
which females predominated by 4 to 1; the results were 
as follows (table D). l 


TABLE D 
With Without 
g | operation | operation | Total 
| ee et C any ghee Tae 
completely arrested 4 l 3 | 7 
Much improved .. 4 o | 4 
Improved.. ae is 1 | 2 | 3 
Unimproved: er 1 0 5 ! 5 
Died sa A ais 1 1 | 2 
Total š 10 11 | 21 


Full details of all the cases are not given, but in the opera- 
tion group there were 2 boys and 1 girl under 15. 
Vaughan and Wright (1939) reported 6 cases followed for 
more than 10 years, 2 males aged 3 and 22, and 4 females 
aged 13, 26, 30, and 42. They were all free from symp- 
toms and had had no bleedings since the operations, and 
in 4 the platelet-counts were normal. Rosenthal (1939) 
describes 43 splenectomies but does not analyse them 
very fully. There were 7 postoperative deaths, a mor- 
tality of 16%, 29 have remained well and 3 ha ve improved. 
“ Clinical and hematological recovery, he says, may 
take place in 50% of the cases. Pernokis (1942) reports 
7 cases, of which 5 are living and well, one died at the 
operation and one died later, possibly of a recurrence due 
to hyperplasia of the accessory spleen noted at operation 
but not removed. Witts (1942), in a description of ulcer 
of the leg in thrombocytopenic purpura, reports 2 cases 
of splenectomy, one in a male that did not result in cure 
and one in a female that did. In correspondence follow- 
ing this paper, Williamson (1942) states that the 3 cases 
reported by Sutherland and Williamson (1925) and one 
further case of his did not result in cure; and Myers 
(1942) that all the 5 cases he reported in 1935 had 
remained cured until September, 1939. In their group 
of refractory anæmias, Bomford and Rhoads (1941) 
report 3 splenectomies without definite benefit. They 
consider the operation justifiable in cases with marrow 
of the partly mature cellular type where increased excre- 
tion of urobilinogen indicates hemolysis, there is a high 
reticulocyte count, and the effect of transfusions appears 
to pass off particularly rapidly ; in such patients they 
think hemolysis may be slowed by splenectomy. 

The results of splenectomy in the present series may 
be summarised as follows (table E). 


MALES TABLE E FEMALES 

Slat 

Age | No. |Oured 85 8 8 

| 8 8 

0-15 4 0 o 4 

15400 9 4 2 3 

Over 40 | 4 3 1 0 
Total 17 7 | 3 7 


In the prepuberal group it was highly successful in 
the males, being performed 5 times with immediate and 
permanent cure in each instance, but in the females the 
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the 4 who had had splenectomy; one case operated on 


remained thrombocytopenic but died of intercurrent 
infection a year later. It does not follow that removal of 
the spleen was responsible for the persistence of the 
disease in girls, since the operation was only performed 
on the severest cases, often with the aim of saving life ; 
the figures do suggest, however, that there is a difference 
between the sexes as regards the effectiveness of 
splenectomy. 

In the female postpuberal grofip splenectomy carries 
a high operative mortality (23%) with no certainty of 
cure. On the other hand, a. cure did result in 7 of the 
13 cases treated—and more often in patients over than 
under 40 years. In one case where it failed many 
spleniculi were present. It was performed on the most 
serious cases, often after repeated transfusions, as a life- 
saving measure. Both operative mortality and risk of 
not achieving cure (23%) have to be set against the 


ordinary mortality (under 40 330%, over 40 53%) and the 


risk of subdural hemorrhage. One patient in this series, 
aged 46, recovered from her splenectomy and lost her 
symptoms, her platelets rose to 425,000 and bleeding-time 
fell to 14 min.; but she died 3 months later from the 
subdural hemorrhage which occurred before splenectomy 
was undertaken. In this group, splenectomy, it seems, 
should be undertaken only after due consideration; the 
best results are to be expected in older women. In the 
male postpuberal group there were 2 splenectomies with 


cure. 

It is worthy of note that in the males, including chil- 
dren, the operative mortality in the whole series was nil, 
and the 7 splenectomies were all successful. Of the 
females less than half were cured. Nevertheless, in 
either sex splenectomy may be a life-saving measure, and 
is sometimes advisable in the hope of preventing sub- 
sequent subdural hemorrhage.. 


y SUMMARY 

Of 75 cases of thrombocytopenic purpura treated at 
the London Hospital between 1927 and 1938, 30 occurred 
b2fore puberty. These were equally divided between the 
sexes ; 10 of them recovered spontaneously, splenectomy 
was successful in 5 males and unsuccessful in 4 females, 
164 the mortality during the period of observation was 

9 705 

Of the 45 cases which occurred after puberty, 38 were 
females. Only one female made a spontaneous recovery 3 
splenectomy was successful] in 2 males and in 7 out of 13 
females, and the mortality during the period of observa- 
tion was 40%. Half of the deaths were due to subdural 
hemorrhage. 

In the whole series splenectomy was successful in 7 
out of 7 males and in 7 out of 17 females; there were 3 
operative deaths; splenectomy may be a life-saving 
measure and is sometimes advisable in the hope of pre- 
venting subdural hemorrhage. 

One patient showed a striking improvement during 
pregnancy. Thyrotoxicosis was associated with the 
purpura in 4 cases. 


We are indebted to the physicians and surgeons of the 


London Hospital for allowing us to follow up the patients 


under their care, and to Mr. A. E. Clark of the registrar’s 
department for his help in searching the records and tracing 
the patients. 
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TWO COMPLICATIONS WITH 
TRICHLORETHYLENE ANASTHESIA 


MARGOT W. GOLDSCHMIDT, MD FREIBURG, LROPE 
ANZSTHETIST TO THE ROYAL INFIRMARY AND THE ROYAL 
HOSPITAL FOR SICK OHILDREN, EDINBURGH. | 


THE two noteworthy incidents here reported occurred 
among a series of some 175 minor or major operations 
under trichlorethylene (‘ Trilene’) ansesthesia, in patients 
ranging in age from 2 months to 63 years. Except for the 
comparatively frequent occurrence of tachypnoea, the 
difficulty of obtaining deeper levels than III, (Guedel), 
and two cases of severé postoperative vomiting with 
transitory loss of taste, the remainder of the series was 
uneventful. 

OASE 1l 

A healthy man of 22, very muscular and emotionally 
well-controlled, was admitted to the surgical outpatient 
department of the Royal Infirmary for reduction of a Pott's 
fracture. There was nothing peculiar either in his medical 
history or in his pre-anesthetic clinical examination. No 
premedication was given. Induction with nitrous oxide 
and oxygen was smooth. Trilene from the chloroform bottle 
of the Boyle’s machine was added to produce the necessary 
muscular relaxation. About M 60' of trilene was used, 
and, except for a definite but transitory rise in respiratory 
rate without any cyanosis, anzsthesia seemed to be quite 
normal, When the manipulation was finished and the 
plaster applied, but not yet hardened, the patient was allowed 
to come out of the anzxsthetic with the gas reduced and 
oxygen increased. Presently the patient started moving, 
and suddenly a few clonic convulsions of the hands and 
arms set in, followed by tonic convulsions and respiratory 
arrest. Cyanosis supervened rapidly, with trismus. An 
airway was inserted and artificial respiration with oxygen 
insufflation started without result. This stage might have 
lasted between 1 and 2 minutes. Then suddenly the finger- 
nails blanched, the pulse, which up to then had been full and 
slow at 60 per minute (normal rate 66-70) and apparently 
regular, became impalpable, and the face became greyish. 
While nikethamide was being prepared for injection, the 
heart region was slapped with a cold wet towel. After this 
slapping had been done twice the heart restarted, the colour 
improved, and the pulse became palpable and returned to its 
normal rate within a few seconds. Oxygen was administered 
by rhythmical compression of the bag and the patient’s 
normal colour was restored immediately. Nikethamide was 
not required. Oxygen was continued for another five minutes. 
Recovery of consciousness was slightly retarded. There was 
a little retching, but no actual vomiting and the patient was 
fully awake and dressed 20 minutes after all this had hap- 
pened. He was kept in and observed for several hours and 
seen on frequent return visits. There were no after effects 
except for a slight headache within the first hour. 

It is difficult to say whether the syncope in this case“ 
was due to anoxia of the heart muscle secondary to the 
convulsions and respiratory arrest, or to a primary 
chloroform-like action of trilene on the heart, either of 
them being able to cause or predispose to ventricular 
fibrillation. Any definite judgment on the effect of 
trilene on the conductive and automatic action of the 
heart in man must be postponed until routine electro- 
cardiographic tracings have been made on a large number 
of cases under various operative procedures. 


OASE 2 


A child of 14 years, coming to operation for inguinal hernia, 
premedicated with gr. 14 of phenobarbitone and gr. 1/100 of 
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atropine, was anzesthetised with nitrous oxide, oxygen and 7 


trilene, on the closed-circuit COy-absorption unit. A rash 
appeared during induction, which was so unusual that I sent 
a messenger to the ward to ask the nurse if any rash was 
observed when she was washing the patient; she had seen 
none. 
and fairly symmetrical on the front of both thighs. There 
was no tendency for the spots to run together, as in an ether 
rash, except slightly on the thighs. It was maculopapular in 
type, slightly raised, and did not disappear on pressure; the 
cofour was brighter than that of an ether rash. On deepening 
the anesthesia the rash disappeared gradually. 
Schwartz and Russel, ! reporting the effects of trichlor- 
ethylene on the skin, say: It is also a sensitiser and 


can cause a more or less generalised acute eczematoid . 


type of dermatitis, which begins as an erythema, becomes 
papular, then vesicular and is followed by oozing, 
crusting and desquamation.”’ | 


I wish to thank Dr. John Gillies for his encouragement and 


advice; and Mr. J. F. Curr, Mr. A. R. Coe and Mr. A. B. 
Wallace for permission to publish the case-reports. 


ee Medical Societies 


ASSOCIATION OF CLINICAL PATHOLOGISTS 


At the summer meeting of the association held in 
Cambridge four of the papers, though embracing recent 
work by the authors, were essentially reviews of subjects 
of current importance. 

Dr. DouGLAs McCLEAN brought up to date the work 
on the part played by the spreading factor or muco- 
lytic enzyme, hyaluronidase, in the decapsulation of 
streptococci (J. Path. Bact. 1942, 54, 284), in fertilisation 
(Nature, Lond. 1942, 150, 627), and in the early diagnosis 
of anaerobic wound infection (Lancet, 1943, i, 355, 707). 

Dr. C. H. ANDBEWES, FRS, spoke on typhus, and 


divided the varieties of the disease into three groups. 


(1) Type OX19 includes classical typhus, endemic 
typhus, Mexican typhus, Brill’s disease and shop 
typhus (Malaya), with the louse and rat flea as vectors, 
and all giving good agglutination with OX19 but very 
little or none with OX2 or OXK. (2) Type XK includes 
tsutsugamushi, scrub typhus (Malaya), mite fever 
(East Indies), with the mite as vector, and agglutinating 
well with OXK but not with the other two antigens. 
(3) Type undetermined includes Rocky Mountain spotted 
fever, Sao Paulo typhus, fiévre boutonneuse, tick-borne 
typhus of South Africa, India, Kenya, all carried by ticks 
and giving poor agglutination with all three classical 
antigens. He mentioned the latest League of Nations 
survey (Bull. Hlth Org. LoN, 1943, 10, No. 1).—Major 
JOHN BOYCOTT gave some details of typhus in Ireland. 
Dr. P. L. MOLLISON discussed the interpretation of Rk 
tests. So far 88 mothers whose infants were affected 
with hemolytic disease had been tested. Of these, 85 
were Rh-negative and only 3 Rh- positive. Anti-Rh 
agglutinins were found in the sera of 82 of the 85 Rh- 
negative women. In these cases the peak of the immune 
response to the Rh agglutinogen was usually reached 
between the fifth and twentieth days after delivery, and 
this was therefore the most favourable time for examina- 
tion. In 2 of the cases in which the mother was Rh- 
positive the destruction of the foetal erythrocytes was 
apparently due to very potent immune anti-B agglu- 
tinins.—Dr. GERTRUD PLAUT dealt with the clinical 
importance of the Rh factor, and Dr., G. L. TAYLOR 
demonstrated the technique.—In the discussion Dr. 
E. N. ALLotr asked whether there was any genetic 
5 be in the inheritance of the ABO and Rh groups ; 
Dr. MOLLISON replied there was none.—Dr. F. A. KNOTT 
showed a series of tables summarising methods and media 
for the detection of pathogenic anaerobes. The use of Fe 
media, neutralisation of sulphonamide and suppression 
of contaminants, media giving good growth without 
anaerobe jars, and methods of identifying the specific 
toxins, all help to detect the presence of pathogenic 
strains without first going through the time-consuming 
process of isolating pure cultures.. The early detection 
of hemolysin and of ferments such as lecithinase and 
hyaluronidase may give a valuable early indication 
whether infection is likely to spread. The results- in 


1. Schwartz, L. and Russel, J. P. Publ. Hlth Rep., Wash. 1041, 86, 1681. 
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animal Work give promise of value in the management 


of wounds in man. Dr. Knott stressed the usefulness 
of the revised edition of the MRC War Memo No. 2 
Diagnosis and Treatment of Gas Gangrene) to workers 
in this field. 

Dr. O. C. LLOYD, who showed about 20 sections of 
endometrium, both normal and pathological, said that 


| biopsy is of value in the diagnosis of abortion and of 


malignant disease as well as in sterility and menorrhagia. 
In these latter conditions it is advisable to have a biopsy 
between the 18th and 20th day of the cycle, for early secre- 
tory differentiation may reveal relative deficiency of the 
action of the luteinising hormone on the endometrium. 
Colonel JosEPH TURNER, USAMO, described the 
development of cold agglutinins for human red cells in 
atypical pneumonia, when no pathogenic microbe or 
virus can be demonstrated and there is little or no 


- leucocytosis. The tubes are kept in the ice-box overnight 


before reading; an agglutinin titre of 1: 2000 after 16-18 
days has been recorded. The titre persists well into 
convalescence and is not affected by sulphonamide 
treatment. 

Dr. Jos EH UNGAR described the immunisation of 
‘animals with TAB bacilli grown on synthetic media. 
No correlatian was found between the degree of local or 


general reaction and the level of serological response, 


blood groups or Forssman’s hemolysin. He said that 
the alcohol-killed material is highly promising. 

Dr. NORA SCHUSTER described malignant cells in wet 
films of sputum; methylene-blue 0:5% in 20% watery 
solution of glycerin stains the fresh sputum well. Experi- 
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New Inventions 


SCREW LENGTH IN BONE GRAFTING 

It is often difficult during bone-grafting and plating 
operations to estimate the correct length of screw 
needed to reach exactly to the further cortex of the bone. 
A simple instrument has therefore been devised for 
measuring this accurately. It 
consists of a stilette, notched 
near the tip rather like a 
crochet hook, and a sliding 
pointer which indicates on a 
scale the depth of the drill hole 
prepared for the screw (fig. 1). 
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The stilette is passed through the drill hole and the notch 
is made to engage on the distal surface of the bone fig. 2). 
The sliding piece is then broughtinto contact with the graft 
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or plate, held in the correct position by clamps. The 
depth of the drill hole can now be read off on the scale, 
and the correct length of screw chosen accordingly. 


for making the impression of the punch on the 


ence is necessary for identification, In 178 cases, 
carcinoma was diagnosed 100 times. Malignant cells 
were missed 18 times and a correct diagnosis was made 
85 times.—Dr. D’ARcy HART, on behalf of the MRC, 
asked for specimens of tuberculous tissue or pus likely 
to contain bovine bacilli, for a combined inquiry into the 
incidence of bovine tuberculosis in the community. 

Dr. F. DURAN-JORDA discussed the formation of 
red blood-cells (Lancet 1943, i, 513; 1943, ii, 186). 

Squadron-Leader E. M. DARMADY has found the. 
intravenous hippuric acid test useful in differentiating 
toxic goitre from anxiety neurosis. The serial test in 
jaundice gives a satisfactory estimate of probable damage 
which is useful in prognosis and treatment. It is essen- 
tial to use a two-hour reading. The estimation of- 
hippuric acid as modified by Prorstein is imperative for 
comparable readings. 5 . 

Dr. E. N. DavEY showed specimens from a baby seven 
weeks old, which had developed during life a slough from 
thigh to navel and also behind the ear. The mother, 
who was Schick-negative, yielded the same type of C. 
diphtherie as that obtained from the child’s lesions, 
the mother being infected in nose, throat and vagina. 
Apparently the child was protected by the maternal. 
antitoxin in the milk so long as it was breast-fed. It 
died nine days after the cessation of breast-feeding. 

Mr. L. J. HARRIS, Dsc, demonstrated the vitamin 
balance in certain conditions. In pneumonia and par- 
ticularly in convalescence vitamin A is needed in large 


quantities; during lactation the mother excretes daily 


in the milk a large amount of Vitamin A. 


This instrument has proved simple and effective in 
practice. It has the advantage that no disturbance of 
the bone or soft tissues is necessary, as is the case with 
most of the other methods in use. 


The makers are Messrs. Down Brothers, Ltd., of 22a, 
Cavendish Square, London, W.1, who have also made a sim- 
plified two-piece modification, easily dismantled for cleaning 


(fig. 3). J. CRAWFORD ADAMS, M D LOND, FROS 
Squadron-Leader RAFVR 


PUNCH FOR USE IN PLATING FRACTURES 


In the mechanics of bone surgery many problems 
arise which could be readily solved by mechanical 
engineers. In medicine we are slow to learn our 
lesson in these well-worn paths. The coöperation 
of Messrs. Down Bros. has enabled me to develop 
a simple instrument which I have seen used by 
engineers, and which will solve one small diffi- 
culty in plating fractures. The use of special 
stainless alloys renders it more than ever neces- 
sary that the drill holes in bone for the insertion 
of screws should be perfectly centred in the 
opening of the metal plates. If not so centred, 
drills may cut eccentric holes, thus not only 
damaging the edges of the metal plate but also 
9 1 5 the screw an imperfect hold upon the 
Plate. 8 

The instrument illustrated is a spring - loaded 
punch, sold to the engineering trade under the 
trade-name of ‘ Eclipse.’ No hammer is needed 


bone. Pressure on the handle releases a spring, 
the tension of which is adjustable; the point of 
the instrument then makes a small hollow in 
the bone against which the drill may be applied. 
This is modified by a further spring attached to 
the point, with a collar that fits into the bone- 
plate screw-hole and ensures that the point of 
the punch is centred accurately. A lengthening 
handle has also been attached, which enables the 
instrument to be used with less risk of the 
surgeon’s hand coming in contact with the 
wound. When the fracture has been reduced 
and the metal plate is firmly applied and held in 
position, it is a matter of seconds to punch 
accurately six or eight drill points; with an 
electric power drill the most tedious part of the 


operation is then very quickly and efficiently performed. 
I am indebted to Mr. H. Guy Drew, of Messrs. Down Bros., 
for his help. _ NORMAN OPENER, FROS 
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Reviews of Books 


Beyond the Microscope 


KENNETH M. SMITTE, FRS, director of the plant virus research 
station at Cambridge University. (Pelican book. Pp. 110. 
9d.) . 
Dr. Kenneth Smith is an authority on plant viruses 
and has made himself familiar with recent work on those 
attacking man and other animals. He has succeeded 
in writing a popular account of viruses which should be 
enjoyed by doctors as well as laymen. He has the 
journalist's eye for the dramatic—and the story of recent 
work on viruses abounds in drama. Thomas à Becket’s 
lice, psittacosis in fulmar petrels in the Faeroes, vampire 
bats which carry rabies, the effect of cigarette smoking 
on diseases of tomatoes, the hidden reservoirs of jungle 
yellow fever, the relations between viruses and insects 
(and even earthworms), virus crystals—these are some 
of the excitements you can savour for a mere ninepence : 
the shilling shocker is nothing to it. ‘With all this, Dr. 
Smith has his facts accurate, though he may occasionally 
be rash in trying to be too up to date. The recent claim 
from America that the influenza virus is only 15 milli- 
microns across has by no means been accepted by all 
workers; yet he quotes it as established fact. There 
is a chapter on viruses and tumours, and to finish with 
2 fair summary of various modern views as to what 
viruses are. j l 


Outlines of Industrial Medicine, Legislation and 
Hygiene ' 


JAMES BURNET, MD EDIN., LL B LOND., FRCPE, lecturer 
on diseases of children, School of Medicine of the Royal 
Colleges, Edinburgh. (Wright. Pp. 87. 7s. 6d.) 


Dr. Burnet insists that „his book is an introduction 
and not a treatise. 
Factories Act, with the history of factory legislation, 

_the Workmen’s Compensation Acts, and the Truck Acts. 
The whole book has what might be called a compensation 
bias, because even the sections on industrial diseases are 
built mainly on the schedule of compensable diseases, 
and they are therefore incomplete. The most original 
chapter deals with incapacity for work and could be 
studied with advantage by all who give medica] certificates 
to factory workers. Some of the information given about 
industrial diseases is not up to date. For instance it was 
true 30 years ago that there was a considerable amount 
of lead poisoning ” among file cutters, but it is not true 
today when most files are cut by machine. Again, 
plumbers do not contract lead poisoning simply by 
handling lead pipes and sheet metal. In the section on 
scrotal epithelioma, reference is made to chimney-sweeps, 
but not to the more commonly affected mule-spinners. 
The book is well arranged and attractively printed. 


Year Book of Obstetrics and Gynecology 1942 
Editor: J. P. GREENHILL, MD, FACS, professor of obstetrics 


and gynecology, Loyola University. 
lishers; Lewis. Pp. 672. 19s.) 


SINCE the death of Joseph B. De Lee the editorship 
of this useful and important book has been taken over 
by Professor Greenhill, who has maintained the standard 
of previous years. The format remains the same, the 
first part being devoted to obstetrics and the second to 
gynecology. Epitomes of the year’s papers are preceded 
by a brief memoir of De Lee. If the abstracts are a 
little less crystalline than they were, the editorial notes 
are as illuminating and balanced as when they came from 
the pen of De Lee himself—and this is no mean tribute 
to the present editor. - 


Tests for Colour Blindness 


(9th ed.) SHINOBU ISRHTHARA, professor of ophthalmology, 
Imperial University of Tokio. (Lewis. Plates 32. 60s.) 


COLOUR blindness may be congenital; or it may be 
acquired, chiefly in association with conditions like 
tobacco blindness and optic atrophy. Of the congenit- 
ally colour blind the overwhelming majority are red-green 

blind only. The totally colour blind are easily distin- 
guished, for they have nystagmus and defects of central 
vision as well. Dr. Ishihara’s series of plates, first 
published in 1925, was devised as a quick and accurate 


OF BOOKS 


The legal sections cover briefly the 


(Lear Book Pub- 
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method of detecting the congenitally red-green blind. 
It proved so successful that it was adopted by the 
Services and transport organisations as one of their 
standard tests, and has now passed through nine editions. 


It has now been reprinted in response to a demand from 


all three Services. The plates form such a delicate test 


that 10% of the male population are unable to answer 


them all correctly, and there is no doubt that-the standard 
of colour vision required by them is higher than many 
branches of the Services desire. It is invaluable in 
weeding out all who have some colour vision defect, but 
it is often permissible to re-examine the failures on the 
Archer lamp or Edridge-Green lantern, when a number of 
the candidates will be found to have sufficiently good 
colour vision for the purpose in hand. Though this was 
not the first book of its kind on the market, it has proved 


the most successful, and Dr. Ishihara is to be congratu- 
lated on producing a quick test, easy to handle, in which 


the elements of luck and chance are absent. 


Creatine and Creatinine Metabolism 


HOwARD H.-Brarp, PHD, professor and director of the 
department of biochemistry, Louisiana State University, 
New Orleans. (Chemical Publishing Co. Pp. 376. $4.) 


Professor Beard has in his own words-attempted to 
deal with the following topics : carbohydrate metabolism, 
muscular contraction, phosphate bond energy, phos- 
phorylation and respiration, physical fitness, nutritional 
muscular dystrophy, the vitamins and hormones, and 
creatine-creatinine metabolism in the myopathies and 
diseases of the heart. Parts of his book are excellent. 
He has done a good deal of work on the metabolism of 
creatine and creatinine and the whole presentatiop has 
a pleasant personal flavour ; yet no-one can accuse him 
of neglecting the efforts of other. people, for, he gives 
many data from other workers, a list of previous reviews, 
and some 900 references. His views on the ways in 
which radio-active nitrogen has been used (or abused) 
are much to the point, but there is some strange readi 
in the chapter on the origin of creatine and perhaps 
the section on the creatinine clearance was a mistake, 


. since it may mislead those who do not know recent work 


on the measurement of glomerular filtration rate and the 
physiology of the kidney. 


First Aid in the Royal Navy 
(H. M. Stationery Office. Pp. 106. 2s.) 


THE Navy have their own way of doing things and 
needless to say their methods are efficient. In many 
points this little book—which has been prepared for 
seamen in gencral and not only for medical or sick-bay 
personnel—differs from classical practice, and most of 
these differences might well be more widely known. For 
example, in the general rules for the treatment of un- 
consciousness, the patient is put in the prone position, 
so that the tongue cannot fall back into the ‘throat. 
Useful hints are given on the treatment of fractures, 
and on transport of casualties. Most teachers, however, 
will feel that half an hour is too long to leave on a 
tourniquet. The direct style makes it intelligible to 
ordinary people and adds to its worth. Some of the 
photographic illustrations are below standard for a 
Government publication. 


Statistical Tables for Biological, Agricultural and 
Medical Research : 


(2nd ed.) R. A. FISHER, SC D, FRS; FRANK YATES, SO D. 
(Oliver and Boyd. Pp. 98. 13s. 6d.) . 


In this edition of a collection of tables which have 
proved their value to statisticians a few corrections have 
been made and some useful additions inserted. Thelatter 
include two tables for testing the significance of the 
difference between two means for which the errors are 
due to different causes, so that estimates of the variance 
cannot properly be pooled; a table for assigning the 
limits for the probability of an event; and one for 
estimating the number of organisms of a given type 
present in a medium by means of the dilution method, 
by which the presence or absence of the organism can 


be determined but in which counts cannot be made.. 


Examples of the use of these and other tables are given 
clearly in the introduction and, as in the previous edition, 
the tables are beautifully spaced and printed: 
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MEDICINE AND THE COMMUNITY 


ADDRESSING the Representative Body of the 
British Medical Association last week, Mr. Sourrar, 
chairman of council, said that if the vast possibilities 


_of postwar medicine are to be realised we shall need 


wisdom, patience and self-sacrifice. To these static 
properties he might have added others more dynamic 
—faith and hope. If motive force is the criterion, the 
Representative Meeting fell short of success. Its 
intentions and its conduct were estimable, but its 
members, for obvious reasons, were unduly tired and 
unduly grey, and their attitude was cérrespondingly 
negative. Their minds were not fixed on the possi- 
bilities of which Mr. Sourrak spoke—on the oppor- 
tunity to make medical knowledge far more effective 
than it is today. Nor was there any sense of urgency : 

the prospect of a shortage of doctors was taken as a 
reason for postponing reorganisation rather than a 
reason for hastening it so as to make more economical 
use of medical resources. In their determination 
to be realistic the representatives seem to have 
lost touch with the larger realities—and with the 
public. Extension of National Health Insurance to 
dependants, with addition of specialist services, 
would have been accepted as a great advance five 
Today it fails to ring the bell. ‘‘ The 
panel,” with all its merits, has never inspired more 
than modified rapture, and nobody would now regard 
its limited extension as an instalment of the new 
social order on which so many have set their hearts. 
It is unrealistic to ignore the fact that war experiences, 
not only in the Forces but in every town and village, 
have bred a new feeling of équality, and that this 
feeling demands expression. Leaders of our pro. 


fession accuse the Government of acting on political 


expediency °” when it seeks to introduce a compre- 
hensive medical service available equally to all 
citizens. No doubt they are right; but governments, 
like anyone else, must attend to what is expedient. 
The Government presumably understands that by 
establishing such a service immediately after the war 
it would meet a deep emotional need. To put every 
man, woman and child in the country on exactly the 
same footing for essential medical care might be an 
act not only of political expediency but of high 
political wisdom. If that is so—and Parliament will 
decide—little importance attaches to the opinion of a 
professional body that inclusion of the whole com- 
munity in the service is unnecessary.” __ 

Against any disappointment should be set the 
choice as president of a man identified since 1920 
with the cause of medical reform. Lord Dawson’s 
speech, published on another page, fulfilled the pre- 
It brought to the 
meeting a breath of the outside world, a reminder of 
Not for the first time, the speaker 
showed his awareness that our basic task in framing 
com- 
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munity direction and “individualism.” To achieve 


à balance between them is indeed the ever-recurring 


task of all statesmen. Touching the variations of 
emphasis between Individual Absoluteness and 
Individual Relativity the philosopher A. N. WHITE- 
HEAD wrote :— 


In one of their particularisations these ideas appear in 

the antagonism between notions of freedom and of social 

organisation. In another they appear in the relative 
importance to be ascribed to the welfare of the state and 
to the welfare of its individual members. The character 
of each epoch as to its social institutions, its jurisprudence, 
its notion of ideal ends within the range of practicability, 
depends largely upon those various patches of activity 
within which one or the other of these notions, individual 
absoluteness or individual relativity, is dominant for 
that epoch. . Frequently the shifting of emphasis 
is to be ascribed to the general tendency to revolt from 
the immediate past. More often changes in the social 
pattern of intellectual emphasis arise from a shift of 
power from one class or group of classes, to another class 
or group of classes. For example, an oligarchic aris- 
tocratic government and a democratic government may 
each tend to emphasise social organisation, that is to, 
say, the relativity of individuals to the state. But 
governments mainly satisfying the trading and pro- 
fessional classes, Whether nominally they be aristocratic, 
democratic, or absolute, emphasise personal freedom, 
that is to say, individual absoluteness. 


Medicine must take account of an Seiden shift of 


emphasis, in our time, towards social organisation. 

The tendency may be desirable or undesirable ; but 
it exists. The consequence for us must be restriction 
of individual practice in favour of codperative practice, 
and it is inevitable that codrdination should mean 
more control. When Dr. Dars, chairman-elect of 
council, bids the BMA stand on the right to practise 
“ where we like and how we like,” he reveals sympathy 
with the past rather than the future. 

Nevertheless the word control has an ugly 
sound for those who take pride in doing their best. 
work for the sake of that work. Control, while im- 
proving the forms of medical service, might destroy 
its spirit; and in moving with the times we must. 
contrive fo keep the sense of personal responsibility’ 
that we have inherited. Personal responsibility to 
patients is vital to practice, and additions to the- 
corporate responsibilities of the profession would 
enhance its value to the nation. To most of us, 
therefore, the idea of a National Health Corporation, 
in which doctors could play their part under a mini- 
mum of political control, is peculiarly attractive: for 
the profession it might offer an acceptable form of 
partnership between the community on the one 
hand and individual effort” on the other. The Repre- 
sentative Body, impressed by the arguments of Dr.. 
Gray, decided that a corporate body shall now be 
the association’s goal; and, if this does not exclude 
alternative interim solutions, we certainly shall not 
quarrel with their decision. A few months ago, 
however, we expressed doubt whether it will prove 
politically possible to entrust a comprehensive- 
service to a corporation. We still have doubts, and 
it appeared that Professor PickEN, spokesman of the. 
BMA council, shares them. Like him, we are less 
concerned with a particular solution—an all-or-none- 
policy—than with finding means by which a compre- 
hensive service can be got going in the reasonably 
near future without sacrificing essential principles. 
Not quite all the principles now wedded by the BMA. 
belong to this class. 
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PATHOGENESIS OF JAUNDICE 


A LONG step forward in the study of a pathological 
process is taken when the ‘microscope demonstrates 


its successive stages and the various ways in which it 


may evolve. Such histological studies are seldom 
possible in the case of a rarely. fatal process affecting 
an internal organ. Acute hepatitis is a case in point, 
but IVERSEN and RoHOLM showed that liver biopsy is 
a practicable! and informative? procedure. Their 
technique has been used and their observations 
‘extended by DLR, MoMICHAEL and SHERLOCK who 
report a first instalment of their own findings on an 
earlier page. It should be noted in passing that they 
do not recommend liver puncture as a routine pro- 
cedure; it is not without risk of internal bleeding, 
especially in jaundiced patients. The basic findings 
were degeneration of liver cells coupled with infiltra- 
tion of leucocytes and histiocytes. Cellular necrosis 


and autolysis was most marked in the centres of the 


lobules and seemed to spread outwards, whereas 
the infiltration was greatest in the portal tracts and 
spread inwards. In a mild case during the first week 
of jaundice, and generally in favourable cases, the 
periportal infiltration predominated, giving a “zonal ” 
type of- - change. Severe cases presented early a 
diffuse type of change, with more pronounced 


cell necrosis and more widespread infiltration. There. 


was no reason to regard these differences as funda- 
mental, since an intermediate mixed type of 
lesion was also found. Four possible end-results of 
hepatitis are described. Recovery with complete 
restitution may follow even very severe lesions, for 
regeneration is assisted by the preservation of the 
reticulin framework of the liver in the diffuse type 
of change. ‘The lesion may progress to a fatal 
issue with acute or subacute hepatic necrosis. When 
the disease is prolonged, fibrotic changes may give 
rise to a classical cirrhosis. Or a mild residual fibrosis 
may persist for some time after the zonal type of 
lesion, probably. clearing up completely later. 

Several points of interest arise from the biopsy 
findings. ‘There was no evidence of bile stasis in the 
interlobular ducts, and it must be accepted that the 
pathological basis of epidemic jaundice is hepatitis 
and not biliary obstruction due to a plug of mucus 
in the papilla of Vater or an ascending cholangitis. 
This conclusion is also supported by the demonstra- 
tion that liver inflammation has begun at the time 
of prodromal symptoms hitherto regarded as gastro- 
intestinal in origin. No histological differences were 
observed between cases of epidemic jaundice and those 
in which jaundice followed arsenotherapy or injections 
of human serum or plasma. This apparent histò- 
logical identity does not, the authors state, imply 
that the same ætiological factor is concerned. The 
biopsy material illustrates how acute hepatitis may 
progress to acute or subacute liver atrophy or to 
cirrhosis, and that periportal “ cirrhosis-like in- 
filtrations constitute one form of acute hepatitis. 

These fundamental studies will interest especially 
those who are engaged in investigating hepatitis at 
the present time. CAMERON has reported è on work 
done by himself and others in- Palestine. Clinical 
5 in cases of hepatitis among British ail 


. Iversen, P. and Roholm, K. Acta med. scand: 1939, 102, 
2. 1 K. and Ivorsen, P. Acta path. microbiol. aid. 1939, 
3. Cameron, J. D. S. Quart. J. Med. 1943, 12, 139. 
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were similar to those described in epidemic hepatitis 
elsewhere, as were the pathological findings in one 
biopsy and four fatal cáses. In many of their cases 
the incubation period was prolonged and the onset 
vas precipitated by a secondary factor, suchas alcohol, 
‘intercurrent illness, chill, low diet or the fatigue of 
active service. Unsuccessful attempts were made to 
transmit infection by inoculating whole blood or 
leucocytes into monkey, dog, guineapig, mouse, rat 
or hamster. Suggestive results were obtained in 
human volunteers inoculated with one or two c.cm. of 
blood from cases of infective hepatitis. One volunteer 
developed a typical attack of hepatitis 30 days after 
inoculation, and five of the other six volunteers are 


known to have developed jaundice within 6 months. 


During this period there were other cases of hepatitis 
in the unit to which the volunteers were posted, so 
that, as the authors admit, the experiment was not 
conclusive. Voret‘ however claimed to have pro- 
duced jaundice in human volunteers with injections 
of serum from cases of infective hepatitis, and 
CAMERON’S experiments strengthen the supposition 
that there is an icterogenic agent in the blood of early 
cases. VoxeT also had some success with duodenal 
juice which was drunk by volunteers, and FINDLAY 


and MARTIN s have induced jaundice in human 


volunteers by intranasal instillation of nasopharyngeal 
washings from men who had hepatitis after inocula- 
tion against yellow fever. 

Evidence is thus accumulating that icterogénic 
agents are present in blood, nasopharyngeal washings 
and duodenal juice of cases of hepatitis. Only after 
their successful isolation will it be possible to-fix the 
responsibility on particular agents for the hepatitis 
of epidemic, arsenotherapy and serum jaundice. In 
the meantime clinical, biochemical and epidemio- 
logical investigations may yield information that will 
aid diagnosis, treatment and control of the condition. 


DISPOSAL OF REFUSE 


THE evacuation of Watford Isolation Hospital 
necessitated by flies alleged to come from a nearby 
corporation dump may lead to litigation, but the 
hospital belongs to a joint board on which the fown 
council is well represented, and the dump is the pro- 
perty of the corporation, so there seems no sense in 
loading the citizens with legal expenses. 
the subject is clear—a corporate body has no. more 


right than a private citizen to create a nuisance—so if 


the alleged offence is proved the board can obtain 
an injunction against the corporation. But if the 
corporation is compelled to abandon the dump it must 
find another way of dealing with its refuse. 


built next to the dump, or vice versa; but it was a 
common practice in the early days of fever hospitals 
to put them in out of the way corners away: from 
respectable property, and pest-houses and pestiferous 
dumps were considered appropriate neighbours. 


Household refuse collection and disposal in this 


country has never satisfied public health requirements, 


for tipping and incineration, the only common forms 
Paris and 
some other cities had methods of digposal which 


of disposal, are both objectionable. ` 
are profitable and harmless, but until the war we 
a little attention to possible alli from refuse, 


Voegt, H. Münch. med. Wsch. 1942, 89, 


5. Findlay, G. M. and Martin, N. H. Lancet, 4943, i. 678. 
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and cheap and nasty methods were the rule. The 
war has shown how domestic rubbish can be 
collected and disposed of profitably without offence, 
and if war-time methods can be continued and 


extended in peace the problem will be solved. The 


dangers of refuse arise mainly from the decay of organic 
matter ; if this can be separated from the rest and got 
rid of expeditiously, health will be satisfied. During 
the war there is comparatively little kitchen waste and 
that is used for feeding pigs and poultry. It is doubt- 
ful whether the conversion of offal into human food 
will continue after the war, and moreover we shall 
have a return of orange peel, banana skins and the 
like, of no value for animal feeding. Yet if organic 
waste is kept separate and dry it can be used as fuel 
and still be an asset. Health officers have tried 
hard and long to get people to burn their animal and 
vegetable refuse in their own grates, but with little 


success, and we must expect even less success in 


future if grates and stoves which burn raw fuel are 
superseded by gas and electric fires. In the country, 
householders can use their organic refuse as compost 
for their gardens, but this is impracticable in towns. 


‘Townspeople might agree to reserve one small bin for. 


their putrefiable Waste if such bins were part of the 
Collection would 
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be neither difficult nor unpleasant and the material 
could be burnt in utility plants. The system of a 
specially designed sink, which was installed in some 
flats in Leeds, works well and is perhaps the best way 
of getting rid of refuse from flats in cities, but to be 
successful it must be used with intelligence. Outside 
large towns, tipping will no doubt continue for many 
years whatever is said against it; if trench tipping is 
adopted it can be made largely inoffensive, but this 
calls for much land and labour which small sanitary. 
authorities are reluctant to supply. The dump is 
unsightly, harbours rats, forms a nucleus for fly-breed- 
ing, always stinks, and is often on fire. Yet it remains 
the favourite method of disposal. 15 

An ideal system would be for householders to sort 
their rubbish, as they are supposed to do now, into 
papers, tins, ashes and organic matter, and for the 
last to be placed in small tightly-lidded tins which 
could be collected and reinoved without being opened, 


the full tins being replaced by empties at the time of 


removal. This would cost something in tins and 
suitable vehicles for their carriage, but all the refuse 
would be profitable and the net result to the house- 
holders would-be not only the suppression of a cause 
of ill health but relief from a costly item on 
their rates. l 


Annotations 


SALICYLATES AND HÆMORRHAGE 

MANY years ago Binz noted that the large doses of 
salicylates given for the treatment of acute rheumatism 
sometimes caused hemorrhages from mucous membranes. 
In 1926 Wetzel and Nourse! remarked that mucous 
membrane hemorrhages were common in methyl sali- 
eylate poisoning. The liability of acetylsalicylic acid 
to produce gastric hemorrhage ? has been ascribed to the 
local irritant action of insufficiently disintegrated par- 
ticles on the areas of gastric mucosa where they lodge. 
Honigsberger,® however, favours a general action; he 
has reported 3 cases of epistaxis after taking aspirin, 
and suggests that inquiries about aspirin treatment 
should be made in all cases of obscure bleeding. An 
explanation of the way salicylates produce hemorrhage 
has now been put forward by K. P. Link and his col- 
leagues as a result of their study of the action of ‘ Dicu- 
marol.’ Dicumarol does not affect the clotting of blood 
or plasma in vitro; given by mouth it induces a hypo- 


- prothrombinemia after 24 hours or so and this latent 


period cannot be shortened by intravenous injection. The 
reasons for the delay are intriguing—dicumarol may 
inhibit prothrombin formation in the liver and time will 
then be needed for the prothrombin level in the blood to 
fall; dicumarol may qualitatively alter prothrombin ; 
or dicumarol itself may undergo chemical changes. 
Huebner and Link “ have now demonstrated that dicu- 
marol can be qualitatively degraded to salicylic acid, 
and their study of substances structurally related to 
dicumarol has shown that the only ones having anti- 
coagulant action are those that theoretically may yield 
salicylic acid or an o-hydroxybenzoic acid on degradation. 
The next step was to test the action of salicylic acid itself. 
Link and co-workers ë found that when single doses of 
salicylic acid are given to rats kept on an artificial diet 
low in vitamin K, lowering of the prothrombin level 
in the blood follows ; if vitamin K is present the hypo- 
prothrombinemia does not develop; if the salicylic 
1. Wetzel, M. O., Nourse, J. D. Arch. Path. d. Lab. Med. 1926, 1, 182. 
2 arised in Lancet, July 10, 1943, p. 49. 

Honigeberger, M. Brit. med. J. July 10, 1943, p. 5 
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4. Huebner, O. F. and Link, K. P. J. biol. Chem. 1941, 138, 529. 
6. Ibid, 1943, 147, 463. 


acid is given over a long time hemorrhages occur. 
Salicylic acid, like dicumarol, does not act in vitro. 
These observations on the hypoprothrombinzmic action 
of salicylic acid have been reproduced in man by Shapiro 
et al.“ and Meyer and Howard’; they found that, as in 
the rat, simultaneous administration of vitamin K or a 
corresponding naphthaquinone will prevent the fall of 
prothrombin, although it is well known that vitamin K 
has little influence on dicumarol-produced hemorrhages. 


An interesting point was that acetylsalicylic acid was p 


found to be more effective than salicylic acid. There 
is thus good evidence that salicylic acid reduces the 
prothrombin in the blood, and this would satisfactorily 
account for the general hæmorrhagic incidents that have 
been noted. The gastroscopic evidence that local 
irritation is responsible for aspirin hæmatemesis is pretty 
convincing, but in view of Link’s findings the prothrom- 
bin content of the blood should be estimated.in cases of 
suspected salicylate haemorrhage. Link's technique of 
estimating the-prothrombin in 12:5% plasma should be 
followed, since in his extensive experience this technique 
showed the earliest changes best. There seem to be 
good grounds for giving vitamin K (6 mg. of 2. methyl- 
1: 4-naphthaquinone daily was used by Meyer) prophy- 
lactically to patients having large and continued doses of 
salicylates. By analogy with the treatment of dicu- 
marol hemorrhage, the treatment of salicylate hæmor- 
rhage should be transfusion of fresh blood; vitamin K 
is not likely to be effective. Here again we have a 
long-known clinical fact waiting many years for experi- 
ment to bring an explanation. | 


ANOTHER YEAR’S SURVEY 


Tuar there is no simple way of measuring the health 
(in a positive sense) of 40,000,000 people” makes it 
difficult, as the Minister of Health points out in his 
summary report for 1942—43, to assess the effects of war 
on the fitness of the nation. It is trye that in some 
respects we seem to be healthier than in peace-time ; 
1942, in fact was a year of record-breaking in vital 
statistics: maternal and infant mortality rates, the 
proportion of stillbirths and the standardised civilian 
6. Shapiro, S., Redish, M. H., Campbell, H. A. Proc. Soc. exp. Biol. 1943, 
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death-rates were all the lowest ever recorded in England 
and Wales, and the incidence of infectious diseases was 
also unusually low. Apart from tuberculosis and 
venereal disease, which remain black spots, there is no 
evidence of any increase in long-term illness, and surveys 
showed no deterioration in the nutritional state of the 
populafion. Comparison, of course, has to be made 
with statistics from the prewar years, and not with any 
ideal standard of what the health of the public might 
or should be. Moreover, the statistics available take no 
saccount of minor ailments, or sensations of fatigue and 
strain which nibble at the sense of well-being without 
bringing down the whole structure. Sample inquiries 
among doctors and rising claims for health benefit 
under NHI suggest an increase in short-term sickness 
such as might be expected after three years of war in 
which people have had to contend with long hours of 
work, with shopping, travelling and housing difficulties, 
civil defence and Home Guard duties, lack of holidays and 
the blackout. On the whole, Mr. Brown is able to 
assure us, at the end of 1942 the general health of the 
nation had been well maintained. 


CARCINOMA OF THE PROSTATE 

THE treatment of prostatic cancer has become a 
live subject for discussion since Huggins} reported from 
Chicago last year that castration affords remarkable 
relief even in the advanced stages. E. W. Riches of 
the Middlesex Hospital, in a discussion published in 
the British Journal of Radiology for July, says that the 
most successful form of treatment before the introduc- 
tion of castration and stilbœstrol for this purpose was 
resection followed by radiotherapy; his experiences 
with radium have on the whole been unsatisfactory. 
Alexander Haddow, of the Chester Beatty Research 
Institute, urged caution before concluding that the new 
methods are really efficient, but the results reported 
by the clinicians seem extremely encouraging. Both 
castration and the use of stilboestrol have emerged from 
the experimental stage and must now be considered the 
best treatment available. Even when there is not 
much change in the size or state of the prostate, pain 
from either the primary focus or the metastases is 
almost-invariably relieved. The change in the patient’s 
general condition—a rise in weight and improvement 
in vigour and feeling of well-being—is equally gratifying. 
The results are the same whether the patient has been 
treated by castration, œstrogens or both combined, 
and no ill effects have yet been reported. 


NEW LIGHT ON BRONCHIAL ANATOMY 


THE average anatomical textbook submits the trachea. 
and main bronchi ta precise scrutiny, but once the tubes 


and associated blood-vessels have entered the substance 


of the lung leaves their arrangement and destination in 
veiled obscurity. Pathological terms relating to lung 
disease—central or hilar pneumonia, upper or mid-zone 
infiltration—are no less vague. Physicians and surgeons 
engaged in chest work cannot afford to go on being hazy 
about the detailed anatomy of the bronchial tree, and 
our working knowledge of it, which owes much to the 
observations of Félix, Twining, Scott Pinchin and Mor- 
lock, and Nelson, has recently been amplified by Foster- 
Carter? and Brock.“ A great deal of inaccuracy has 
probably resulted from reluctance to use lateral X-ray 
films in diagnosis. Owing to the obliquity of the main 
interlobar fissure it is impossible to say from an antero- 
posterior film whether a mid-zone lesion lies in the 
upper, lower or even middle lobe. Lung abscesses, 
limited areas of pneumonitis, growths, foreign bodies 
and collections of fluid or pus can only be exactly located 
by means of radiograms in two planes. These show 


1. Huggins, O. Ann, Surg. 1942, 118, 192. See Lancet, 1943, 1, 177. 


2. Foster-Carter, A. Brit. J. Tuberc, 1942, 36, 19. Proc. roy. Soc. 
Med. 1943, 36, 451. 


3. Brock; R. O. Guy’s Hosp. Ren. 1943, 91, 111. 
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that most of the localised pulmonary lesions occupy a 
segment of lung supplied by a more or less constant 
sublobar bronchus. The anatomy of these branches and 
the areas which they serve have now been studied by 
means of casts, gelatin injections, dissection, and 


radiographic analysis. Brock has confirmed that the 


main bronchus of the right upper lobe divides into apical, 
pectoral and posterolateral branches. Most accounts 
mention an important axillary tributary, but the area 
which, this is supposed to supply is actually served 
by two components—an axillary branch from the 
pectoral and one from the posterolateral or subapical. 
A main axillary branch is seldom present. The sub- 
apical segment lies deep to the scapula and for this 
reason is clinically silent; it may not show up well in 
lateral radiograms, yet it is often the seat of disease. 
Tradition has also placed the posterior and upper limit 
of the interlobar tissues too high. The apex of the lower 
lobe rarely reaches higher than the 5th or 6th-rib and the 


line of the fissure is placed lower and more horizontally - 
than is generally depicted or described. The apex of 


the lower lobe (a common site for lung abscess and tuber- 
culous cavitation) is supplied by the large first dorsal 
branch of the lower lobe; and the direction ‘of this 
bronchus is directly backwards off the main stem. With 
the patient lying on his back secretions drain réadily into 
it, which may explain why the area it supplies is often in 
trouble. That the position of the patient has an effect 
on the site of embolic infections has been recognised, and 
experimental evidence of it is advanced by Brock 
and others.* Posture and gravity share in both the 
etiology and treatment of pulmonary infections, but 
they cannot be used effectively in therapy without full 
knowledge of the bronchial anatomy. i 


THE HEART AND THE GUT 


WHEN heart disease simulates gastro-intestinal disease, 


or vice versa, the patient nearly always gets hold of the 
wrong end of the stick, and his doctor, unless he is wary, 
may find himself misled—possibly with fatal results. 
Of cardiac conditions masquerading under the guise of 
indigestion one of the commonest and most important 
is coronary disease either in the form of thrombosis, 
or of angina pectoris. In the case of angina pectoris 
it is when the pain is atypical in situation, occurring for 
instance elsewhere than substernally even being lower 
substernal in site, that most difficulty arises, especially 
when the pain occurs. A full and reliable history, 
especially of the relationship of the pain to exertion and 
rest, is the key to the diagnosis. Exercise immediately 
after a meal is much more liable to induce an attack 
than the same amount of exercise 1-2 hours later. The 


effect of nitrites is a helpful therapeutic test, particularly . 


when negative ; if amyl nitrite or tabelle trinitrini do not 
relieve it, the pain is not that of angina pectoris. The 
pain of coronary thrombosis is more liable to radiate, even 
into the abdomen, and may be associated with nausea or 
even vomiting. Here again the history is important ; 
hypertension may be a pointer, and serial electrocardio- 
grams often settle the diagnosis. 

Coronary thrombosis may confuse the picture in a 
patient who already has some abdominal lesion such as a 
peptic ulcer or carcinoma of the stomach. Congestive 
heart-failure, whether acute or chronic, seldom gives rise 
to difficulty, even when hepatic enlargement and ten- 
derness or jaundice predominate: there are always some 
manifestations of heart-failure elsewhere, such as dysp- 
nea, congested cervical veins, or crepitations at the 
bases of the lungs. The symptoms of embolism, par- 
ticularly when renal, splenic, or mesenteric, may be 
puzzling but are usually explained if careful search is 
made for the origin of the embolus. Hurxthal® suggests 
that all patients with mitral stenosis and auricular fibrilla- 


4. Ibid, R: 131. 
5. Hurxthal, L. M. New Engl. J. Med. 1943, 229, 148. 
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tion should be advised, in the event of the onset of 
sudden severe abdominal pain, to remind or inform 
the doctor called in to them that they do suffer from this 


condition. A rare cause of difficulty in diagnosis is dis- - 


secting aneurysm of the abdominal aorta with pain 
usually radiating into the lower extremities. Aneurysm 
of the thoracic aorta and mitral stenosis occasionally 
cause dysphagia by pressure on the csophagus, and so 
may dextra-aorta. Finally digitalis may cause nausea 
and vomiting, and some patients cannot tolerate even 
relatively small doses. 

The picture is less complex when gastro-intestinal 
disease simulates cardiac disease. The Americans have 
emphasised that a case of diaphragmatic hernia may 
resemble heart disease, especially as regards the type of 
substernal pain. Such a hernia is easily missed except by 
In acute dilatation of 
the stomach the striking signs may be tachycardia, 
dyspnea and cyanosis: 
forget the stomach-tube. Dyspnœa and angina pectoris 
may be due to anemia resulting from unsuspected car- 
cinoma of the colon, and an examination of the stools 
for occult blood is often the first pointer to the correct 
diagnosis. The association of gall-bladder disease and 
coronary disease is as classical as it is controversial, and it 
is only by reviewing all the evidence impartially that the 
doctor can avoid mistakes and protect his patients with 
coronary thrombosis from major abdominal operations. 


CHEMOPROPHYLAXIS IN SCARLET FEVER 
ROUTINE administration of sulphonamides in scarlet 


fever has not yielded clear-cut results, the drug seeming - 


to exercise constant specific effect only in severe cases 
or in the presence of certain complications. Possibly 
this fact, and the mild character of the disease, have 
discouraged large-scale investigation of sulphonamides 
in the prevention of scarlet fever. The staff of a United 
States Naval Station! now report such an experiment 
undertaken on personnel numbering several thousands. 
These consisted of radio students in residence for 4 
months and transients who stayed for periods of a few 
hours to several weeks, both groups being closely inter- 
mingled in dormitories and mess rooms. At a time 
when about 10 cases of scarlet fever (due to a group A, 
type 19 organism) were appearing weekly in both groups 
of men, the entire student population was given 0:5 g. 


of sulphadiazine twice daily, the transient group being 


untreated. A sharp decrease in scarlet fever incidence 
followed immediately among the students. The transient 
group was then stabilised as far as possible, and given 
1 g. of sulphadiazine daily in a single dose. An even 
more striking decrease in incidence followed in this 
group. The drug was discontinued in both groups on 
Dec. 22, but no new cases of scarlet fever had appeared 
by Jan. 8. This was unexpected, particularly as a 
continuous survey showed a high and persistent type-19 
carrier rate. 
absence of scarlet fever at this time to dilution of carriers 
and susceptibles by intervening leave periods, but do 
not say whether the disease reappeared later. During 


the period of sulphadiazine prophylaxis a definite 


decrease- in general respiratory illnesses was noted in 
both groups of men—a not unexpected result, in view of 
the hemolytic streptococcal origin of many such illnesses. 
Reviewing the whole epidemic—the difficulties of main- 
taining adequate control in a shifting population, the 
absence of scarlet fever for at least 16 days after the 
drug was discontinued and the known vagaries of scarlet 
fever in epidemic form— it is difficult to feel certain that 
the outbreak was brought to an end by sulphadiazine. 
But the results fully justify further trial in circumstances 
favouring the rapid spread of a single-type infection 
in closed or semiclosed communities. That this may be 
done without risk when sulphadiazine is employed is 


1. Watson, R. F., Schwentker, F. F., Fetherston, J. E. and Roth- 
ard, S. J. Amer. med. Ass. 1943, 122, 730. 
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tending the spasmodic muscle. 
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evident from the trivial incidence of toxic reactions in 
this study. Ggstro-intestinal disturbance, that bugbear 
of ambulant sulphonamide therapy, was not encountered. 


~ 


PAIN IN THE RECTUM 


Ryle? has recently described the distinctive qualities 
of the pain produced by different types of anal and 
rectal disease, and has analysed the parts played by 
mucosal inflammation and ulceration on the one hand, 
and by muscular spasm and distension on the other. 
He shows that rectal carcinoma, which may be regarded 
as the most serious of the rectal lesions, is often painless ; 
whereas nervous proctalgia, seemingly due to tonic 
contraction of the strong muscular coat of the rectum, 
may be associated with agonising pain, without evidence 
of a local lesion. Normal and painful sensations in the 
rectum are probably always expressions of rectal 
muscle sense, whether of distension or of muscle spasm. 
The mucosa is insensitive. The anal mucosa, on the 
other hand, is extremely sensitive near the anocutaneous 
margin, and decreasingly so as it approaches its junction 
with the rectum. Ulceration of the rectal mucosa may 
therefore be quite painless, while an anal fissure, par- 
ticularly during the act of defecation, gives rise to 
exquisite pain, often referred to parts as distant as the 
thighs and buttocks. Ryle draws attention to the 
errors in diagnosis that arise from want of recognition 
of the widely referred pain in anal disease. The ulcer 
or fissure is tender to direct pressure, and can be fairly 
accurately localised by the patient. He does not men- 
tion that paralysis of the anal sphincter, whether by 
injection of a drug of the novocain type, or by stretching 
of the orifice under anesthesia, can completely relieve the 
pain ; thus anal spasm is obviously an important factor. 
Peri-anal hematoma (from thrombosis of an external 
pile) and peri-anal abscess cause a throbbing pain, 
aggravated by straining or coughing. The stripping 
up of the sensitive anocutaneous margin probably 
produces the pain. Ball-valve accumulations of hard 
fæces in the rectum cause a peculiar type of pain that 
has been specially studied by Ryle. The pain is of a 


bearing-down nature, and is rhythmically recurrent. 


The mass of fæces causes a partial obstruction that allows 
the passage of small ineffectual fluid motions, possibly 
mixed with blood. Bladder irritation may be present. 
Blood or barium make a stool of such consistence that it 
moulds into scybala which cannot easily be evacuated ; 
a history of recent gastric hemorrhage or of barium meal 
examination is suggestive. Rectal examination will 
confirm the diagnosis. In obstructive lesions of the 
rectum—for example, in growths at the pelvi-rectal 
junction—the pain is likely to be felt higher in the colon, 
owing to distension and the efforts of the muscle wall of 
the colon to overcome the obstruction. When pain is 


present in carcinoma of the rectum it probably indicates 


spread of the disease beyond the rectum. Ulceration 
invading the anal canal causes pain on defecation. The 
rectal sensation is likely to be a sense of fullness and an 
urgency to empty the rectum, rather than one of pain. 
The most severe type of pain felt in the rectum is that 
described by Ryle as nervous proctalgia. He thinks it 
probable that the muscle-fibres involved in the spasm are 
those of the lower part of rectum and of the internal 
sphincter. Ifthe recto-coccygeal muscle is affected there 
may be a feeling as if the coccyx is being bent forwards 
or backwards. The spasms of pain occur chiefly at 
night and last from 5 to 20 minutes. During the attack 
there may be an attempt at intussusception of the 
rectum. Injection of air or water through a Higginson’s 
syringe may cut short the attack, presumably by dis- 
The etiology of this 
type of spasmodic contraction is obscure, but Ryle has 
found that it is often associated with fatigue, overwork 
and anxiety. The pain may be agonising. ` 


1, Ryle, J. A. Guy’s Hosp. Rep. 1943, 91, 147. 
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Special Articles 


BRITISH MEDICAL ASSOCIATION 
FUTURE OF MEDICAL SERVICES 


THE Representative Body met in London last week 
and debated the bases of medical reform. Dr. PETER 
MACDONALD presided. 

Mr. H. S. SOUTTAR (chairman of council) said that the 
profession faces a crisis. The end of the war would also 
be the end of an epoch. The postwar future of medicine 
held vast possibilities, but their fruition demanded 
wisdom, patience, and not a little self-sacrifice. We 
must not grudge the effort nor allow the personal interests 
of the moment to blind our vision. The BMA had been 
active and the report of its Medical Planning Com- 
mission had preceded the Beveridge report. Indeed 
some of the Beveridge proposals were taken from the 
Commission’s report. But when the Government 
set out to give effect to these proposals they assumed 
- very different complexion. ‘‘ Our axiom that a first- 
class medical service should be obtainable by every 
individual, whatever his economic status, is expanded 
into the proposition that no-one is to pay for our services. 
Our desire to work together in groups is converted into 
regimented service under a local authority.” Neverthe- 
less the profession could not adopt a purely negative 
attitude; unless its policy was constructive it would 
fail. Accordingly the meeting was invited to consider 
certain general principles, and in so doing’could lay the 
foundations of future medical practice in this country. 


Points of View 
Murray, for Exeter, asked the Repre- 


Dr. J. D. R. 
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SALARIED STATE MEDICAL SERVICE 


After these preliminary skirmishes Dr. J. B. JESSIMAN, 
for Worcester, proposed a motion condemning a, whole- 
time salaried medical service. Attacking the Minister 
of Health, he described the project as a political expedient 
divorced from humanitarian principle. N | 

Dr. W. V. HOWELLS claimed that radical change is 
needed in the present system, whose evils were evident 
in competitiom for patients, sale of practices, lack of time 
for diagnosis, and failure to take postgraduate courses, 
attend meetings or open journals. At last doctors were 
becoming vocal about these evils, and about their 
inability as ‘‘ sickness experts to affect the causes of 
ill health. The BMA should throw its weight into the 
struggle against disease. For this a comprehensive 
service was essential. It need not necessarily be a state 
service; but it must have a measure of coördinating 
direction, and this meant that it must be a salaried 
service. | ; 

Dr. G. H. STEELE argued that practitioners in a state 


_ service would not necessarily have more time for their 


sentative Body to view with grave apprehension the 


institution of a comprehensive health service provided 
as a right for the whole community. ...’’ The Minister 
of Health’s desire to secure a family doctor for the 
millions who have not got one could be met by extension 
of NHI to dependants. The remaining 10% of the 
community should not be included, for they clearly had 
no wish to belong to a glorified panel service. To which 
Dr. W. W. Fox replied that evidently NHI was con- 
sidered good enough for the workers but not for the 
other 10%. Was it the duty of the profession to make 
distinctions or to provide the best service for all? 

Dr. RAYMOND GREENE pointed out that a plan will 
be produced by somebody. If wise, doctors would bring 
forward a plan of their own, putting service to the nation 
first but also remembering that the best-service can be 
given only by a profession which is able to work happily. 

Dr. F. Gray thought the decision whether everyone 
should be included in a national service should be left to 
Parliament. To object in advance might make the 
public—whose good will was needed—think that doctors 
have selfish financial reasons for wanting to exclude the 
best-off section of the community. 

Dr. J. A. Moopy, for Stratford, advised pastponement 
of discussion till the white-paper appears. The Govern- 
ment’s proposals might appeal to a large section of the 
profession, and by tying itself in advance the BMA 
risked a repetition of 1911. But Mr. SOUTTAR urged 
that the strategy of war is to hold the initiative: instead 
of waiting for the Minister’s terms the profession should 
state its own opinion and let the country follow its lead. 

Dr. R. H. BALFOUR Barrow, for Winchester, wished 
the meeting to ‘‘ oppose any fundamental change in the 
medical profession during the absence of so many 
members in the Services.“ Mr. SOUTTAR, however, 
believed that inactivity is not enough. ‘‘ Do we want 
them to come back and find we've done nothing? No. 
. We want them to come back and find a service so good as 
to be barely recognisable.” Dr. GREENE thought there 
was something rather sinister about the way in which 
the men now serving are used as propaganda for a 
delaying action which might lead to plans being forced 
on the profession ‘from outside. He had questioned 
many of the generation that have no practices to come 
back to, and found that at least 90% hope that the 
doctors left behind are going to prepare a decent pro- 
fession for them to work in. Dr. BARROW said his 
resolution was suggested by Service ntembers; but he 
did not carry it. 


work; and those who managed to get up against the 
Minister might be left with no means of earning a living. 
Dr. W. D. ANDERSON nouris that after a period of 
evolution a full-time salaried state service might be the 
best this country could have ; but its amenities, such as 
an 8-hour day, holidays, and postgraduate study, could 
not be realised while there was deficiency of personnel. 
Dr. C. M. STEVENSON said that the question at issue 
was not what is easier for the profession but what is 
best for the public. From that standpoint he believed 
the service should be comprehensive but neither salaried 
nor full-time. 

The following resolution by Mr. J. ALLISON CORKEY, 
for Belfast, was passed by 200 votes to 10 :— _ 

That in the opinion of the Representative Body the creating 
of a whole-time salaried state medical service is not in the best 
interests of the community. l 


WHY THE HURRY? 


As a reason for delay several speakers referred to the 
shortage of man-power. Sir Kaye LE FLEMING said 
that the service envisaged could be carried out only 
with a full complement of doctors. Even after the war 
many doctors would be retained in the Army for many 
years. To offer a comprehensive medical service in the 


near future when there was no possibility of providing it 


was a political gesture comparable to Jesse Collings’s offer 
of 3 acres and a cow to every elector. The profession 
should make it clear to the public that it is ready and 


anxious to adopt reform on the lines of the Beveridge 


report, but that this is a long-term policy and there is 
no need for us to be hurried down the road. Everyone 
knew that the war has seen a great increase in pulmonary 
tuberculosis and that accommodation for the tuber- 
culous is absolutely insufficient. What was the answer 
of the Ministry of Health? Preventive medicine and 
mass radiography! They were going to add to the 


‘crowd standing outside waiting for treatment but were 


doing nothing to provide the treatment. 

Dr. J. A. BRowN said that general practitioners are 
getting a little tired of being asked to practise preventive 
medicine when prevention should be achieved by other 
means. They were asked to prevent tuberculosis while 
the sale of tuberculous milk is permitted; to encourage 
cleanliness when houses have no baths. 


Dr. J. M. CAMPBELL declared that the profession 


resents being made the first object of reform—the ` 


Beveridge guineapig. 
FUNCTIONS OF THE STATE 


The Oity of London division tried to make the meeting 
say that the function of the state should be to provide 
a medical service which will give to its citizens the full 
benefits of modern medical progress. ‘‘ Such a service,” 
they declared, will require a radical measure of re- 
construction.” 

Dr. ©. K. CULLEN maintained that no mere coördina- 
tion of existing services, augmented where necessary, will 
give us the comprehensive service to which the Govern - 
ment is pledged. The Representative Body had allowed 
itself to be frightened by bogies—especially the bogy 
of change. All wanted freedom, but what sort of free- 
dom? Freedom to do their work properly, freedom from 


as water-supplies. 


work; 


i always lies with the doctor. 
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isolation and the segregation of general practitioners from 


specialists, freedom from the anxieties of insufficient 


equipment, freedom from the nightmare of avoidable 
mistakes, freedom from the. cramping restrictions under 
which work is done at present. These freedoms were 
not dreams but could be got in a.measurable time 
if the profession is determined to have them. ‘‘ Why 
talk about planning if we are to wait for evolution to 
work out the solution for us? Dr. P. INWALD claimed 
that medical services should be as universally available 
Like modern industry, modern medi- 
cine required planning. 

Dr. J. B. MILLER, for the council, held that radical 
measures of reconstruction are opposed' entirely to the 
BMA policy, which is one of evolution. The City resolu- 
tion was lost by a large majority. 


CONTROL OF DOCTORS 


Dr. H. G. DAIN, for the council, said that the first idea 
of the Ministry of Health had been that young men 
coming into the new service must be whole-time and 
under the control of the service. Control of the pro- 
fession was considered necessary because of the large 
sums that will be involved in certification. Doctors 
were willing to serve the public in the interests of patients. 
“But we can do this perfectly well as we do today 
without control by any other body. The fact that the 
state organises and pays for certain services for certain 
members of the community does not mean that the state 
dake exercise any control over the doctors who do the 
work.’ 

Dr. INWALD pointed out that—as regards notification 
of infectious disease, for example—the state already 
controls doctors rendering personal service. Dr. CULLEN 
said that as a tuberculosis officer working for a local 
authority he had never experienced any interference in 
the patient-doctor relationship. there was to be 
control, let it not come from a remote office: he hoped 
for an extension of democracy in which control was 
exercised by people who came in contact with the doctor 
and would support him when attacked. When doctors 
as a body came under control they would have far more 
influence than as individuals. f 
Dr. R. W. CocKsHuT said the time had come when the 


small minority represented by the two previous speakers 


should cease their continuous attempt to change the 
views of the profession. They would never change 
them. They should give up trying and form a united 
front. Dr. INWALD replied that the Representative 
Body does not fully represent the substantial size of the 
minority in the profession. 

Dr. O. C. CARTER and Mr. DONALD WATSON believed 
that whenever a Government assumes responsibility for 
a service it must exercise some form of control. Another 
speaker ‘thought it would suffice to insist that there is 
no control of professional work for patients. But Dr. 
DAIN, who was amused at the idea that medical practice 


— 
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doctors might be very glad to have a medical body of 
this kind 


On one subject the meeting was united—namely, 
that future medical services shall not be controlled by 
local authorities as at present constituted. 


A NATIONAL HEALTH CORPORATION 


Prof. R. M. F. PICKEN, for the council, spoke of the 
need for foundation changes in central and local 
government agencies administering health services. 
At the centre half a dozen government departments 
shared responsibility ; yet apparently the medical 
profession was alone in asking for the cleansing of this 
augean stable. Proposals for the improvement of local 
authorities, so far.as they are known, were inadequate. 

Dr. F. GRA, for Wandsworth, said that two forms of 
central authority were possible. The first was a govern- 
ment department staffed by civil servants under a 
minister responsible to Parliament for every detail 
of its work. The aim of such a department must always 
be to avoid questions and make the appearance of things 
nice. The permanent head, the secretary, was appointed 
by the Prime Minister on the advice of the Treasury ; 
and as prime ministers are busy men he was in effect 
appointed by the head of the Treasury. The attitude 


the Treasury was negative and critical; it disliked 


the man who brings new ideas, new schemes, and requests 
for money. Civil servants hoping for high appointments 
behaved accordingly. i i 
The alternative to a government department was a 
corporate body. This might consist of a board with 


half a dozen members appointed for a fixed term. The 


is today conducted in a state of anarchy, opposed control 


in any form. He objected to control of professional 
“but I want you,” he said, to be equally 
opposed to control of your personal freedom to practise 
where you like and how you like.” 8 

Dr. R. H. MOLE, for Oxford, wanted state control of 
doctors rendering individual or personal services to be 
limited ‘‘ to ensuring the maintenance of a reasonable 
professional standard and a maximum of personal and 
professional responsibility.” Control in some form was 
essential; it was useless to keep one’s head in the clouds 
and pretend to be living in a world where there are no 
statutory limitations at all. What was important was 
to show the public that the doctor is and must remain 
primarily a free agent who has to act on his view of what 
is best at any particular moment. 

Dr. P. PHILIPS said that the legal responsibility 
The attitude of his own 
municipal authority was: ‘‘ We employ fully qualified 
medical men and if anything goes wrong the responsi- 
bility is theirs.” He felt that control of any future 
medical service should be in the hands of doctors and not 
of lay civil servants and the like. . f 

An amendment by Reigate opposed the setting up of 
“any central body, either medical or lay, to control the 
medical profession; but Dr. DAIN remarked that 
such a body already exists in the GMC and that some day 


board was responsible to Parliament through a minister, 
but a latter was not answerable for the details of its 
work. 

The profession, said Dr. Gray, wanted a comprehensive, 
coördinated and unified medical service. There- was 
little chance that the various governmènt departments 
at present concerned. with medicine would surrender | 
their functions to one of their own number, the Ministry 
of Health; but if a new corporate body were formed 
this difficulty would be removed. The profession 
wanted the new health service to be progressive ; it must 
not stand still. But government departments. were 
seldom anxious for new departures; they preferred to 
let things be. The profession wanted a long-term 
policy—not one policy one year and another the next. 
But government departments changed hands; the Post 
Office had had 11 postmaster-generals in 14 years. The 
profession did not want the medical services to be the 
sport of party politics—one party urging economy and 
another development. A board appointed for a fixed 


term would remove them from political control. Detailed 


parliamentary control was founded on distrust of civil 
servants; but if Parliament desired the best service 
ae trust the profession and not worry it about 
etails. 

Could it besaid that the Ministry of Health had been 
out to secure the best medical service ? It had concen- 
trated on one thing only—to get the cheapest service. It 
had been subservient to the Treasury. Proposals for 
improvement had met the same reply—-No more money. 
If the public realised this it would not for a moment 
consider handing over the new service to the Ministry 
of Health. 

Dr. A. T. Rogers thought it would be unwise to tie 
the hands of future negotiators by insisting on a cor- 
porate body. Its constitution presented serious diffi- 
culties and Parliament might not agree. Even with a 
corporation, Parliament could exercise day-to-day in- 
quisition—as witness questions about BBC broadcasts. 
Equally satisfactory results might be obtainable from 
some other type of central authority. 

Dr. RAYMOND GREENE said that things are bad, and 
it was the duty of Parliament to put them right. This 
could be done by putting them under one control. 
Should this be the Civil Service? No. The civil servant 
and the doctor were utterly opposed in training and 
outlook; where the doctor sought responsibility, the 
civil servant avoided and divided it. Control by small 
local authorities was beneath the dignity of a learned 
profession. The right solution was the setting up of 
regional councils comprising representatives of local 
authorities, local interests, and the medical profession. 
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Over these regions should be a National Board of Health 
including government nominees, the presidents of the 
royal colleges, and the chairmen of a dozen consultative 
committees. i oS 30 

Prof. PICKEN, in reply, deemed it inadvisable to 
commit the association by declaring for a corporate 
body. He strongly sympathised with the proposal that 
public health and medical affairs should be managed by 
such a body if it can be obtained.” But there were 
corporations and corporations—in the last century the 
Poor-law Commission had earned the name of the Three 
Tyrants—and a corporate body might become un- 
acceptable to the profession. If its institution meant 
that Parliament could not ask questions it would be bad 
for doctors as well as the public. A corporate body 
would not get away from Treasury control, since it must 
accept Treasury money. He suggested that the meeting 
should express merely a preference for this solution of 
the problem. i 

De GRAY, on the other hand, urged the meeting to 
make its choice and then try to convince the country. 
This solution, and this alone, would give an efficient 
service. The meeting agreed with him and resolved that 
“the central administrative structure should be a 
corporate body .. 
services.” . 


_ PRESERVATION OF PRIVATE PRACTICE 
Dr. S. WAND said that if 100% of the community were 
included in the new medical service, private practice 
would. be virtually abolished, and a state salaried service 
would follow. Supported by Mr. R. L. NEWELL, he 
proposed :— 


That a comprehensive medical service should be available 
to all who need it, but it is unnecessary for the state to provide 
it for those who are willing and able to provide it for them- 
selves. 


Dr. ROGERS agreed that it is unnecessary ’’—just as 
it is unnecessary for the state to provide elementary 
education, water-supplies and sewage disposal. At one 
time the richer sections of the community provided these 
things for themselves, but it had now been proved more 
satisfactory for the state to do so. | 

Mr.- DONALD WATSON said that if 100% were included 
private practice would become impossible except at the 
whim of the Minister. Dr. C. F. TURNER believed that 
most medical services must serve the entire community : 
it was only for personal services there should be any 
question of less than 100% membership. Dr. CARTER, 
while agreeing that it would be easier for a Government 
scheme to comprise everybody, saw no advantage in 
thrusting it-on a section of the public which in his experi- 
ence definitely does not want it. 


responsible for all civilian health 


Dr. Wand’s resolution was carried by 149 votes to 37.. 


Speaking on the right of patients in the service to 
consult privately any doctor inside or outside it, Dr. 


DAIN said that people entitled to medical care should 


have the confidence that comes from freedom to use it 
or not. It would be disastrous if the profession were 
ut into two groups—official and unofficial doctors. 

r. GRAY remarked that if people cannot get a second 
opinion inside the service they will go to someone outside, 
and they might be driven to quacks. Dr. CockKsHuT 
also spoke of the perils of a black market in medicine. 

Mr. A. Lucas Young pointed out that if a man paid 
a private fee to a doctor in the service his poorer neigh- 
bours would say: ‘‘ This man is paying extra for some- 
thing. For what? It must be something I’m not 
getting.” He vigorousty opposed the idea that people 
- should be allowed to contract out of a 100% service if 
this was instituted.. To permit it would incidentally 


allow administrators to argue that adequate remunera-. 


tion of doctors within the service was unnecessary 
because they could still rely on private work. 

Dr. P. A. McCALLUM remarked that the public already 
divide the profession into panel doctors and other 
doctors, and Dr. H. H. D. SUTHERLAND said that this 
differentiation must disappear: all sections of the 
profession should regard themselves as equal. 


EXTENSION OF NHI TO-DEPENDANTS 


In discussing the council’s recommendation that, 
pending other reforms, Nationa] Health Insurance 
should be extended to include depéndants and to cover 


BRITISH MEDICAL ASSOCIATION 


private practice. 


[oor. 2, 1943 


specialist services, the meeting passed, without dis 
sent, the following motion: 
There shall not be any extension of service under the 
National Health Insurance Acts until satisfactory terms and 
conditions, including an adequate capitation fee, have been 
agreed. : 
“We must show the Government, said Mr. Lucas 
Young, ‘‘ that we’re in flat disagreement with the present 
system on the present terms.”’ 


Derby argued that two-way extension of NHI would 


place 40 millions in the hands of the friendly societies, 
and might make it very difficult to get away later from 
the NHI system. Stratford said that if dependants of 
insured persons were distributed among panel practi- 
tioners before the men on service returned, the absentees 
would have a poor home-coming. ‘ , | 
Dr. INWALD feared that extension to dependants 
might lead to NHI becoming the foundation of a future 
service. Dr. STEVENSON said that NHI needs much 
reform and the proposal to extend it was dangerous: 
it would be accepted by the public and profession as all 
that the BMA could offer at present, and reorganisation 
would be torpedoed. Dr, L. J. Picron declared that 
panel practice, for all these years, has been carried by 
If by extending the panel service the 
profits of private practice were removed, the system 
would become unworkable. Various representatives 
felt sure that extension to dependants must mean more 
work, and Dr. Howie Woop said it was physically 


impossible for doctors in his division to take on any 


new body of insured persons. | | 

Dr. DAIN, for the council, explained that there is no 
intention of starting any new service, or increasing 
service, while the war lasts. 

North Bedfordshire suggested that in extending NHI 


to dependants,the income-limit should be £250. Doctors 


in some areas would be hard hit if it were 8420. Dr. 
DAIN replied that though he would like to see the £250 
limit re-established it would be a mistake to bind nego- 
tiators by naming a figure. 

Dr. D. A. R. Happon, for South East Scotland, 
urged that extension of benefits to dependants should 


not be undertaken through the agency of approved. 


societies. Dr. T. CRAIG reported a strong feeling in 
Newcastle-on-Tyne that a time must come for abolishing 
the control of NHI by approved societies. Dr: PICTON 
thought it only fair to say that the societies are not 
hostile to the profession, and Dr. Dain considered it 
unwise to amend the council’s resolution as proposed. 
Maybe, he said, the approved societies would prove 
better friends than some supposed. | 

The council’s recommendation for two-way extension 
of NHI was approved. 


HEALTH CENTRES 
Dr. COCKSHUT proposed :— 


That experiments in group practice, including health 
centres, should be carried out by a central authority and 
not by local authorities.” 


He need not, he said, emphasise the dangers arising 
from local authorities experimenting on their own. 
But Professor PICKEN persuaded the Representative 
Body to ignore them. Experiment, he said, must be 
multiform, not uniform. 

Dr. R. W. RAE, for North Staffordshire, wanted a 
ruling that ‘‘ efficient general practice is not dependent 
on the establishment of health centres.” Dr. A. BEAU- 


. CHAMP said the public would interpret this as obstruction, 


and the meeting agreed with him. 


. CERTIFICATION 


Dr. H. H. GOODMAN said that either mass unemploy- 
ment or mass sickness would sabotage the Beveridge plan. 
As a referee of the Ministry of Labour he had formed an 
unfavourable impression of the state of medical certifica- 


tion, and on behalf of Newcastle-upon-Tyne he moved :— 


That a National Medical Service which preserves the 
existing relationship of doctors and patients will demand 


of the doctors a high ethical standard on the matter of certi- 


fication. One of the main causes of the present laxity is the 
intolerable increase in the number of certificates of every 
kind. Under a better organised service these should be 
much reduced and the profession should, at the same time, be 
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prepared to accept any reasonable supervision of certification, 
as by the appointment of additional medical referees. 

Dr. DAIN could not agree that there is laxity ’’ at 
present. The council fully realised the important place 
that certification will play in negotiations. If the pro- 
fession was to remain free of control it would have to 


show itself capable of dealing with certification in a. 


manner free from reproach. 
Dr. GOODMAN did not accept suggestions that he should 
withdraw his motion, and it was lost. 


MORE AND LARGER MEDICAL SCHOOLS 
East Yorks carried a resolution :— . 


That the Representative Body, agreeing with the general 
principles of the Beveridge plan, strongly recommends that 
every effort be made to increase the number of qualified 
medical practitioners, and considers that to this end medical 
schools should be established at provincial university colleges 
where no facilities at present exist, but where the initial training 
could be given and ample clinical material is available. 


Dame Louise McILRoy, supporting, said that in 
London hundreds of would-be medical students are 
turned down for the schools. Very difficult for men, 
admission was almost impossible for women, for only two 
schools would take them in any number. The country 


needed both new schools and combination of those 


existing. 

When the motion was passed a speaker in the body 
of the hall invited the press to take special note of its 
first sentence, giving general approval to the e 


plan. 
Principles Adopted 


The recommendations of the Representative Committee 
(Lancet, August 14, p. 203) were approved by the 
Representative Body i in the following amended form :— 


(A) (To be embodied in a preamble recalling the prirſeiples 
set out in the General Medical Service for the Nation). 
1. The system of medical service should be directed 
to the achievement of positive health and the preven- 
tion of disease no less than to the relief of sickness. 
2. There should be available for every individual the 
services of a general practitioner or a family doctor 
of his own choice. 3. Consultants and specialists, 
laboratory services, and all necessary auxiliary services, 
together with institutional provision when required, 
should be available for the individual patient, normally 
through the agency of the family doctor. 4. The 
several parts of the complete medical service should 
be closely coördinated and developed by the applica- 
tion of a planned national health policy acceptable 
to the profession as a whole. 
(B) The health of the people depends primarily upon the 
social and environmental conditions under which they 
live and work, upon security against fear and want, 
upon nutritional standards, upon educational facilities, 
and upon the facilities for exercise and leisure. The 
inprovement and extension of measures to satisfy 
these needs should precede or accompany any future 
organisation of medical services. 
(C) The efficiency\ of a country’s medical services, both 
preventive and curative, depends upon the available 
medical and scientific knowledge, upon the character 
and extent of medical education, upon the sufficiency 
and quality of personnel, upon facilities for treatment 
and upon the absence of any economic barriers that 
impede the utilisation of such services. Thus, in order to 
improve the country’s medical services, the facilities 
and resources for medical research should be greatly 
incteased and methods devised for their? adequate 
application ; medical education, both undergraduate 
and postgraduate, should be maintained on a high 
standard and be adapted to modern needs; there 
should be sufficiency pf personnel and institutional 
accommodation + and wherever economic barriers 
prevent an individual taking advantage of medical 
services such barriers should be removed. 
Subject to these general and overriding considerations, 
the functions of the state should be to codrdinate 
existing provision, both officiel and non-official, to 
augment it where necessary, and to secure that it is 
available without economic barrier to all who need it. 
The state. should confine itself within these wide 
limits, invading the personal freedom of both citizen 


r 
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(E) 


(F) 


(G) 


and doctor only to the extent which the satisfaction 
of these functions demands. 

It is not in the public interest that the state should con- 
vert the medical profession into a salaried branch of 
central or local government service. The state should 
not assume control of doctors rendering individual or 
personal health service. The profession rejects any 
proposal for the control of the future medical service 
by local authorities as at present constituted. 

Free choice as between doctor and patient should be pre- 
served as a basic principle of future health services, and 
no administrative structure should. be approved which 
does not both permit and encourage such free choice. 
It is not in the public interest that the state should 
invade the doctor-patient relationship. The loyalty 
and obligation of a doctor rendering personal health 
servico to an individual patient should be to that 
patient and to none other. 


(H) Free choice of doctor should, be reinforced by a 


(1) 


- (J) 


(L) 


method of remuneration which relates remuneration 
to the amount of work done or the number of persons 
for whom responsibility is accepted. 

Every member of the community should be free to 
consult the doctor of his choice either officially, as 
when he consults the doctor he has selected under an 
official service, or privately, as when he consults some 


other doctor, whether that doctor is a member of an 


official service or not. Nothing should be done to 
encourage the splitting of the medical profession into two 
groups—the official doctors and the non-official doctors. 
Consultants and specialists should normally be at- 
tached to the hospital. For those persons who wish 
to be treated in private accommodation, whether part 
of a hospital or not, private consulting practice should 
continue. 


(K) The central administrative structure should be a 


corporate body concerned only with civilian health 
services and should be Feaponaible for all civilian health 
services. This central administrative body should be 
advised on medical matters, including personnel, by 
a medical advisory committee representative of the 
medical profession which should be at liberty to publish 
its findings. Locally, new administrative bodies, 
responsible to the central authority, should cover 
wide areas and should be representative, directly or 


.indirectly, of the community served and, in appropriate 


proportion, of the local medical profession and volun- 
tary hospitals. They should be advised on medical 
matters, including personnel, by local medical advisory 
committees representative of the local medical pro- 
fession which should be at liberty to publish their 
findings. These administrative changes should be 
regarded as foundation changes to be agreed before 
other changes are initiated. 

All branches of medical practice should be regarded 
as a single service, and it is undesirable that a detailed 
scheme for general practitioners should be framed and 
put into operation without corresponding arrange- 
ments for other branches of practice. 


(M) Pending the consideration and completion of the 


N) 


foundation administrative changes mentioned in K 
above, as a step towards the satisfaction of Assump- 
tion B there should be extension of National Health. 


' Insurance to include dependants of insured persons 


and others of like economic status and to cover con- 
sultant and specialist services and laboratory and 
hospital facilities as well as general practitioner 
service. The service should be improved from time 
to time as recommended by the profession. Those 
persons with incomes above an agreed limit could, if 
Parliament decides to make the service available to 
every member of the community, be permitted to 
become voluntary contributors to the extended service. 
A reconstruction of insurance committees would be 
necessary. ~ 

There should be initiated, by arrangement and agree- 
ment between the Government and the profession, 
organised experiments in the methods of practice, such 
as group practice, including health centres of different 
kinds which should extend to general practitioner 
hospital units attached to general hospitals. Future 
developments in group practice should depend upon 
the results of such clinichl and administrative 


experimentation. 
U 
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OFFICERS OF THE BRITISH MEDICAL ASSOCIATION 


The recent death of Sir Beckwith Whitehouse left the 
association without a president. On Sept. 21 Lord 
DAWSON OF PENN was elected to the presidency and at 
the annual meeting next day he made the speech printed 
on our opening page. i 

Dr. H. G. DAIN has been elected chairman of council, 
and Dr. PETER MACDONALD and Dr. J. B. MILLER 
.have been re-elected chairman and vice-chairman of the 
Representative Body. i 


In England Now 


A Running Commentary by Peripatetic Correspondents 


AN airgraph provides a salutary lesson in self-discipline 
—it is an ingenious device for eliminating verbosity— 
so you won’t be eqtting more than a brief paragraph 
about my doings with the CMF. 

In my wanderings through North Africa and now in 
Sicily I am constantly coming across RMOs who were 
once in my class at the university. They usually hail 
me with something like this: Tou probably won't 
remember me, Sir; you lectured to me in pharmacology 
in 1936. I still remember your questions in the oral 
examination. Even now I don’t know why Stock- 
holm tar is called Stockholm tar . .; or, Oh yes, 
sir, you plucked me in my materia in 37.“ This makes 
an unfortunate opening gambit when one is trying to 
lead up to some kind of congratulatory expression, 
having observed the MC ribbon out of the corner of one’s 
eye. Still these youthful RMOs, rapidly maturing to 
self-confident and even staid practitioners under the 
influence of war-time experience, bear no rancour. 
They are obviously a little tickled by the sight of their 
former teacher clad in shorts, khaki drill ” and shirt, 
bush and welcome the opportunity to recall their 
experiences as students. Nicknames fall easily from their 
lips: Old Stockie, Bobby M, Sam C. and Noah are still 
Ta F among medicos of the Ist Army and the 
Eighth. 


* * * 


If a group of hens are kept together they will soon 
establish an order of social precedence, what is called a 
peck-order. Any hen in the group will be entitled to 
peck any hen in a lower rank of the order without 
retaliation, but must herself suffer pecks from her social 
superiors. The order is established by such qualities 
as strength, aggressiveness, or bluff. Similar orders 
of dominance are seen in fish and lizards, as well as in 
mammals ‘such as rats, cats, cows and men. The 
favoured individuals can secure a larger share of the 
available food, and, in the case of cock-birds, a larger 
share of or exclusive rights of access to the females. 
There is here a struggle in which the “ fittest ” have both 
the best chance of personal survival and of procreation. 
If, however, three separate groups of hens are compared, 
in two of which the group is allowed to establish its own 
order, while in the third the order is continually upset 
by changing round the individuals who compose it, 
it is found that the organised groups will eat more, keep 
up their weight better and spend less energy fighting 
among themselves. Here then we are dealing with 
advantages affecting future gencrations controlled by 
group qualities of organisation and coöperation in which 
individual differences do not affect the issue. 

This experiment was performed by W. C. Allee and his 
colleagues of Chicago, and Allee has summarised the 
evidence for the existence of codperative tendencies in 
many generations. of animals (Science, June 11, 1943, 
p. 517). These tendencies would, he thinks, be favoured by 
natural selection and become biologically fixed. The 
usual view of the biologist, particularly of a past genera- 
tion, is that the operation of natural selection can use- 
fully be considered in terms of individuals and aggregates 
of individuals alone, without taking into account purely 
group qualities. The mathematics involved by this 
view have been worked out in great detail and have pro- 
vided one of the major advances in biological thought 
in our time. But, with the exception of a rather cursory 
examination by J. B. S. Haldane, there has been no 
mathematical study of selective processes on genetic 
factors, which though of benefit to the group as a whole 

a 


would bring some extra peril to the individual, as would 
for instance altruistic tendencies. There would here be 
a negative selection of the individual within the group, 
but a positive selection of the altruistic groups in 
which such individuals were of frequent occurrence. 
However that may be, Allee’s view, that the coöperation 
and organisation involved in human civilisation are 
not of accidental growth but rest on fundamental 
biological tendencies, is compelling. He considers that 
scientific modes of thought may be applied to the solution 
of problems hitherto believed to be solely in the domain 
of religion. 
with each other for ascendancy, they codperate. Human 
beings are driven by inherent tendencies to organise and 
build up communities as well as to fight and disrupt them. 
Every society of human beings we know of has exhibited 
these codperative tendencies: we may assume them to be 
innate in the luman animal. Goodness and mercy may 
be biologically as ingrained as hatred and aggression: 
nature red in tooth and claw, where only the strongest or 
cleverest survive, must be balanced by nature with its 
peck-order established and social-ethics triumphant. It 
may be contended that there is a considerable gap 
between coöperation in a peck-ordered flock and kindness 
or altruism among the citizéns, say, of Chicago, where 
Allee pursues his researches; and that science has hitherto 
been sensible enough to keep off ethics. The former 
objection is a strong one, only to be confuted by evidence 
(which is not yet, of course, available); the latter 
would be convincing if science never changed its habits, 
or if the habit in question were a fundamental method 
of science. It is true that science has refused to draw 
ethical Eonelusibne or to be influenced, when drawing 
conclusions, by ethical considerations. Goodness and 
mercy are not subjects on which science has hitherto 
had anything to say (though scientists have been in- 
fluenced by them when devising their investigations). 


At most these virtues have been studied as part of the ~ ` 


subject matter of human psychology. But if Allee is 
right biology may show how far tendencies to be merciful 
and helpful are valuable in cônducing to survival, not 
because they derive from a categorical imperative and 
have divine sanction but because they represent neces- 
sary inherited features in the members of highly organised 
and enduring animal communities. 

There is nothing startling in such a suggestion. The 
kalonkagathon can be as properly the subject of scientific 
study and definition as can health or truth or other 
harmonies that give delight. The transition from ‘‘ good- 
ness to survival value (“ good behaviour is that 
which is valuable for survival ’’) is a conceivable one, 
and proceeds less per saltum than that other inference 


from ‘‘ indeterminacy ” to “ freewill,” about which the 


physicists and the metaphysicians were lately busy. 
But before science çan study goodness and other such 
“ value-concepts ’’ it must define them; and define 
them in terms which it can operate—no small task and 
one beset with such gins and snares as ignoratio elenchi, 


argument from analogy and other ambuscades of fallacy. 


If we can agree about some axioms, however—and even 
the most abstract mathematicians have to agree on some 
non-deducible axioms—there is no reason why we should 
not enter this new field of scientific inquiry, and be led 
to some useful conclusions. 
* * ** 
It is strange how many of my middle-aged medical 


friends, in times of harassment, think of the day when 


they will be able to retire, and how many never attain 
that object, but carry on to the end. It is strange too, 
how man? are wedded to Nature, and want to dwell in 
peace in the country or within view of sea or loch; men 
whose days have been intimately bound up with all the 
amenities and drawbacks of town and city life. “A 
nice little cottage is all I want,” one hears a tired man say, 
adding quickly, with a little bit ef garden, of course.“ 
I wonder how many of these dream cottages there are 
with latched gates, hollyhocks and the song of near-by 
blackbirds, where a man sees himself in the evening of 
life, sitting back enjoying that well-earned rest before 
the night bell rings to summon him to his final con- 
sultation. I hope there are many such ; at least enough 
to spangle the hodden gray of professional worry wtih 
the colourful threads of sobered romance. For thinking 


-about these things is as far as most of us will ever get. 


Animals, it is evident, not only struggle 
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on the way to the postwar world. 
' Brown is not likely to produce a white-paper on his medi- 
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Parliament 


ON THE FLOOR OF THE HOUSE 
a MEDICUS M P 
THE War situation has been transformed during the 


recess by the capitulation of Italy and in his two-hour- 
long statement to the House the Prime Minister covered 


both military and political aspects of war, and the crucial 


question how to root out Nazi and Fascist organisation 
in the countries of Europe. The debate which followed 
opened up a new vista of intense struggle on the field of 
battle and of immense problems on the field of the 
transition from war to peace. Mr. Ernest Bevin’s 
survey of the man-power situation has underlined the 
titanic struggle he foresaw in 1944. It is in this per- 
spective that other events and discussions on the floor 
of the House, in the Committee rooms and in the rooms 
of Ministers, must be considered. 

The planning of a unified and comprehensive medical 
service, the improvement of urban housing and the 
provision of more cottages in rural areas are milestones 
But Mr. Ernest 


cal proposals for about two months and definitive urban 
housing proposals may have to wait longer still. The 
immense demands of the Services for labour and material 
prevent any large-scale plan of repair and rehabilitation 
of urban houses unless the urgency is beyond dispute. 
The question which confronts the Ministry of Health will 
be to decide when this urgency is established. Recent 
increases in the amount allowed for repair of houses 


- up to £200 per house are a concession, but not a solution 


of the difficulty. The overcrowding in London, Glasgow 
and other large cities is a grave problem and it is a matter 
for profound satisfaction that under these circumstances 
the report of the Ministry of Health just issued shows a 
good standard of health. That is apart from tuberculosis 
and venereal disease. I 
increase of income received by a large majority of weekly 
wage-earners over the 1938 levels, and particularly in an 
improvement in the food consumption of a large pro- 
portion of infants and school-children. 


repaired houses in city areas are nowadays supplied with 
larger quantities of milk, and other foods, and adequate 
clothing for adults and children. | 

The pay-as-you-earn scheme for weekly wage-earners 
is welcomed by all sides of the House as itis not only the 
removal of a serious grievance, but will help to relieve 
financial pressure, which was beginning to be a serious 
factor in health and morale. No date has yet been fixed 
for the beginning of the work of the pensions appeal 
tribunals. The delay has been caused by the decision 
af the Lord Chancellor, by whom appointments to the 
tribunals are made, that the work cannot begin until the 
new Warrant is printed and available for all concerned. 
The revision of the warrant brought about by Parliament- 
ary pressure before the recess is very far-reaching. The 
delay is not likely to be great and the tribunals. should 
certainly be working in November. 

A matter of which more will be heard in the House 
when it reassembles after a further recess—which many 
members on all sides of the House resented—is the 
famine in India. This is not confined to Bengal and is 
not to be explained as wholly due to hoarding. The 
solution is to regard the famine as an Al priority and to 
allocate shipping to bring in wheat and other foodstuffs 
from the nearest convenient countries. The transport 
situation has been somewhat eased as the result of the 
Mediterranean victories and the victories of ship-building 
in British, Canadian, and especially USA yards, but 
it is not yet easy. Famine, however, and possible 
pestilence are not aspects of the war situation which 
can be postponed for future consideration. Civil 
security in India is one of the main foundations of the 
offensive against Japan. l 


Replying to a question, Mr. R. A. BUTLER said: The 
Minister of Food and I are proposing in the near future to 
conduct a census of the type of milk supplied to all schools in 
order to make provision for heat-treated or tuberculin-tested 
milk where this is practicable and desirable and where neither 
of these types is now supplied. 


PARLIAMENT ; Z 


The explanation may lie in the 


Occupants of 
- grossly overcrowded, bomb-damaged, damp and patchily 


(ocr. 2, 1943 427 


FROM THE PRESS GALLERY 
Older Women for War Work 


In the debate in the House of Commons on Sept. 23 
and 24 on man-power policy, the Government’s proposal 
tó call up women between the ages of forty-five and- 
fifty was fully discussed. Mr. ERNEST BEVIN, the 
minister of labour, reminded his critics that in dealing 
with man-power the real battle for final victory had not 
yet begun. The Government would not be doing their 
duty if they either gave way to sentiment at this stage of 
the war or failed to take every precaution, whatever 
class of citizens might be affected. It was in that spirit. 
and he hoped impartially, that the Cabinet had faced 
this difficult, but important, turn of the screw, which 
would not have provoked a debate when danger loomed 
so large in_1940-41. Mr. Bevin claimed that the 
agitation over the calling up of the older women ought 
not to be attributed to the women. He was not im- 
pressed by the medical argument. He had registered 
nurses and midwives up to sixty and nobody made a 
single protest. There were 1,600,000 women between 
forty and sixty in employment at present, and of these 
500,000 were between forty-six and fifty. No distinction 
must be drawn between women who had always gone to 
work and other classes. He would also have to direct 
boys of sixteen and seventeen to the aircraft industry. 
Mr. Bevin recognised tbat great care must be exercised 
in calling up the older women, and he promised that 
health difficulties would not be forgotten. The Govern- 
ment were gravely concerned about the effect of long 
bus queues on the health of the people, and they expected 
to be able to add to the number of vehicles available 
for public transport. To do this, several thousand bus 
conductors would be needed. There was also a special 
call for more nurses and midwives. He was hoping 
soon to get the report of the Hetherington Committee 
which would enable him to deal with the provision of 
more domestic help in hospitals. The registration of 
nurses and midwives brought in 400,000 persons. By 
the end of August nearly 3000 nurses had been placed in 
training or employment, and recruitment was continuing 
at the rate of about 300 a week, mainly among married 
women up to 60 years of age who were returning to their 
profession at this critical time. 

Mr. CRAIK HENDERSON had had letters from dozens of 
doctors showing that the effect on women of the older 
ages of merely being called for registration, and perhaps 
having to go before appéal committees, would be serious. 
One of his medical correspondents said : 


Besides, these women—very many suffer from nervous 
exhaustion, rheumatism, cardiac disorders, anemia and 
insommia—are physically unable to undertake any additional 
duties., Already they are harassed by shopping (long waiting 
in queues) and housework single handed; and many can 
hardly manage that efficiently. If additional burdens are 
forced upon them it will certainly not be long until health 
breaks down. As a result morale will be lowered in the family 
circle and resentment spread, with impairment to the war 
effort.” 


Another doctor said that there would be an enormous 
increase in factory accidents due to the attacks of vertigo 
to which women were prone at this age. But Miss M. 
LLOYD GEORGE had support from some women members 
of the House when she expressed the view that Mr. 
Bevin’s proposal could be put into effect ‘‘ without 
putting an intolerable burden on the women.” Mrs. J. 
ADAMSON strongly resented the implication ‘‘ that women 
of-45 are old doddering crocks that are incapable of doing 
anything for the country in its hour of need.“ Vis- 
countess DAVIDSON thought that women up to fifty 
or even older were perfectly capable of doing any work 
if they had the time to do it in addition to their other 
responsibilities, but she pleaded that interviewers should 
realise the importance of not breaking up homes. Vis- 
countess ASTOR felt that it was a pity to have to call these 
women up, and she appealed to the Minister to go 
slow ” in dealing with them. Sir HENRY MORRIS-JONES 
described the proposals as ‘‘a definite blot on the 
Minister’s escutcheon and record.” The Government 
had not made out a case for calling up the older women, 
in view of the present gross waste of personnel at younger 
ages. In the higher age categories of women, disturb- 
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ances occurred which were inevitable owing to their age. 
There was a psychological factor involved which existed 
a million years before any minister of labour was known. 


On the second day Dr. RUSSELL THOMAS regretted ` 
that the medical aspect of this matter had been put in 
the background. Great changes were occurring in the 


bodies of women in the age group forty-five to fifty which 
they ‘did not get over in a day, and he suggested that 
older women and men might well be more suitable, for 
work. Miss E. RATHBONE thought Dr. Thomas had 
overstated his case, but admitted that there was a difficult 
period in a woman’s life, though it by no means neces- 
sarily coincided with the years of forty-five to fifty-one. 
The Minister would have done just as. well however, 
from the medical point of view, if he had exempted 
women in that age-group and taken his registration from 
the ages of fifty-one to sixty, or even sixty-five. These 
later years were often the most healthy -periods of a 
woman’s life, because her constitution had then settled 
down. Therefore, she hoped that the Minister would not 


stop at fifty or fifty-one if he must continue his regis- © 


tration. 

Mr. M. S. McCorQuoDALE, parliamentary secretary to 
the ministry of labour, gave a further assurance on 
behalf of the Government that physical fitness, which 
assumed special importance in connexion with these 
age-groups, would be treated sympathetically. If a 
doctor’s certificate was not clear, or if any other circum- 
stance presented doubt, it might be arranged that a 
woman should have an independent examination, but 
the normal practice in these age-groups would be to 
accept a medical certificate without hesitation. 


QUESTION TIME 
Medical Man-power 


Sir ERNEST QRAHAM-LITTLE asked the Minister of Health 


what body was now responsible for the allocation of doctors 
for civilian services and the fighting services, respectively ; 
what was the relationship between the Central Medical War 
Committee and the British Medical Association ; and how far 
this committee was subordinate to the Shakespeare Com- 
mittee in respect of the allocation of medical man-power.— 
Mr. E. Brown replied: The Medical Personnel (Priority) 
Committee of which Sir Geoffrey Shakespeare is chairman, is 
responsible for advising, within the limits of any direction that 
may be given to it by the Government, on the number of 
doctors to be allocated to the civilian and fighting services and 
on matters incidental thereto. The Central Medical War 
Committee is related to the BritisH Medical Association only 
to the extent that its secretariat and offices are provided by 
the association and that about two-thirds of its members are 
office-holders or nominees of the .association. The Central 
Medical War Committee amongst other functions advises on 


the selection of individual doctors for allocation to the various 


services and is not subordinate to the Shakespeare Corhmittee 
except in the sense that it must conform with the recommenda- 
tions of the latter committee as adopted by the Government. 


A Medical Officer’s Widow’s Pension 

Mr. Q. Hoca asked the Secretary of State for War whether 
his attention had been drawn to the case of the late Mr. W. B. 
Highet, an orthopsedic surgeon of great ability employed at the 
Wingfield-Morris Orthopædic Hospital, who volunteered for 
service in a special appointment in South Africa, carrying a 
majors rank, at the urgent request of certain military. 
medical authorities, but was commissioned with the rank only 
of lieutenant and died by enemy action at sea before taking up 
his appointment; and whether he would so use his dispensing 
power under the warrant as to ensure his widow and child, 
now almost destitute, a pension comparable with his status in 
the profession and the work on which he was employed.— 
Sir James Grice replied: A vacancy on an establishment is 
not regarded as filled until the occupant assumes duty. This 
officer was commissioned as a lieutenant and there is nothing 
to show that he was promised any other rank before he took up 
his appointment in South Africa. I sympathise with his wife 
and family and with the efforts made on their behalf. 

Mr. Hodd gave notice that in view of the unsatisfactory 
nature of the reply he would take an opportunity to raise the 
matter again on the adjournment of the House. 


Carbon-monoxide from Gas Producers 


Wing-Commander N. J. HULBERT asked the Parliamentary 
Secretary to the Ministry of War Transport if he was aware of 
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a number of cases of indisposition of conductresses.and other 
personnel due to poisonous fumes from gas-producers towed 
by motor-omnibuses; to what extent this accounted for 
. reluctance on the part of operators to use these plants; and 
if he was taking any steps to remedy this failing.— Mf. NoEL 
BAKER replied: My attention has been called to one case in 
which two conductresses were apparently affected by carbon- 
monoxide gas from a producer-gas unit attached to a public- 
service vehicle. The cause is being investigated, and the 
producer-gas unit concerned has been withdrawn from service. 
J am not aware that danger from carbon-monoxide is deterring 
any operator from using gas-producers. The danger is slight, 
particularly in the open air, but the attention of all public- 
service vehicle operators has been drawn to the matter to 
ensure that the necessary precautions are taken bythem. The 
matter is also dealt with in the instruction book which will be 
distributed with each producer-gas unit allocated to goods- 
vehicle operators. N aa A 


Hospital Accommodation in Scotland 


The number of staffed beds in general hospitals in Scotland. 35 


represents about 7-8 beds per 1000 of population. This! 
excludes beds in sanatoria, mental and isolation hospitals and 
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private institutions. Beds specifically reserved for tubér- a 


culous cases number about 1-2 per 1000 of population. 
[Mr. J. Westwoop replying to Mr. W. H. MAINWARING. } 
Vitamin Concentrates for Greece 


Mr. D. M. Foor, parliamentary secretary to the Ministry of 
Economic Warfare, informed Sir W. SMIILES that monthly 
shipments of milk to Greece were. increased in July from 300 
metric tons of condensed milk to 600 tons. Shipments of 
vitamin concentrates since April had consisted of 1540 Ib. of 
‘ Betalin ’ tablets, containing vitamin B, 823 lb. of Cenalin ’ 
tablets containing vitamin C, 540,000 yeast tablets containing 
vitamin B and 1725 kg. of vitamin A and vitamin D. In 
addition, approval had been given for monthly shipments 
since April of 25 tons of cod-liver oil, and there had also been 
a single extra-ordinary shipment of 1484 Ib. of concentrated 
fish-liver oil. = : f 


Infectious Disease in England and Wales 
WEEK ENDED SEPT. 18 
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Noli fications.— The following cases of infectious disease 


were notified during the week : mapon: 0; scarlet 
fever, 2639; whooping-cough, 1531; diphtheria, 723 ; 
paratyphoid, 8; typhoid, 7; measles (excluding 


an) 


ae 


rubella), 491; pneumonia (primary or influenzal), 365; 


puerperal pyrexia, 198; cerebrospinal fever, 44; 
poliomyelitis, 16; polio-encephalitis, 2; encephalitis 
lethargica, 2; dysentery, 268; ophthalmia neonatorum, 
81. No case of cholera, plague or typhus fever was 


-notified during the weck. - 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Sept. 15 was 1774. During the 


pre vious week the following cases were admitted ; scarlet fever, 


40; diphtheria, 45; measles, 14; whooping-cough, 43. 
Deaths.—In 126 great towns there were no deaths 
from measles or scarlet fever, 1 (0) from an enteric fever, 
12 (1) from whooping-cough, 9 (0) from diphtheria, 68 (13). 
from diarrhœa and enteritis under two years, and 9 (0) 
from influenza. The figures in parentheses are.those for 
London itself, i 
Bristol reported the fatal case of enteric fever. Liverpool had 6 
deaths from diarrhea. There were 3 fatal cases of whooping-cough 
at Manchester. 
The number of.stillbirths notified during the week was 
197 (corresponding to a rate of 32 per thousand total 
births), including 28 in London. . i Ba 


Dr. M. M. WALKER has been appointed an assistant medical 
officer in the Colonial Medical Service at Jamaica, 


A new series of Sunday evening health talks starts at 7 PM 


on Oct. 3, with the same title as the series which ran in the 
carly summer: Doctors Agree.” ‘ Health Magazine at 
10.45 am on Oct. 1 contains a talk on the change of life by a 
woman doctor, and a talk on common health superstitions 
by a medical psychologist. = 

Ture will be a second showing of the film Surgery in 
Chest Diseases at the Curzon Cinema, on Monday, Oct. 11, 
at 5pm. Applications for seats should be sent to the film 
department of the British Council, 3, Hanover Street, 
London, W. I. ö 
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7 i | Letters to the Editor 


CHRISTMAS AND THE RMBF 


SIR, — It is my custom each autumn, through your 


columns, to invite my medical colleagues to take their 
part in the Christmas Gifts fund of the Royal Medical 
Benevolent Fund. This scheme, so generously sup- 
ported by many, has become very remarkable; not 
only has it been the means of bringing to many old and 
lonely people a gift of friendship and sympathetic under- 
standing at Christmas time, but it has also given many 
of your readers an insight into the great work which the 
Royal Medical Benevolent Fund is doing daily in helping 
medical brethren, or the widows and children of deceased 
medical practitioners, who are in financial difficulties. 

We look upon the Christmas gift of £2 to each bene- 
fleiary as something extra, but I must emphasise 
that the regular allowances have to be paid throughout 
the year. New annual subscribers are very urgently 
needed for our general funds, and surely it is for the 
present generation of practitioners to take up their 
share in a work which is a common professional inheri- 
tance and tradition. | 

It is not difficult to realise what happiness and comfort 


a Christmas gift of £2 brings to an old doctor, an aged 


widow or daughter living alone, possibly suffering from 
illness or infirmity. We ourselves know the difficulties 
and discomforts of our own lives caused by the present 
war. May I appeal, Sir, very earnestly on behalf of 
those who have suffered so much more than ourselves ? 
I venture to make this letter a twofold appeal: (a) to all 
regular subscribers, to send their extra for the 
Christmas Gifts fund; (b) to all others, to show their 
ractical sympathy by becoming subscribers to our 

8 funds. I do not ask for large contributions. 
Christmas gifts donations should be marked Christ - 
mas Gifts,“ and all cheques made payable to the hon. 
treasurer, Royal Medical Benevolent Fund, 1, Balliol 

House, Manor Fields, London, S.W.15. 
THos. BARLOW, 
President. 


_ TUBERCULOSIS NURSING 


SIR, — Dr. Houghton’s letter in your issue of Sept. 4 
was opportune. As things stand a nurse in training at a 
general hospital has little opportunity of learning how 
to nurse tuberculosis in any but its incurable stage, and 
yet we are making a supreme effort to find and treat 
patients before they reach such a stage. When she goes 
to a sanatorium as a nurse (or, if less fortunate, as a 
patient) she is astonished to find how much there is to 
learn in the management of thoracoplasty, artificial pneu- 
mothorax,’ Monaldi drainage, postural drainage, &c., 
as well as in the routine of ordinary sanatorium treatment. 
The position is entirely different from what it was 20 
or even 10 years ago, and to meet these altered conditions 
the nurse needs a special training which cannot be 
acquired in a three-months visit to sanatorium or 
tuberculosis ward. If the segregation of fever cases and 
mental cases has created a need for state registration of 
those who specialise in their nursing, it is even more 
necessary for those who nurse «tuberculosis, which 
still ranks high among fatal diseases. Dr. Ellman's 
arguments support rather than detract from the value 
of a register for improving the standard of tuberculosis 
nursing and the education of the nurse. Dr. Houghton’s 
last paragraph reveals a serious defect in the existing 
system which should not be ignored for an utopian ideal. 


Wokingham, Berks. WM. C. FOWLER. 


NEUROSIS AND INTELLIGENCE 


SIR. — Dr. Eygenck’s article of Sept. 18 raises a point 
that is usually overlooked in such investigations and one 
which might help him to reconcile the difference between 

results and those of Hollingworth and others. 

Some 16 years ago, under the influence of J. S. Bolton’s 
thesis (Brain in Health and Disease, London, 1914) that 
the chrortic and recurrent insanities were evidence either 
of subevolution of the cerebrum on the one hand (the 
“ amentias ’’) or of dissolution on the other (the ‘‘ demen- 
tias ), I did intelligence tests on a large number of 
certified patients of various types in the mental hospital. 
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I was looking for psychological verification of this thesis 
and in view of Hollingworth’s findings in psychoneurotics 
expected to have a fairly easy task. To my surprise the 
results were so erratic and irregular that I did not think 
them worth publishing. In the course of the investiga- 
tion I realised one source of this irregularity. In order 
to obtain some standard of comparison I did the same 
tests (Binet, picture completion, Burt’s reasoning test, 
Porteus) on an unselected sample of the nurses and 
attendants at the same hospital whom I took to be a 


comparable social and intellectual group. With these 


I found that the scores were very greatly influenced 


by age, being comparably much lower with the older 


persons. This effect was so great that it quite swamped © 


the variation I was looking for. (Some of the results 
were quite startling—for instance, one charge attendant, 
@ married man of just over forty with many years good 


service, had a mental age of less than 9 by Burt’s reasoning 


test and barely 10 on the Binet scale.) The possible 
reasons for this great reduction of performance with 
advancing age are many (the naive trusting outlook of 
children in these tests as contrasted with the varying 


attitude of adults unused to such inquisitions is one 


that shows up clearly), but whatever they are the effect 
must be allowed for in any investigation on adults. It 
could be avoided by studying the problem in children, 
where moreover the tests are more relevant. There 
must be plenty of material today in the numerous child- 
guidance clinics. Perhaps there one might get corro- 
boration of my general impression, shared by most child 
psychiatrists, that true neurosis has little to do with 
intellectual level. 


Leeds. 8 HARRT EDELSTON. 
SCIENTIFIC FREEDOM IN GOVERNMENT 
SERVICE 


Smr,—Sir Edward Mellanby is not alone in thinking 
that the dominant factor in deciding health legislation 
has often a political rather than a scientific basis and 
that the great delay which often occurs before the 
results of scientific progress are adopted is sometimes 
due to administrative inertia or to lack_of political or 
social interest.! l 

The Civil*Service’ has many excellent qualities, but. 


it would be an exaggeration to say that it is by tradition 


or organisation receptive to science or enthusiastic in 
the application of scientific teaching. Administrative 
reaction is influenced to a considerable extent by political 
expediency. Politics has been defined as the art of 
the practicable,” which means that expediency is bound 
to be the governing consideration and that wisdom 
may have to take second place to prudence. Com- 
promise and science are unhappy bedfellows; and the 
administrator can always find many good reasons for 
doing nothing. The guiding principle is that nothing 


must be done or said or written that is likely to embarrass 


a Minister and, since any form of progress is likely to 


- 


cause a certain amount of upheaval, science is apt to be 


regarded with suspicion. There are stringent Treasury 
regulations affecting the freedom of speech af civil 
servants and their liberty to publish without prior 
authority. A doctor working in the Civil Service is, in 
fact, effectively gagged ; he can say or write only what 
has official approval. There is an administrative 
tendency, not confined to any particular Ministry, to 


regard the scientist as one whose job it is to provide his 


political chief with titbits with which to garnish a 
speech on the Estimates. | 
There may be good reasons for all this—it may even 


be an inescapable feature of democratic government— ` 


and presumably a doctor who becomes a Civil Servant 
does so with due recognition of what he is surrendering 
in return for his established position ; but it is scarcely 
surprising that many have found themselves bewildered 
and shaken in an environment far removed from that 
of science, one in which a frank statement of ignorance 
on a specific point is often regarded as something little 
removed from official sin. It is difficult for a doctor in 


the service not to become isolated from his professional 


work and, consequently, a diminishing asset to the state. 
It is not easy. to preserve a scientific outlook in such a 
setting, and it must be demoralising to find that the 


1. Recent Advances in Medical Science, London, 1939. 
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only certain way to further the development of a line there is a curious and significant omission of all reference 
of action scientifically desirable is to stimulate in the to existing or future whole or part time 
market-place an agitation in that direction which will 
in time make itself sufficiently insistent to provoke. health. Medical superintendents have experience in 
political activity—almost always a response to stimula- -public hospital administration, in infectious and in 


cers of local 
authorities as such, apart from the medical officer of 


tion from the periphery. To be ahead of the times 
often spells political suicide. | 

The relationship of the doctor to state control is of 
particular importance at this time. Recently there has 
been an expressed determination not to become subject 
to the anonymity of Whitehall; but experience teaches 
that. this may be very difficult to avoid. Sir Stafford 
Cripps believes that there is a need to increase the 
volume of research, both basic and applied, and at the 
same time to introduce some measure of planning so as 
to make the best ‘use of available resources. He con- 
siders that we need a State Scientific Service apart from 
but on a parallel with the administrative Civil Service. 
Medicine must never allow itself to be put in a position 
which would involve the suppression of some scientific 
findings because they happen to be inconvenient or 
inconsistent with, a Government policy, nor must it ever 
consent to become standardised and regularised along 
Civil Service lines. Any such development would be 
contrary to the interest of the profession and contrary 
to the interest of the public. It is not.sufficient to 
secure airy Ministerial protestations of good intentions 
in matters so fundamental to the well-being and self- 
respect of the profession, and there must be effective 

arantees that, whatever its administrative structure, 
he medicine of tomorrow will secure for its workers 
freedom of thought, freedom of expression, and freedom 
to practise medicine according to its lights. ARGUs. 


HOSPITAL “SAVING 


Str,—Something seems to have gone astray in the 
reasoning of your leader of Sept. 25. If ordinary 
hospital saving schemes go on,” it states, the whole 
conception of a single all-embracing insurance contri- 
bution will have been lost.”’ ? In a compre- 
hensive service, it continues, the only legitimate 
function of saving schemes is to supply extras.“ Can it 
be that the Lancet has fallen into the popular error about 
‘‘ hospital saving? The legitimate function of saving 
schemes always has been to save the voluntary hospitals. 
Even if the payment made by the National Security 
Fund and the hotel fee meet the full cost of main- 
tenance in the voluntary hospitals, there will still be 
need for men of good will to assist with the capital 
expenditure to save them from extinction and why should 
the Lancet want to stop them? It is unjust to a large 
proportion of the contributors to regard them merely as 
members of an insurance scheme. There is an enormous 
volume of voluntary work and keenness to maintain the 
voluntary spirit. Up and down the country there is 
evidence of it. The latest example in London was the- 
gift made by contributors to the HSA to mark its 
, twenty-first birthday—£12,000 raised spontaneously in a 
few weeks for scholarships for nurses. _ 
Why should not the contributors have a free choice 


of hos ital, and if contributing to a scheme facilitates | 


admission to a voluntary hospital why should they not 
do so? Instead of securing “‘ extras it is as likely as 
not that the contributor may find some material respects 
in which he is at a disadvantage as compared with the 
patient in a municipal hospital. It may be just senti- 
ment which stimulates him to want to go into a voluntary 
hospital, but he gives expression to it in a practical way, 
and sentiment is not without its healing balm. 
London, S. E. 24. OC. E. A. BED WELL. 


VOIGE OF MEDICAL SUPERINTENDENTS 


SR, Most, if not all, of the suggestions made public 
for the future organisation of the health services of this 
country envisage some means for ventilating the views 
of the profession. Doubts, however, are felt over the 
machinery necessary to make the ventilation of those 
views efficient. That this is a matter of urgent import- 
ance is illustrated by the attitude of the British Medical: 


Association itself and of prominent representatives. 


Thus, Professor Picken said at a recent conference that 
„it was expected that medical officers of health would 
voice the opinions of municipal hospitals. Medical 
committees, boards, and so forth, are advocated, but 


supply any practitioner with information as to 


mental diseases shared by few others ; is this experience 
not to be made available because they are whole-time 


officers ?. ERNEST C. HADLEY, 
Hon, Seo. Medical 
- Leicester. l Superintendents Society. 
a MEDICAL AUXILIARIES 
SIR, — The Council of the Board of Registration of 


Medical Auxiliaries of which we, the“ undersigned, con- 


stitute the medical members, would draw the attention 


of the medical profession to the objects for which the 
board was formed in 1936, and to ask for the full 
coöperation of the profession in the use of the register. 


Medical auxiliary work is taking an increasingly important 


part in the treatment of disease; yet, at present, it is 


open to anyone, qualified or not, to practise this type of 


work. The purpose of the board is to provide-a register 


_ of qualified persons who are guaranteed to have under- 


gone an adequate course of training, passed a recognised 
examination, and undertaken to maintain a good ethical 
professional standard. By consulting the register 
doctors or members of the ‘public may assure themselves 
of the training and status of the person whom they 
employ for medical auxiliary work. Ta ; 

The board itself is a body composed of duly appointed 
medical practitioners and representatives of each recog- 
nised branch of medica] auxiliary work. ‘It has provided 
a standard register of the following groups: chartered 
masseurs/euses; radiographers; biophysical assist- 
ants; dispensing opticians; chiropodists; orthoptists 
and speech, therapists—and can confidently recommend 
to the medical profession and the public those persons 
who are on its register. Support has been given us by 
many hospitals, public bodies and individual practition- 
ers, but there is need for the whole medical profession to 
make use of the register if it is to serve to the full the 
purpose for which it was instituted. : i - 

Though at present, owing to the war, it is impossible 
to publish the register in full each year it is ee 55 

e 
qualifications of persons on the register. Inquiries 
should be addressed to the secretary of the board at 
BMA House, Tavistock Square, W.C.1. .. 


V. ZACHARY COPE, E. J. BOOME. 
President. W. McApAm ECCLES. < 
PoP > è A. P. GIBBONS. 
L. VERNON CARGILL, CHARLES LEONARD Gm. 


BLETT. 
L. D. BAILEY. NORMAN C. LAKE. 
D. D. MALPAS. 


Obituary 


EDMUND CYRIL SMITH 
M D DUBL, MRCP, DPH, DTM&H 
THE death through enemy action of Dr. E. C. Smith, 
senior pathologist to the medical laboratory service in 
Nigeria, is announced. He qualified from Trinity 


College, Dublin, in 1921 when he was awarded the Bennett 


medal and a surgical travelling prize which enabled him 
to visit the medical school of Vienna. As pathologist 
at the Sir Patrick Dun’s Hospital and the Mercer’s 
Hospital he gained further experience in his specialty be- 
fore taking his DTM & H in 1927 and joining the Colonial 
Medical Service. A colleague writes: 
aspects of pathology in West Africa which Smith’s: work 
has not helped to illuminate while his Atlas of Skin 
Diseases in the Tropics and his Introduction to Pathology 
and Bacteriology for African students will long remain 
essential books for all who deal with illness south of the 
Sahara. Though official recognition lagged behind, 
Smith had earned an international reputation and hardly 
a medical officer of whatever nationality who found him - 
self in Lagos failed to make the pilgrimage to the Medical 
Research Institute at Yaba. When war came Smith 
was anxious to join the Army but his work at Yaba was 
important not only for the health of the civilian popula- 
tion but for the Army Medical Services themselves. 
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When these services were still in embryo his help with 
media, vaccines and above all his ad vice was in valuable: 
and he also organised most efficiqntly classes in tropical 
medicine for all newly arrived y medical officers. 
Yet it is not only as a competent pathologist that 
Smith will be remembered, for he was one of the most 
generous as well as unassuming of men. He was perhaps 
at his best in his garden with his roses and flowering 
shrubs or in his bungalow surrounded by his dogs and 
books listening to the music he adored. 


THE LATE SIR WILLIAM WHEELER 


IN a brief memoir of Sir William Wheeler, which 
appeared in our last issue, it was stated that soon after 
his return from Ireland in 1932 he joined the surgical 
staff of the newly opened Southend General Hospital. 
Here, writes R. M., he brought to the problem of the 
hour a rich experience in hospital affairs gained in many 
parts of the world. There were few medical schools 
and clinics he had not visited, few leaders in surgery 
of his day that he had not met or known personally, 
and no surgical or administrative circumstance that he 
could not illustrate with anecdote—usually with a 
humorous twist. He was fond of recounting his experi- 
ences at the Mayo Clinic, and of the two famous brothers, 
Will and Charlie Mayo, of Lord Moynihan, J. B. Murphy, 
Sir Robert Jones, and other famous men, and of the 
great institutions in which they worked, and he enjoyed, 
after a long day in the opefating room, sitting by the 
fireside in the residents’ room surrounded by housemen 
and doctors, talking of surgery in general, of an interest- 
ing or puzzling case that was engrossing his mind at the 
time, of his adventures with subclavian aneurysms, huge 
intrathoracic goitres and recalcitrant ulcers of the 
stomach; of happy, lazy, care-free holidays spent 
fishing or walking in his native land, or of a devoted 
surgical sister who used to assist him with many of his 
operations. 

A diagnostician before anything else, Wheeler was a 
strong advocate of the investigation of patients in 
hospital wards rather than in the outpatient depart- 
ment. He was horrified if his house surgeon admitted 
a patient one day for operation on the following day. 
He insisted that every case, emergencies of course 
excepted, should be completely overhauled whilst in 
hospital, and that such simple cases as inguinal hernia, 


interval appendix and hemorrhoids needed at least. 


seven days in bed with adequate preoperative study and 
treatment. For each one of his patients he felt a close 
personal responsibility and this led him to discuss the 
relative merits of small and large hospitals and to 
conclude that 400—450 was the ideal number of beds in one 
building if this close relationship was to be maintained. 
Wheeler was deeply interested in the education of our 
nurses and frequently urged the need for more intensive 
clinical or bedside teaching. He encouraged all the 
nurses in his wards to go with him while he was doing 
his surgical rounds, which were always well attended by 
local doctors and distinguished visitors. He was at his 
best when called into consultation by his colleagues to 
give an opinion on a baffling case. Here his wide range 
of knowledge, his thoroughness in examination of the 
patient, his critical faculties and his quick grasp of all 
essentials proved of inestimable value to all concerned. 


Dr. GEORGE HENRY PATTERSON, MOH for Ulverston 
for 56 years, died on Sept. 12 within a few days of 
his eighty-seventh birthday. He received his medical 
education at St. Bartholomew’s Hospital, taking MRCS 
in 1879 and the DPH in 1896. He was in general 
practice in Dalton-in-Furness, when in 1886 he was 
appointed part-time MOH of Dalton urban sanitary 
district and twelve years later whole-time MOH of the 
Ulverston combined sanitary district. 


On the eve of St. Luke’s Day, Sunday, Oct. 17, at 8.40 PM, 
Sir Norman Birkett will appeal for medical missions in Africa 
as the week’s good cause. Before the appeal, at 8 pm, Dr. 
Clement Chesterman, secretary of the British Advisory Board 
on Medical Missions, will conduct a religious service and speak 
on impressioms and experiences of a medical missionary in 
Congo. Contributions to the appeal should be sent to Sir 
Norman Birkett, at 2, Eaton Gate, London, S.W.1, marked 
BBC Appeal. 
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Notes and News 


CLINICAL PHOTOGRAPHY 


‘AT a meeting of the Association for Scientific Photograph y 
on Sept. 18 at the Middlesex Hospital, Dr. H. IWALL, 
enumerated the qualities required in clinical photography. 
They were, he thought: (a) a simple straightforward record 
with perfect definition ; (6) a self-explanatory picture which 
did not include unessentials ; (c) a well-presented print, as 
well mounted and finished as a studio portrait ; (d) in colour 
photographs, the colour must be true to the original. Colour- 
is of course particularly important in skin diseases. He 
suggested that a clinica] group should be formed in the associa- 
tion, which would discuss the special aspects of photography, 
and compare technique. Photographers and manufacturers 
of apparatus might well collaborate, he felt. The require- 
ments of clinical photography often differ from those of studio 
or outdoor work, and it would be an advantage to have 
apparatus designed for the work. * 

Mr. T. Pomrret KILNER, FRCS, thought standardisation 
in technique important, especially in his own sphere of plastic 
surgery. The photographs taken before and after treatment 
required to be strictly comparable as regards type of film, 
exposure and lighting. He illustrated his remarks with views 
of a simple equipment employing a Leica camera and photo- 
flood lighting by which photographs could be taken at any 
angle and which could also be used for copying radiograms or 
documents. . 

Miss HrLDAa MARSDEN showed examples of the work done in 
clinical photography at the Christie Hospital, Manchester, 
using a half-plate camera with studio technique. She laid 
special stress on the importance of lighting, particularly in 
delineating the outline of growths. i 

In the discussion which followed, Mr. ANDREWs (LCC) 
showed illustrations of a convenient set-up for photographing 
patients in bed, made with the aid of a pair of steps of the 
sort available in any hospital. The camera was fitted to the 
top of the steps with the usual ball-and-socket joint and could 
be directed to the required position. By means of inter- 
changeable lenses and lights (also fitted to the top of the steps 
at varying angles) he was able to take partial or full-length 
photographs of bed patients. He had found that a 44 in. 
lens was adequate for full-length and an 8 in. for head and 
shoulders. A 14 in. Jens gives a close-up of any part of the 
body with the patient lying flat about 5 ft. below the camera. 
For interest, he showed a photograph of a patient with one 
brown eye and one blue, taken with orthochromatic film 
without a filter. Only one photoflood lamp was used and the 
colour rendering was very good. 

Mr. HENNELL (Metal Box Co.) said that he had taken several 
thousand clinical photographs in colour during the war, using 
Sashalite bulbs exclusively for illumination. He agreed 
with Mr. Kilner about the need for standardisation. 

It was generally agreed that clinical photography should be 
undertaken by a professional photographer who would find it 
advantageous to make a special study of physiology and 
anatomy. A doetor or surgeon could not reasonably be 
expected to do his own routine photography. It was pointed 
out that most hospitals were equipped for X-ray work but not 
for clinical photography. i 

Those interested in the formation of a clinical photography 
section should write to the secretary of the association, Mr. 
R. M. Weston, at Houndwood, Farley, nr. Salisbury, Wilts. 


NEW TB FILM 


WiTH the advent of mass miniature a new sound film 
called Defeat Tuberculosis has been made at the request of 
the Ministry of Health by the Ministry of Information. It 
is intended for exhibition to the general public, stresses the 
need for seeking treatment early, and illustrates modern 
methods of diagnosis and treatment of tuberculosis. It 
takes 10 minutes to run, but it cannot: be shown on 
silent projectors. Local authorities and organisations can 
borrow copies, in sizes 16 mm. or 35 mm. sound, for showing 
to non-theatrical audiences, from the Central Film Library, 
Imperial Institute, South Kensington, S.W.7. In the South 
Western Region, the application should go to the Film Library 
of the South West, Dartington Hall, Totnes, S. Devon. Until 
the end of December the film is also being included in the 
programmes of the Ministry of Information’s travelling 
projection units. Authorities wishing to arrange shows 
through these units should apply to the Ministry of Informa- 
tion film officer in their own region. 
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IMPORTANCE OF HOSPITAL CONTRIBUTORY 
SCHEMES 

UNDER this heading, in a 16-page booklet entitled ‘ 800 
Years of Service ” issued by the British Hospitals Association, 
appears the following paragraph : 

They are a living testimony to the close co-operation 
between the hospitals and the general public. Over ten million 
working men and women are members of these schemes and 
have a direct personal interest in the hospitals which they 
support out of their wages and to which they know they can 
look for help in time of sickness and trouble. Although 
originally intended to link up a contributor with a particular 
hospital, it may happen that there is no vacant bed when 
required, or the need may arise when he is away from home. 
In such cases, he would be admitted either to a municipal 
hospital or to another voluntary hospital. Thus a con- 
tributor can obtain treatment whenever or wherever the 
necessity arises. - ; 


FOR THE MEDICAL LIBRARIAN 

To us in England, with so many of our libraries either in 
ashes or in hiding, a full and instructive Handbook of Library 
Practice (American Library Association. Pp. 609. 35) 
comes like a voice, not untinged with irony, from another and 
happier world. The heading Book selection and ordering 
recalls Glendower's I can eall spirits from the vasty deep,” 
and Hotspur’s flippant reply —but will they come when you 
do call for them!? The wealth of detail is perhaps rather 
overwhelming. It is, for instance, hardly necessary to tell the 
librarian that in alphabetizing (pace A. P. Herbert) the 
catalogue of periodicals the word the in a title may be 
disregarded ; and the suggested cross-references ‘‘ eye, see 
opties and opties, see eye might surely have occurred to 
him unaided. But covering as it does every aspect of library 
management the book is valuable; and the chapters on rare 
books and reference works are especially worthy of mention. 


University of Cambridge 


Dr. A. L. Fawdry has been approved for the degree of 
MD in absence. 

During July and August titles of the degrees of MB, B CHIR 
were conferred on J. Hardy, V. U. Lutwyche, E. M. Senior, 
and A. B. Willcock. 


University of Leeds 


The inaugural lecture of the faculty of medicine will be 
given by Sir John Graham Kerr, FRS, MP, emeritus professor 
of zoology in the University of Glasgow, on Wednesday, 
Oct. 20, at 3.30 pm. He will speak on medicine and education. 


Royal College of Surgeons of England 


Air-Commodore P. C. Livinston will deliver the Moynihan 
lecture at the college, Lincoln’s Inn Fields, London, W.C.2, 
at 4 pm on Tuesday and Wednesday, Oct. 5 and 6. He will 
speak on visual problems of aerial warfare. 

Two Imperial Cancer Research Fund lectures will be de- 
livered at the college on Oct. 7 and 14, at 3.30 pm. Mr. H. G. 
Crabtree, AIC, will give the first, speaking on metabolic dis- 
turbances and the cancer problem, and Prof. W. E. Gye, FRS, 
the second on the problem of chemotherapy in cancer. 


Pharmaceutical Society of Great Britain 

The 10l1st session will be opened on Wednesday, Oct. 6, at 
3 PM, at 17, Bloomsbury Square, London, W. C. I, when Mr. 
W. S. Howells, the president of the society, will deliver the 
inaugural address. 


Society for the Study of Inebriety 

On Tuesday, Oct. 5, at 4 PM, Dr. A. Ninian Bruce will deliver 
the nineteenth Norman Kerr lecture at Westminster Hospital 
medical school, Horseferry Road, London, S. W. I. His sub- 
ject is to be alcohol and avitaminosis. 


Faculty of Radiologists 

The radiotherapy section will meet at 10 am on Saturday, 
Oct. 16, at 32, Welbeck Street, London, W. I, when Dr. J. L. 
Livingstone, Mr. R. C. Brock, Dr. Ffrangcon Roberts and 
Dr. J. L. Dobbie will open a discussion on the treatment of 
carcinoma of the lung. 


Westminster Hospital 


7 


Qn Monday, Oct. 4, at 3 PM, Mr. Ernest Brown will deliver 


the opening address of the new session at Westminster 
Hospital medical school. He will speak on the nation’s health 
and the future, 


. found a department of ophthalmic research. 


Royal Society of Medicine . 
The section of pathology will neet on Tuesday, Oct. 5, at 


4.30 pm. On Oct. 6, at $.30 pm, Sir Walter Langdon-Brown ' 


will deliver his presidential address to the section of history 
of medicine. His subject is to be William Heberden and the 
age of reason, and it is one of a series of chapters in Cambridge 
medical history. On Oct 8, at 3.15 pm, at the clinical section 
Dr. J. D. Rolleston gives his presidential address. He will 
speak on the Clinical Society of London. At the section of 
ophthalmology on the same day at 5 pw there will be a dis- 
cussion on burns of the eyelids and conjunctiva. The opening 
speakers are to be Wing-Commander J. C. Neely, Squadron- 
Leaders G. T. W. Cashell, Mr. T. Pomfret Kilner and Mr. 
Frederick Ridley. 7 , 


Medical Honours ` 


The following awards have been made, in recognition of 
gallant and distinguished services in North Africa to the 
following RAMC officers : | 


0.B.E.—Colonel G. W. R. Bishop, MB BRIST. ;. Lieut.-Colonel 
L. D MRCS; Lieut.- 


“Colonel A. S. olling, MB CAMB. ; Lieut.-Colonel H. d. M Keeling, 


el Malcolm MacEwan, 


Colo: dg 
MRCS ; Colonel C. H. K. Smith, MB EDIN.; Lieut.-Co I J. 
Trotter; Colonel W. E. Underwood, FRCS. j one 


Major W. C. Gledhill, FRCS. * i j j 

MC.—Captain G. S. Hodge, MROS; Captain G. D. Park 
MB GLASG.; Captain David Wright, MB GLASG. á 
Medical Casualties | 


- The following RAMC officers have been posted as prisoners 
of war: Colonel John Bennet, mp EDIN.; Captain J. A. 
Mark, MB BELF.; and Captain T. B. Smiley, MB BELF. 


r 


Prof. EDWARD HINDLE, SCD, FRS, regius professor of 
zoology at Glasgow University, has been appointed scientific 
director of the Zoological Society of London. 

IMPERIAL CHEMICAL INDUSTRIES have given £5000 towards 
the University of Oxford’s appeal for £250,Q00 with which to 


A 


Appointments 


BECH, A. O., MB CAMB., MRCP: acting medical registrar at the 
Middlesex Hospital 


OWEN, C. G., MRS: MOH for Stone rural district, Staffs. i 
ROBERTSON, FRANK, MD DURH.: first assistant in the department 
of medicine at King's College and the Royal Victoria Infirmary, 


Newcastle-on-Tyne. 
RUSSELL, P. G., MRCS: examining factory surgeon for Llanwrtyd 


Wells, Brecon. . 
Births, Marriages and Deaths 


BIRTHS 


HALI.— On Sept. 20, at Birmingham, the wife of Major G. S. Hall, 
RAMC—a® son. 

Isaac.—On Sept. 18, at Oxford, the wife of Surgeon Lieutenant 
P. W. Isaac, MBE, RNVR—® son. 

Lass.—On Sept. 4, in London, the wife of A/Squadron-Leader R. W. 
Lass, MRCS— a son. ; 

ROBERTSON.—On Sept. 21, at Bletchingley, Surrey, the wife of 
Squadron-Leader Douglas Robertson—a son. 


MARRIAGES 


_ BuRGEss—LE Roux.—On Aug. 4, Gerald Lynch Burgess, MRCS, 


squadron-leader RAF, to Susie le Roux, VAD. 
CANE—MILLAR.—On April 6, at Dar-es-Salaam, Tanganyika 
Territory, Leonard Hugh Canc, MB, to Margaret Millar. 
Ev ans—JONES.—On Sept. 22, at Liverpool, David Trevor Howell 
Evans, FRCS, to Susan Jones. 
Scorr—PAINE.— On Sept. 25, at Addiscombe, David L. Scott, MRCS, 
Flying-Officer, of Leyton, to Margaret Payne, of Eastbourne. 


DEATHS 


CoLLETT.—On Sept. 21, Howard George Collett, LRCPE, aged 30. 

EDINGTON.—On Sept. 24, in Glasgow, George Henry Edington, mp, 
D SC GLASG., FRCS, FRFPS, DL, consulting surgeon to the Western 
Infirmary, Glasgow, ; 

MondAN.— On Sept. 23, at Hove, Gcorge Morgan, FROSK, aged 83. 

TaTHAM.—On Sept. 25, at West Byfleet, Ernest John Tatham, 
MD CAMRB., late of Cheltenham, aged 82. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 


. 
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ARTHRITIS IN POLIOMYELITIS 


F. JoHN POYNTON, MD LOND, FRCP LOND 


CONSULTING PHYSICIAN TO UNIVERSITY COLLEGE HOSPITAL, AND TO 
THE HOSPITAL FOR SICK CHILDREN, GREAT ORMOND STREET, LONDON 


ARTHRITIO changes in poliomyelitis are of considerable 
practical and theoretical importance, and perhaps not 
as generally recognised as might be supposed. It is to 
Miss Maud Forrester-Brown, surgeon in charge of the 
Bath and Wessex Orthopedic Hospital, that I am 
indebted for the opportunity to study them and indeed 
for ing my attention to them, when acting as a war- 
time consultant to this hospital. 

As far back as 1881 Barlow pointed out that acute 
swelling ordinarily in one joint of the paralysed limb 
might arise synchronously with, or appear after, the 
development of the paralysis; that this swelling might 
reach a considerable degree and yet there might be no 
redness or heat. Further, it might persist for weeks or 
months. In 1910 Coutts added examples he had seen 
affecting the carpo- and metacarpo-phalangeal joints 
and compared the condition to the Charcot joint. j 
was denied by a speaker in the same discussion because 
of the great destruction in Charcot’s disease, but it must 
be allowed that in diseases affecting the nervous system 
arthritic lesions need not of necessity be equally destruc- 
tive. Brief allusion to the arthritis in poliomyelitis 
is made in some English works on children’s diseases 
and I have no doubt that in other countries this arthritis 
has been often recorded; for example in 1937 Lowman 
was fully alive to it. Not the least claim in this article 


is made either to priority or originality, for this arthritis 


has been clearly recognised over many years. Reference 
also here may be made to sweating, which is not general 
but local, affecting the hands and feet, and to the 
occasional observation of sympathetic nervous changes 
both of which have been described in poliomyelitis. At 
this hospital the nursing staff have been so impressed 
with this local sweating that they speak of wet and 
rT dry 99 cases. 
CLINICAL FEATURES 


Apparently about October, 1942, a number of cases of 
poliomyelitis arose in the wide area which this Bath 
hospital covers. Some were extremely severe, damagi 
both limbs and trunk muscles; others were mild, an 
possibly there were some so mild as to elude immediate 
observation; some came to hospital in the earliest 
stages, others late. It was among this group that a 
number of cases of arthritis were observed and it would 
appear that it was unusually common, though perhaps 
experience is necessary to be assured upon this; if i 
was unusually common, it recalls the variation in 
the occurrence of rheumatic subcutaneous nodules in 
juvenile rheumatism.” : 

Many joints were affected in these cases : the ankles, 
knees, hip-joints, elbows and wrists. As Barlow pointed 
out there was no redness, but heat over the joint was 
noticed in some examples. This arthritis might occur, 
as he also noted, with the acute onset or come on con- 
siderably later when the patient was under careful 
treatment. It appeared before any treatment (not even 
when the local quack snail soup”) had beenadministered, 


_or when the most careful postural and nursing precautions 


were taken. In some cases the joints remained stubbornly 
swollen for weeks and months and not all made a complete 


recovery but underwent a fibrous ankylosis, and an. 


ankle of a badly paralysed limb instead of being, as one 
would expect, flail-like, was fixed. 

The onset of the arthritis was painful and in some 
young children so painful that they behaved like infants 
with scurvy screaming at the suggestion of movement. 
The most puzzling examples were those in which a single 
hip-joint was affected. Fullness could be detected over 
the front of the joint, but pain and spasm of muscles are 
seen when there is no arthritis. ‘In the more chronic 
cases the impression was given of a thickening of the 
capsules of such joints as the knee and ankle, rather than 
an excess of fluid in them. Early radiography showed 
little, but the first evidencés were a distended capsule 
ang a certain fluffiness of the inner surface of the 
synovial membrane. In the chronic, severe cases there 
were thickening of the capsule, diminution in the joint 
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space, and some rarefaction of the bones. In no instance 
Was there suppuration, and compia recovery was the 
rule. The sudden appearance of the arthritis in cases 
weeks after the acute attack caused little or no rise of 
temperature, and it was pain in the joint that gave the 
warning. Many years ago Barlow described what he 
termed ‘‘ jump cases of poliomyelitis, that is a renewed 
spread of paralysis after the first attack Had died down. 
Such. attacks are well recognised now, and the arthritis 
would seem to fall into line with these jump cases. 
As a general rulé in this group of cases, the arthritis was 
more likely to develop in the cases of severe widespread 
paralysis than in the milder ones, but not always. Thus 
I was shown a little girl with only one lower limb not 
severely paralysed, whose right hip-joint was clearly 
swollen and extremely painfal and the disease in the 
acute stage. It is easily understood how puzzling such 
cases must prove, and indeed it is always the unusual 
cases of a disease which cause confusion. Does the 
arthritis occur in an unparalysed limb? The answer is 
not easy to make, for it may be difficult, especially when 
there are scattered severe paralyses, to be absolutely 
sure that there may not be a slight paralysis in another 
limb. The answer however seems to be in the negative. 


CAUSATION 

In considering the cause of this arthritis various 
possibilities present themselves. Poliomyelitis is recog- 
nised as being caused by a virus infection, but many 
cases commence with a sore throat and fever, and the 
possibility of an accompanying second infection is a 
reasonable suggestion. In the cases here there was no 


‘satisfying evidence of such an infection, no sudden bouts 


of fever and no implication of organs such as the lungs 
and heart, no signs of suppuration or involvement of 
subcutaneous tissues, such as the nodules in juvenile 
rheumatism,” or enlarged lymphatic glands, as in 
tuberculosis. The late outbreaks of arthritis in a joint 
were in line with the jump ” paralysis described by 
Barlow. 

Was this arthritis the direct result of the nervous 
destruction, including damage to the sympathetic 
system? Such a view recalls the suggestion of Coutts 
on Charcot’s joints, and the arthritic changes in syringo- 
myelia. The rare condition of intermittent hydarthrosis 


‘threw no light on the problem. No-one can doubt that 


profound nervous damage would cause a liability to a 
weakened resistance of such a structure as a joint to 
any kind of infection, but the cases at the hospital did 
not suggest a direct nervous cause, but rather its con- 
tribution to the likelihood of an arthritis. Is it the 
direct result of the virus infection aided by the nervous 
damage? This question raises that of whether other 
human virus diseases may develop arthritis and this has 
been recorded in mumps and Coena fever, so that 
poliomyelitis does not stand alone. The history of the 
arthritis resembles that of the poliomyelitis both in its 
appearance at the onset of the attack and the later 
FV 
is customary to c poliomyelitis into groups, 

such as bulbar, cerebral, meningitic and so on, but it is 
of interest to recognise many general i ba dan in the 
Bath cases. Some of the younger children would have 
outbursts of great irritability, even biting the nurses 
in such attacks; a number showed mental fatigue, and 
in rare cases there was an altered mental state which 
lasted for many months, eventually to recover. Such 
incidents were reminiscent of the much more severe 
conditions in encephalitis’ lethargica. Then there was 
the local sweating and moist hands that are often met 
with in chorea and rheumatoid arthritis. These various 
symptoms suggest a widespread poisoning by the virus 
in which the joints may be involved, possibly more often 
in one year than another. Some might suggest the 
arthritis is caused by lack of treatment, or by the use of 
plaster splints to keep paralysed limbs in correct position. 
The answer here is that it occurred in cases that had no 
treatment and in cases which had the most skilled treat- 
ment by rest and suitable adjustment. It hardly seems 
likely that plaster splints were responsible seeing that the 
vast majority so treated never showed signs of arthritis. 

The most likely conclusion seems to be that the 
arthritis is a manifestation of the virus infection and an 
unusual phenomenon of the general disease. 
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n 5 DIAGNOSIS AND TREATMENT `. 

The practical importance of this arthritis in diagnosis 
seems clear. Writers on juvenile rheumatism include 
poliomyelitis as one of the pitfalls, and it is a setback to a 
doctor when he has called poliomyelitis acute rheumatism 
and later found a rapidly wasting limb. In my own 
55 it has been the pn which may occur in 
poliomyelitis that has been the reason for the mistake, 
and not the arthritis; but certainly. the presence of a 
swollen joint would add to the likelihood of a mistake, 
particularly if the actual paralysis is not severe. Other- 
wise the rapid and scattered muscular wasting clinches 
the diagnosis. Extreme pain on movement is a feature 
of both diseases, There are other manifestations, cardiae 
in particular, which distinguish acute rheumatism, and 
the rapid rise of the sedimentation of the blood is very 
different to the slight change in poliomyelitis.. 

Tuberculous arthritis may be another pitfall and this 
particularly when the attack of paralysis is so slight as 
even to be overlooked and there is pain and swelling in 
a hip-joint. When this disappears and the child is 
found, owing to the slight paralysis of the affected limb, to 
limp, then tuberculous arthritis is likely to be suggested, 
Again it is found that while the blood sedimentation-rate 
alters little if at all in poliomyelitis, there is a sudden 
uprise at the commencement of a tuberculous arthritis. 
In addition the tuberculin tests are a warning, and if the 
paralyses are more spread and the muscular wasting more 
obvious the diagnosis of poliomyelitis will be the correct 
one, Very early X rays show no obvious difference in 
the two conditions, but later the destructive nature of 
tuberculous arthritis is apparent. 

In some cases of osteomyelitis the joint is implicated, 
and again it is the unusual one of moderate but stubborn 
severity which may be puzzling. The altered sedimenta- 
tion-rate, the absence of outstanding muscular paralyses 
and the picture in the X ray of the undermining of the 
cartilage of the joint are helpful, as also the absence of any 


outbreak of poliomyelitis in the district. Above all is . 


the damage to the shaft of the limb. | 
Meningococcal arthritis is well known, and in a recent 
paper on cerebrospinal meningitis Copeman, and Stewart 
(1942) suggested that the Diplococcus rheumaticus 
described by Paine and myself was in reality probably 


two different micrococci, one being the meningococcus 


the other the Diplococcus rheumaticus, and they also 
commented upon the nervous and muscular lesions in 
rheumatoid arthritis. The results of examination of the 
cerebrospinal fluid differ from those of poliomyelitis 
but these observations remind us of the complexities of 
5 in human diseases, the more so when we 
recall encephalitis lethargica and the work of Schlesinger 
and his colleagues (1935), and Eagles and his colleagues 
(1987) on the virus theory of the origin of acute 
rheumatism. `. $ 
The treatment resolves itself into keeping the affected 
joint at complete rest when the pain is thereby relieved. 
Occasionally a much swollen joint such as the ankle is 
assisted by careful strapping to add some gentle pressure. 
We are perhaps inclined sometimes, having thought 
that poliomyelitis is essentially a disorder of motor 
elements of the neryous system, to think the pain is not 
altogether real, but the occurrence of. this arthritis 
warns us to be extremely careful in moving the child 


about for any active treatment lest we cause considerable 


distress. 
CONCLUSION 

The object of this paper is,to point out that at least 
in some outbreaks of poliomyelitis, arthritis is compara- 
tively common and this may not be generally recognised. 
This disease of virus origin and so destructive to the 
nervous system may possibly in the future help to throw 
light on rheumatoid arthritis and the nervous lesions in 
acute theumatism, and is certainly of great interest and 
stimulating to our thoughts on many different diseases 
in which nervous lesions and arthritis may occur. 
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Tms case was one of those recently reported by 
Florey and. Florey.“ It was then included (case 12) jn 
a series with many others and therefore the notes had 
to be severely abridged. The case was the first in 
which intrathecal injection of penicillin was used, and 
the first in which the bacteriostatic power of the blood 
and spinal fluid was systematically titrated throughout 
the treatmeſſt, so that it seems worthy of a more complete 
record. More especially it seems important that the 
methods used for testing the bacteriostatic power of the 
blood and cerebrospi fluid should be described, for 
there is as yet no chemical test for penicillin in blood as 
there is for the sulphonamides, and the only. way of 
estimating the penicillin content of the blood is by 
bacteriostatic tests. More patients are now being 
treated with penicillin both here and in America, and 
it is very desirable that estimations of the bacteriostatic 
power of blood, &c. should be made so that the dosage 
of the drug can be scientifically controlled. 2 a 

It may be that a favourable result in this case could 
have been obtained by intrathecal treatment only, but 


at that time penicillin had not been used in this manner, 


and there was no knowledge as to how it would be 
tolerated or for how long it would remain active in the 
spinal fluid. The observations made on this case have 
enabled other cases of meningitis to be treated success- 


fully by local treatment with an enormous saving of 


penicillin—an important thing in these days of scarcity. 


CLINICAL NOTES 


Male, aged 52. Fever began June 18, 1942. No localising 
signs. ` Admitted to St. Mary’s Hospital on July 7. Temp. 
100-2° F. No satisfactory diagnosis could be madec 

July 14. Developed signs indicating meningitis. Drowsy 
and wandering with slight neck-rigidity. Lumbar puncture 
performed’: pressure 300 mm.; CSF 500 cells per c.mm. 
(mostly polynuclears); globulin and total protein increased ; 
the fluid was unfortunately not examined bacteriologically 
until next morning, and any infection was obsoured by the 
presence of large numbers of non-pathogenic gram-negative 
bacilli. Sulphapyridine (1 g. 4-hourly) was administered. 
Temperature became normal in 12 hours and remained 
normal during the course lasting 8 days. The patient, 
however, remained wandering and drowsy throughout. 
18th. CSF was, clear. Still some polynuclear cells. No 
ganisms discovered. | 7 
2lst. Sulphapyridine stopped, and on the next day 
temperature rose to 100° F.; pulsé-rate 100 per min.; sick, 
wandering. Definite head-retraction. Kernig dign positive. 

24th. 24 c.cm. of CSF removed: pressure 300 mm.; 
turbid ; cells all polynuclears; no organisms seen or culti- 


or 


vated. At this time the patient was drowsy with ‘occasional 


fits of extreme restlessness. There had been incontinence of 
fæces at intervals. A persistent hiccough developed which 
could not be controlled and the patient was obviously going 
downhill. Sulphathiazole was administered from July 24 to 
Aug. 6 without improving the patient’s condition. 

Aug. 1. Lumbar puncture: CSF turbid with polynuclear 
cells; cultures of centrifuged deposit showed no colonies, 
but 3 c. om. of fluid shaken in 10 c. em. of “‘ sloppy ° glucose 
agar (0:2%) gave 20 colonies of a non-hemolytic streptococcus. 

4th. Lumbar puncture: fluid as before, By the same 
method (“ sloppy ” glucose agar) 6 colonies per c.cm. of the 
same streptococcus were cultivated, although no growth 
could be seen on a blood-agar plate inoculated with the 
centrifuged deposit of 4 c. om. of the CSF. On subculture 
from the glucose agar the streptococcus showed the following 
growth characteristics : : = 


Blood agar.—Small flat regular colonies not altering th 
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formed a stable suspension suitable for agglutination ‘tests. 
With the patient's serum agglutination was complete in a 
dilution of -1:in 80, and incomplete up to a dilution of 1 in. 


agglutihation in dilutions of 1 in 10 or more. 
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cells ; no organisms. 


„. T 2 WW m a e al 
i 6 


T A. K 


- 
N 


` THE L ART] ie 


i 


PROF. FLEMING ; ; STREPTOCOCCAL MENINGITIS: TREATED WITH “PENICILLIN [oor. -9,: 1943 435 . 


l - golonies: were. dense there ‘was @ slight greenish dis- 
ooloration. a 

-Agar.—Minute, transparent, round colonies.. N 

Broth. Faint, even turbidity.. 

Glucose. broth. Very dense even tarbidity. 


The cocdi from broth and glucose broth cultures formed chains 
si up to 20 elements. The coccus was ‘Planted on blood agar 

containing gutters of sulphathiazole (1 in 5000) and penicillin 
(crude culture fluid). There was no inhibition of growth by 


$ sulphathiazole,. but no growth occurred within 11 mm. of the 


illin, showing. the organism to be resistant to sulpha- 
thiazole but. sensitive to penicillin. The glucose broth culture 
was very acid, but when the pH was adjusted to 7 the culture 


320, but none of the 12 normal serums tested gave any 
This confirmed 
the diagnosis that the streptococcus isolated on these two 


‘successive occasions was the infecting organism. | 


Aug. 5. Skull X-rayed: for cerebral abscess with, negative 
a results. ' 


j e E at- the ‘beginning of penicillin treutmeni. On 
Aug. 6 we got in touch with Professor Florey who furnished 
& supply: of.. penicillin for treatment. The patient was in a 


very bad state and appeared to be dying.. He took little 
woll; had ‘been for. days drowsy with occasional bouts of 
extreme stlessness;' now drowsy, comatose, wandering and 


rambling been suffering from uncontrollable ‘hiccough 
for 10 . had been 1 for a week, and on the 
night of Aug. 8/6 had to be stimulated with oxygen and 
coramine. On the evening of Aug. 6, two-hourly intra- 
muscular injections of penicillin Were begun. In 24 hours 
the’ patient was mentally: clearer; the hiccough had dis- 
appeared and head-retraction was less marked. Temperature 
had fallen to 97° F. 

Ang. 9. Sudden rise of N to 102° F. ‘Drowsy. 
No sickness. 

. 10th. Temperature again normal. Mentally more rational, 

‘llth. Sudden rigor in morning (temp. 102°. F.) Lumbar 
puncture : pressure. 300 mm.; CSF turbid with e 


¢ 


12th. Temperature again’ normal. Lumbar puncture : 


20 C. m., SF withdrawn and intratheval injeotion of 5000 
units of penicillin in 20 C. m. of water given. 


18th. Temperature ‘100-5° F. Mentally much more alert. 


Lumbar puncture : fluid withdrawn and intrathecal injection 
of penicillin repeated. 


14th. Temperature 3 Lumbar puncture : fluid 
withdrawn and intrathecal injection of 2500 units of penicillin 


in. 10 c. em. of patient's serum given (with the object | of 


‘providing 
esreb 


opsonio . substances which were lacking in the 


fluid). 
fluid 


15th. Temperature normal. Lumbar Durau 


withdrawn and intrathécal injection of 5000 units of penicillin 


in 20 d. eb. of water given. Patient enormously improved but 


complaining of tiredness through lack of sleep, as he had had 
2-hourly. intramuscular injections since Aug. 6. Intra- 


musoular injections discontinued from 8 Fx to 8 Ax. 


16th—18th: Very. alert and condition excellent. . Tate: 


- muscular injections uring the day only and discontinued on 


Aug. 18. 
19th. Lumbar uricture } N final intrathecal injection of, 
6000 units of penici “in 20 c. em-. of water. 


sth. Ton antie has been normal for two weeks. 


‘Patient getting up. No sign of meningitis. 


Sept. 9. Left hospital apparently well. 


Sept. 24, 1943 (13 months afterwards). ` “Patient tiis 


remained well. Recovery complete. 


The dosage of . in thousands of, unite, was ‘as 
follows : 


~ 


6 |.7 


Intra- F 
muscular: | 55 120 120 re 240 180 160/105 90 
Total: 


Date : anb, 


— —— — — ꝛ————— ̃ ——— — eee 


10⁰ 90 90 90 


5 1, 605, 000 
“intrathecal, 22, 500 =l, 62, 500 units. 
BACIERIOSTATIC POWER OF BLOOD SERUM 


A it was undesirable to withdraw large baste of 
blood daily from ‘a very sick patient micro-methods 


* 


~ 


— 


were used. Staphylotocoi sparsely planted. in human 


serum in capillary chambers such as Slide cells or tubes 
growth but in well-defined ` 


grow out not as a diffuse. 
colonies which can be easily recognised und counted. 
This happens not, only when ‘undiluted. serum is used 
but also in dilutions of serum in normal -saline up to 


over 1 in 100. Estimations of the bacteriostatic po- e 


of 88 can therefore be made in serum diluted in 


saline; but it is more convenient to mäke the. dilutions in 


a fluid which will by itself show the typical staphylocoucal 


' colonies, and such à fluid. which is readily obtainable. is 
This has the 


human serum diluted. 10 ne) in saline. 


Growth of: | 


ny I—Testing bacteriostatic power of patient's serum 

’ _ staphylococcus in slide cells contalhing patlent s serum. Above, 
l 8 rore „ treatment, showing well · defined colonies. , 
ter penicillin ‘treatment, showing no ‘coloni les. 


1 ee over undiluted serum that it is 
fluid, and that the dilution eliminates any stray bac- 
teriostatic substance which may ‘be present in serum., 
The diluted serum is preferable to. saline as a diluent, 
for in the serial dilutions the last volume can be left 
merely as diluting fluid, and if good coloniés of stapkyio- 
coccus develop in this and they do not appear in 
dilutions of the patient’s serum then one is certain that 
the bacteriostasis is due to something in the patienti, 
serum. 
l. Slide-cell, method. Serial dilutions of serum (50 0. mm. 
volume) were made, and these were mixed with 2-5 c. mm. of 
a tzuitable dilution of a 24. hour broth ‘culture of staphyioco cus 
(1 in 80,000) or streptococcus (1 in 5000). The mixtures were 


run into slide cells, sealed and indubated. The organisms .- ` 


grow. into separate colonies which are easily. counted (fig. 1). 
The amount of the inoculum of the test organism is important. 
The number of colonies which develop from 50 c.mm. of 


infécted serum should be between 15 and 50. If less than 


15 there might be a danger that through some error of 
technique so few would. develop as to make it doubtful - 
whether bacteriostasis has occurred, while if large numbers 
are present the colonies: are crowded and small, rendering it 


difficult to see in which dilution the colonies have failed to , 


develop. 

The serial dilutions may be done on a simple -two-fold 
scale by putting out a series of 50 c.mm. volumes of the 
diluent on a paráfńnėd slide, then mixing 50 c. mm. of the 


serum to be tested with the first volume, carrying over 50 , 


e. mm. to the second volumé and mixing it, and so on, till 
, many dilutions as ate required have been made. If i 
desired to work‘ more closely, 50 c.mm., volumes of the 
diluent are placed on the paraffined slide as before, then 
100 c.mm. of the test serum is mixed with the first volume, 
100 c.mm: of this is mixed with the second volume, and B0 on. 
This gives (assuming undiluted serum is also used) dilutions 
of 1/1, 2/3, 4/9, 8/27, 16/81, &. 

There is no difficulty in measuring 2:5 o. mm. of the inoculum 


with sufficient accuracy using a home-made pipette,? provided 


that the outside of the end of the pipetteis peraitined to prevent 


2. It 18 many to prepare calibrated. capillary pipettes m measuring from 2'5 
c. mm. 
A. E. Wright and L. Colebrook in their Technique of the Teat and 
Capillary Glass Tube, London, vic (quoted in the MRO System ad 
3 Bacteriology, vol. L, p. 178). 


a clearer 


100 c.mm. by the aid.of the “ automatic pipette” described by 


\ $ 


— 


os, 


a Aud adhering to it. 


N 
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- pipette by passing it through the bunsen flame (this is neces- 
sary to. sterilise the. pipette), and rolling the distal half-inch 
on a slide covered with a.thin layer of paraffin wax. 
2. Capillary.. culture. method: — This is simpler than. the 
above as it does not necessitate the. ‘preparation of slide cells, 
_ but, the results are not quite so easily: read. A 25 c. mm. 
volume of diluted serum is mixed with 2:5 c. mm. of culture ` 
diluted as above and the mixtures are run. into capillary 
tubes so that the column ‘of fluid bocupies about 2 inches of 
the tube. The, capillary is then sealed and. incubated hori- 
zontally, stuck in position ‘in: Plasticine on a microscope 
slide. The organisms grow out into separate colonies. 
Observations by: 8 method were mace daily with results 
shown in table 17. 
3. Using. blood infected with, heamolytic streptococci as the 
indicator of bacteriostasis.—This method was not used in this. 
particular case, but I have used it in connexion with sul- 


= Phonamides 3 and more recently in penicillin therapy; with 


success. It is the most dramatic method of demonstrating 
the bacteriostatic power of the patient’s serum, and it obviates 
the use of such small volumes as 2-5 c:mm., which many 
„workers may find difficult to estimate with accuracy. Strep. 


pyogenes grows in human defibrinated’ blood in slide cells, 


-and around each colony i is a very. definite area of hemolysis. 
If many colonies are present and sufficient time is allowed 
‘the blood is completely. hemolysed. 

‘Serial dilutions (25 c, mm.) of the. patient’s serum are made 
in normal saline, and to each of these is added an equal volume 
of human: blood infected with hemolytic streptococci.” If it. 
-is a case which is being treated with sulphonamides it is 
necessary. to be very careful not to use too large an inoculum 
(a suitable implant is 0-1. C. m. of a 1 in 1000 dilution of a 


- 94-hour broth culture to 1 c. om. of blood), but when dealing. 


with penicillin patients the amount of the inoculum within 
wide limits makes little difference to the ‘result, and I have 
found it convenient to. use a loopful of a: 24-hour broth. culture 
in 1 c, em. of blood. Normally human blood has a considerable 
bactericidal Power for. these cocci, `: due to the, presence of 
leucocytes, so to avoid any confusion and to give an accurate , 
estimation ‘of the ‘bacteriostatic power ‘of penicillin in the 
patient's serum the blood should, before infection with 
„ have its leucocytes rembved or destroyed. This 
can be done in various ways— oe , 


ae “yet 


(a) By deleucocyting.4 `.. 8 PT 5 1 1 | 1 — 


= 4 , TABLE I—BAOTERIOSTATIO POWER oF BLOOD- SERON ane 


* % er |) 


l a Bacterlostatle power of serum 
Penlelllin 


dosage in Hours | Growth i in dilutions of serum as ünder a 
thousands: of |: after |o. rat infected with— - i 
“Date Injeotion 
Aug. Oxford 2 hr. w i Streptococcus — 
every 2 hr. T 
5 of before fakeh | ke ` Staphylococous (patient’s). 
em a Sl laa 1/2 1/4 1/8. 1/16 ofa 25 aja 4s 
0 0 ce le 
7 10 2 o ⁰ r T 0 r +] 
8 10 . 2 % b ͤ %% el r o 
9 10 22 0% T +| tjo] t] 
10 20 2% O O o |} 0 0 O | + 
11 15 2 0% %ͥͤæ %o it) + 
12 15 120 0 o ope ⏑ 0 + 
13 10 2 o X 1 T. T 
14 75 2 X X Olt] bt 
15 75 11600 % T l(t] ole i ele 
16 10 |, 2% (0 r he Le] 
17 10 10 % %h Kk 0 0 * 7 
18 10 20 X 4 X | ti tl ei + 
19 1 Pt tle aL 
20 48 * | t + bl -|+ | + 


+ 
+ 
+ 


— 


* Noto increased bacteriostatic power when seram tested at shorter interval. 
O = No colonies. + = Colonies smaller and fewer. 
1 =o as large and as numerous as in: the coñtrol normal serum, 


3. Fleming, A. Lancet, 1988, il, 564. 
4. Fleming, A. Brit. J. exp. ‘Path, 1020 7, 281. 


‘ 


J 


This, is readily done ‘by heating the 


renders defibrination unnecessary. x 
(d) By the use of blood which ‘has. Beon collected: for more 
than 2. da 


tures can be incubated in capillary 


Haga 5 . 
a a — 
bi 


= „ Le 28 . ?. 


- .(b): By heating to 50° C. for 30 min. $ e 
(c) By adding liquoid to make a e ‘of li in 1000. a 
This is. convenient as it prevents the. blood clotting” and x 


ys, when most of the leucocytes have perished. 


The infected blood- serum mixtures are 1 in. side cells, A 
sealed and incubated: Where V PE 
there. is no bacteriostasis the ji i 


streptococci cause areas of ‘hemo-, | 
lysis, | but when the streptogocci 
are prevented from. growing no 
hemolysis ‘occurs.. (These mix- 


tubes but the results are not so . „ 
striking.) Fig. 2 gives a typical [i ™ 


lose. 9, 1943 4 


result. | ae E ` H 
A permanent record of slide Pint 1 
cells prepared: in this way cam „ ot 
easily be made. The series f „ ek e 
cells ‘are placed on, a piece of Fig. 2—Testing gew Feb. T 
bromide paper in the dark. room, n Se as. nilar he 
and an accurate print i is made by Serum (a) before and (b) after EY 
exposing them for 1 or 2 seconds . penicillin treatment, Darkspaces. pn 
to the light of an ordinary electric _ 3 due: -ilr 
lamp placed 3 feet or so above thé © ! — 
paper; or the slide cells may be placed in an enlarger and sharply ee 
focused enlargements may be made. These recording » 
methods are 80 easy that if a dark-room is close to the {_ 
laboratory it is almost quicker to make a print and incorporate tg 
it in the notes than it is to write up a description, of -tho ja 
results. i E 
This is probably the most conyenjent. and convineing ` 1 
method of demonstrating the bacteriostatic power. not only 
of serum but also of cerebrospinal fluid, or of any. other ody ae 
fluid. i 2 baer 
BY these methods the. following observations were ee 
made: i. 
(a) That the patient's streptococcus. Was only. about ` apn 
half as ‘susceptible to the bacteriostatic: power of. the “An 
penicillin-treated :. patient’s: serum as was the test — 
staphylococcus. It had previously . been determined 
that this was the ratio of sensitivity when. cultures. of 
these two: organisms. were tested to pana a ‘by: ‘the 1 
impregnated strip method on a blood-agar plate. ; 
(b) That the patient’s serum, which had no bacterio- — 
static power before penicillin was administered, promptly W 
became bacteriostatic and maintained. this. Power“ l * 
throughout the course of treatment. a 
(o) Normally the blood was collected: 2 hours after an ~ 
intramuscular. injection. (immediately: before the “next 
one), but on three occasions the blood was collected:after : 
a shorter interval and on all these occasions the bacterio- d. 
static power of the serum was appreciably higher. The we 
‘blood should be: tested within a few hours. of. its with. aan. 
drawal. or, if the examination bas to be postponed till N 
next day, it. must be stored in the refrigerator... If kept we 
for 24 hours: at room temperature the small amount of u 
penicillin contained in the: bleed senim may ee part or Nu 
. ak Lee n 
CEREBROSPINAL FLUID `> * a 
= When first examined the, cerebrospinal | fluid., Was W 
almost clear, but it later became definitely turbid. from Nie 
the presence of polynuclear cells. On several occasions \. 
no organisms could be discovered, but eventually by dy 
the use of.“ sloppy ” glucose agar small numbers (about M 
6 per c. em.) were found on two successive occasions. iiy 
No organisms could be, recovered on. any occasion after | th 
the beginning of penicillin treatment. | i 
After pénicillin treatment had begun each specimen ne 
of OSF .was examined in regard ‘to its batteriostatio 4) 
power to staphylococcus and the patient’s streptococcus. `; 
Tests were made by the same methods which were used 5 
for the blood- serum, but as CSF is a poor culture medium R 
for staphylococci it was necessary to use normal serum NS 
(or diluted normal serum) as a diluent. The results 5 y 
obtained are set out in table N. ` 
When: the CSF contains considerable amounts of y 
penicillin after intrathecal injection, estimations of the S 
bacteriostatic power can be made by simple titrations xe 
in infected broth (using 0-5 or 1-0 c.om. quantities), just iy 


as is doned in the original titrations of penicillin. 


until 


7 
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TABLE II—BESULTS OF EXAMINATION OF CEREBROSPINAL 
FLUID 


serum. 


Cone. of blood- 

| Conc. of CSF inhibiting 
inhibiting growth 

(for comparison) 


— — —P—— es aa —ͤ—ĩGU—U—-ꝝ—łXU-y O | apenas 


1¹ 87855 1in2 23 1 in 4 1 in 1 
„ +> NU | 140 12 5 n Ins I In 4 
18 +44 Teo 160 1 in 40 1 In 20 1 in 2 1 mn 1 
144 | Yellow 180 I in 160 1 in 40 1 m 2 | 1in1 
15°; ++ reh 240 m 401 in 40 I in 2 111 

70 No Inhibition in 


No inhibition in 
67% CSF undiluted serum 


. © Intrathecal injections of penicillin. 


A 

The bacteriostatic power of the CSF was also tested 
by the agar cup method, in blood-agar plates, with 
the following results: 


— o —— e 


Distance of inhibition from edge of cup (mm.) 


Date 
Staph. Strep. 
— | H 

N Aug. 12 0 0 

» 18 13 4 

99 14 14 6:5 

» 15 11 2-5 

„ 19 0 0 


The bacteriostatic power of the CSF withdrawn on 
Aug. 14 (which had been found to have the highest value) 
was compared with that of sulphathiazole (1 in 5000) by 
the“ impregnated strip and agar cup methods, with 
the following results : 


‘Distance: of inhibition from drug 
(mm.) R 


N ö phathiazole 
- 8 | 1 in 5000 
Impregnated strip Strep. 11 0 
Agar cup Staph. 15 5 
. P 
COMMENTS 


Diagnosis.—When the patient was admitted there 
were no signs or symptoms pointing to meningitis. 
As soon as any localising signs were observed the state 
of the OSF indicated a meningitis, but the infecting 
organism could not be seen in the fluid nor was it 

tivated until a special method—*“ sloppy glucose 
agar—was used. Even 1 it appeared to be present 
in very small numbers, about 6 per c. em. The infecting 
streptococcus was of an unusual non-hemolytic 
but that it was the actual infection was shown by the 
fact that, apart from its being isolated in pure culture 
on two successive occasions, it was strongly agglutinated 


| by the patient’s serum but by none of the normal serums 


Clinical effect of sulphonamides.—The first course of 
sulphapyridine brought the temperature down to 
normal, but as soon as it was stopped the fever returned, 
and a subsequent course of sulphathiazole had no 
effect. When the streptococcus was isolated it, was 
completely resistant, to sulphathiazole. It may be that 


originally the infecting streptococcus was partially sensi- 
: tive to the sulphonamides, so that at first it was to some 


extent affected by the sulphapyridine, and then it 
becanie sulphonamide-fast, so that the subsequent 
administration of sulphathiazole had no effect. This, 
however, is supposition as the organism was not isolated 


dome days. 


Effect of penicillin.—When intramuscular injections of 
penicillin were commenced the patient appeared to be 


dying. Within 24 hours there was a definite improve- 
ment temperature dropped, hiccough ceased, and he 


was mentally more alert. There were two rises of 


Se, 


after sulphathiazole had been administered for 


temperature after 8 and 5 days, and as the bacteriostatic 
power of the CSF had not risen as high as that of the 
blood an intrathecal injection of penicillin was given 
(6000 units in 20 c.cm. of water). This gave no clinical 
reaction although there was evidence of some slight irri- 
tation by an increased emigration of polynuclear 
leucocytes. The intrathecal injection was repeated on 
3 successive days, and then half the dose was given 
intrathecally dissolved in the patient’s serum to provide 
opsonic substances which were lacking in the CSF (as 
they are normally). Whether this last combination was 
better than mere solution.in water it is impossible to say, 
but theoretically, since penicillin is essentially bacterio- 
static so that the cocci have to be killed by the natural 
defences, it seemed reasonable to provide opsonic 
substances so that the polynuclear cells which were 
abundant in the fluid should be able to ingest and 
destroy the cocci. 8 
The intramuscular injections caused little or no local 
reaction, but as they were given every 2 hours day and 
night for 9 days the patient ultimately complained of 
tiredness from lack of sleep. The injections were then 
continued 2-hourly for 3 days during the day only and 


the patient was allowed to have a night’s sleep undis- 


turbed. It is likely that the treatment was continued 
too long, but as there was no satisfactory means of 
checking this it was considered wise to err on the safe 
side. 

Bacteriostatic power of blood during penicillin treat- 
ment.—Throughout treatment a two-fold dilution of the 
patient’s serum completely inhibited the growth of 
staphylococcus (except on a few occasions). The 
highest figure obtained (when the blood was taken 
immediately before an injection of penicillin) was com- 
plete inhibition of staphylococcus by an eight-fold 
dilution of serum. As regards the patient’s infecting 
streptococcus, there was complete bacteriostasis by 
undiluted serum except on one or two occasions, and on 
one occasion a four-fold dilution of the serum completely 
inhibited growth. a 

It is possible, therefore, over a considerable period to 
render the patient’s blood strongly bacteriostatic by 
2-hourly intramuscular injections of penicillin. - 

If the undiluted serum is completely bacteriostatic 
dosage is probably sufficient, but if the, bacteriostatic 
power of the serum can be increased so that a two-fold 
dilution or more is bacteriostatic it is an obvious 
advantage. : 7 

Bacteriostatic power of CSF.—Before the intrathecal 
injection of penicillin the bacteriostatic power of the. 
OSF was less than that of the blood-serum, indicating 
that penicillin did not pass freely from the blood to the 
fluid. Fluid removed 24 hours after intrathecal injection 
on three successive days had a very strong bacteriostatic 
power, the highest reading being complete bacteriostasis 
of staphylococci in a 1 in 160 dilution of the fluid (blood- 
serum taken at the same time showed complete bacterio- 
stasis only in a 1 in 2 dilution). This again showed that 
there was not a free interchange of penicillin between 
the CSF and the blood. The yellow colour of the 
impure penicillin injected was also very obvious in 
these specimens (as it was in the blood-serum to a lesser 
degree while intramuscular injections were being given). 
The last specimen of CSF, which was taken 4 days after 
an intrathecal injection of penicillin, had no yellow 
colour and no bacteriostatic power, so it is evident that 
the bacteriostatic power disappears at some period 
between 24 hours and 4 days. 

Effect on the elements of the blood.—There was no 
change in the blood-urea or hemoglobin content. 
Throughout the illness there was a polynuclear leucocy- 
tosis of about 15,000 per c. mm. As recovery progressed 
the leucocyte count fell to normal and remained there. 
There was therefore no indication that penicillin affected 
the kidneys or the blood-forming mechani | 


SUMMARY 


A man of 52 who was apparently dying of a strepto- 
coccal meningitis made a complete recovery after 
intramuscular treatment with penicillin for 11 days and 
4 concurrent intrathecal injections of the drug. 

The patient had already received courses of sulpha- 
4 and sulphathiazole, and the organism had 

ecome sulphonamide-fast. 
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- For one intrathecal injection the penicillin was dis- 
solved in the patient’s serum, to provide opsonic 
‘substances. l , 
Neither the intrathecal nor the intramuscular injec- 
tions caused any significant local or general reaction. 
The bacteriostatic powers of the blood and cerebro- 
spinal fluid were followed throughout penicillin treatment. 
My thanks are due to Professor Florey for the supply of 
penicillin, and for his advice as to administration and dosage, 
to Dr. T. A. Kemp and Dr. Duncan Gregg for their assistance, 
and to Sister Downer whose unremitting care contributed 
materially to the satisfactory result. | : ö 
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and (2) injury to the brain occurring whether or not the 
skull is distorted. k ee 


LOCALISED INJURY DUE TO SKULL DISTORTION ~~ | 
As one would expect, distortion of the skull is most 
severe near the point of application of the blow. It 
consists mainly of an indentation of the skull. If 
fracture of the skull does not occur, the shear-strains in 


the brain are mainly confined to a superficial region close y, 


to the dent; hence the injury to the brain consists 
mainly of a superficial-bruising near the point of applica- 
low. Waves of compression and rare- 
faction (sound waves) emanate 
travel back and forth through the brain, but since, as 
explained in (J), it is only shears which are injurious, 
these sound waves do not cause any damage. ` 
If the skull fractures, then shear-strains are produced 
in the brain in the immediate neighbourhood of the 


from this region and. 


DEPARTMENT OF SURGERY, OXFORD a ` fracture, so that the injury is comparatively superficial 
Tum assumption that there is a mechanics of head in this case also. A fracture in the skull is the most 
injuries implies that, when the head receives a blow, the probable cause of tearing of the dura, particularly where 
behaviour of the skull and brain during and immediately it is strongly adherent, as in the very young and yer, 
after the blow is determined by the physical properties old. When, hemorrhage from a large vessel does take 


\ 


of skull and brain and by Newton’s laws of motion... Place, its most probable location is where a fracture line 


The most important physical properties of brain are:— | 


crosses the vessél, because the shears are largest near 


3 aT the 

; ; ; j ae the fracture. In‘ this way, extradural, subdural and n 

: tivel d A „ blood, : ’ e then 
and cerebrospinal fluid all have about the same density as Subarachnoid hemorrhages can occur. The shears er 
akon. l * which co as = result o 5 Riou fracture 20 
(b) Its extreme incompressibility. Brain substance does ATO ee ee erefore probably’ hardly ever vat 
not appreciably change its size when subjected to a pressure pana 1 9 orgo — 5 AF iud 
which is uniform in all directions (a so-called hydrostatic sha yo TAO HORA eS FTONI, 1OrRe. Vessels INAY APO te 
pressure), and the incompreasibility is about the same as that 5 . mechanism of injury, which will |, 
of water—it would take, for example, a force of about 10,000 bs i connie | = 3 Tile 
tons to compress the brain to half its volume. : . INJURY DUE TO ROTATION r N 
pre, Tts very small modulus of rigidity. That is to say, As well as. the strains which arise in the brain as a 1 
rain offers a very small resistance to changes in shape com- consequence of cranial bending there are others which Im 


pared with the resistance it offers to changes in size. For 


example, every surgeon knows that it takes only a small force 


brain occurring as a result of distortion of the skull; 


1. Grundfest, H. Cold Harbor Symposia on Quantitative Biology, 1936, 
vol. Iv, p. 179. ` 


could arise even if the skull were absolutely undeform- - 


coup and contrecoup injuries, is erroneous. 


The centrifugal and coriolis forces called into lay by a 


the rotation can also be neglected, because they are 


vs thé 3 able. These are called into play by the change in the “te 
on a retractor to papduce quite a large deformation of the velocity of the head 1 the blow. The most lit 
brain—nothing remotely comparable with 10,000 tons. =. general type of change in velocity which a blow can zig 
(d) Compared with the feeble rigidity of the brain the produce can be analysed into a change in the straight- w. 
rigidity of the skull is very great. For example, it takes fine, or linear, velocity together with a change in the tit 
about I ton to reduce the diameter of the skull by 16m. rotational velocity about some axis. .Hence the forces iaa] 
(e) The shape of the skull and brain are important in which the most general type of change in velocity can du 
deciding the location of injuries. T , produce can be analysed into the linear acceleration ‘kt 
(f) It is reasonable to suppose that the brain behaves like forces due to the change in linear velocity, and centri- ug 
the substances whose properties have so far been studied, and fugal forces, coriolis forces and rotational acceleration wu 
therefore that it is injured when its constituent particles are forces, due to the change in rotational velocity. The 41 
pulled so far apart that they do not join up again properly linear acceleration forces tend to produce compressional hh 
when the blow is over: In the case of a substance such as or rarefactional strains which, from (f), have no injurious tk“ 
brain, whose modulus of incompressibility (bulk modulus) is effect. The shear-strains, which are also produced by *. 
large compared with its modulus of rigidity, the amount of the linear acceleration, are small. They are produced `w) 
pulling apart of the constituent particles is proportional to mainly in the neighbourhood of foramina where tissue b 
the shear-strain. (Shear-strain, or slide, is the type of has a tendency to be extruded or sucked in, and in the 1 
deformation which occurs in a pack of cards, when it is neighbourhood of ventricles owing to the slight difference tẹ 
,deformed from a neat rectangular pile into an oblique-angled jn density between CSF and brain tissue. These shear- tiy 
pe) Hence the shear-strain present at any point in the strains produced by the linear acceleration forces are ti 
rain should be at any rate a rough measure of the probability small compared with those atcompanying the change in 
of injury at that point. In other words, shear-strains are the rotational velocity, and may therefore be neglected, at ny 
cause of injury, whereas compression and rarefaction strains any rate as a first approximation. mi 3 iir 
aro not. This is in conformity with tho known results for Blood as well as tissue can be sucked in or pressed out ‘vy 
peripheral nerve. Thus, Grundfest* found that nerves through foramina as a result of either the linear accel- my 
continued to conduct when subjected to a compression strain gration or the skull bending, but owing to the viscosity. 
due to æ pure hydrostatic pressure of 10,000 Ib. per sq. in. and inertia of the blood the amount involved is small. &. 
Of course, this hydrostatic pressure is vastly greater than In addition the effect only lasts during the blow. Hence, a 
anything which can arise in a head injury. If, however, the jt can be neglected, at any rate as a first approximation. A 
Pressure is not a purely hydrostatic one—if it is different in In any case it can never be the cause of, say, small Lig 
different directions—it must involve some shear, and a very capillary hemorrhages‘in regions remote from foramina. f 
small pressure of this type may be sufficient to injure a nerve. That no appreciable relative movement takes place 
The injuries to nerves produced by crushing with forceps or between the constituent parts of the brain as a result of ty 
by stretching are examples of the effects of shear. Even the linear acceleration may readily be verified by anyone y 4 
when a nerve is squeezed with a pressure-cuff, the pressures Who cares to fill a narrow-necked flask with water, and st 
are not equal at all places and in all directions, and therefore to add a little shredded cotton-wool in order to render 
there are shear · stresses. It is undoubtedly these shear- visible any movement of the water. A purely. linear 0 
stresses, and not the hydrostatic pressure, which produce the change in the velocity of the flask produces no visible a 
effects on the nerve. i effect in the water it moves bodily with the flask. 10 
On the basis of the five properties (a-e) of the Water has no rigidity, so that very small forces tending y 
skull-brain system, one can predict the distribution of to produce deformations in the water would readily be „ 
shear-strains, and therefore the locations of injuries, detected if they existed. The idea that the brain is as 
resulting from various types of blow. The mathematical loose inside the skull, and that when the head is struck x 
theory falls naturally’ into two halves: (1) injury to the it rattles about like a die in a box, thereby causing, 
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: small, and not of a type very liable to cause injury. 


Usually the rotational acceleration forces are the main 
cause of brain injury. That the change in the rotational 
velocity of the head is likely to cause injury. may easily 
be seen by giving a sudden rotation to the flask full, of 
water mentioned previously. The water tends to stay 
behind, and only the flask rotates.. Hence, as a result 


| of the rotation a particle of water attached to the inside 


surface of the flask becomes separated from a neighbour- 


| 
| 


— 
y 
b 
j 


— g » —:=:gAʃ1ʃ A e ea —.ꝗ32¾;ͤ :U . E i i z 
. Coker E. G. and Filon, L. N. G. Treatise on Photoelasticity, Cambridge, 


g. 1 is a pa gitt 
through the tip of the teniporal lobe. 


. p 


ing particle not thus attached. Large shear-strains are 
N Water is, of course, less rigid than the 
brain, so that this model exaggerates the effect of 


‘shearing stresses. 


Fi parasagittal section of the brain passing 
The shear-strains 
shown in it are those which are produced by. a rotation 
such as might be caused by a blow on the occiput. The 

was obtained by making a model of this cross- 


; section of the brain oud of 5% gelatin, with 3% formalin 
added as a ‘preservative. The gelatin was cast into the 


-wax skull,“ and then cut free with a taut wire. 
After this, the model was allowed to stand until slight 
adhesions grew- across the water-filled gap between 
„brain and skull.“ By this means there was 
obtained a shear-strain distribution which was inter- 


“| mediate between that for the brain completely free 
‘+ from the “ski ; 
. attached to the sk 
‘| tough mathematical correspondence with the attach- 
ments between the pia and the somewhat less extensible 
| arachnoid. When the model, placed in a circular 


” and that for the brain firmly 
. The gelatin adhesions had a 


polariscope, was given a sudden forwards rotation, the 


+ shear-strains in the gelatin became visible owing to the 


colours they produced in the field of view (Coker and 


į Filon).2 A f 
‘+ The strains could be calculated mathematically by the 
method of relaxations. Hence the jelly is to be regarded 


merely as an elegant and rapid calculator of the strains 
ina system with the proporties (a-e). Gelatin is used 
merely: for convenience. xactly the same shear-strains 
wo arise, for example, in glass or metal, Even in 
the case of an alloy consisting of an aggregate of crystals 
of different sizes, shapes, densities and elasticities, the 
shear-strains, averaged over regions large compared with 
the size of the crystals, are exactly the same as in 


+ gelatin. But, the average shear-strain in a particular 


region of an alloy gives no clue as to. what exactly 
happens to the crystals there. For example, the crystals 


may themselves be uniformly strained, or they may be 
‘} strained only in parts, or they may merely move relative 


to one another, -In the same way, though the shear- 


strains obtained from the jelly model indicate the regions 
| Of brain liable to damage, , 
“| what this damage consists. It may consist of tearing 
4 of blood-vessels, tearing of axons, ‘disrupting of cell 
bodies, tearing apart of synapses, or injuring of some 


hey: give no indication of 


parts of the nerves by amounts insufficient to cause actual 


reakage. 
931 


ee Fig. 1—Intensity of the shear-strains resulting from a forwards rotation caused by a blow on the occiput, 
Fig. 2—intensity of the shear-strains due to a rotation in the horizontal plane caused by a blow near the 
5 Fig. 3—Intensity of the shear-strains due to a rotation In the coronal plane caused by a blow above the ear. 


* Key—Scale of.maximum shearestrain (= distortion) in arbitrary units of shear. The units differ in the three diagrams? = 


upper jaw or temples. 


` 


The most prominent features of fig. 1 are thè large P 


amount of shear-strain in the anterior part of the 
temporal lobe, and the comparative absence of shear- 
strain in the cerebellum. The main reason for the 
large amount of ‘shear-strain at the tip of the temporal 
lobe is that the skull gets a good grip on the brain in this 


region owing to the inwardly projecting ridge of the | 
Iesser wing of the sphenoid bone, so that the skull rotates 


the brain mainly by means of the force it exerts on this 
portion of the brain. Hence this is where most of the 


k : 1 


strains appear. Elsewhere the brain tends to slip 


somewhat relative to the skull, so that smaller strains 
are produced. The relative slip between brain and 
skull is greatest near the vertex, which is far removed 


from any place where the skull can get a grip on the 


brain to turn it round. Hence the brain tends to get 
left behind in this region and it therefore rubs against 
the skull more than in other places. The superficial 
region of strain in the vertex is due to the. effect of 


friction and connexions between skull and brain. This ae 


allows the skull to get a small amount of grip on the 
brain. In the case we are considering, of a blow. an the. 
occiput, this region of superficial shear-strain due to 
rubbing would extend to the: falx, against which the 
brain would rub in the same way as against the vertex. 
of the skull. The comparative absence of strain in the 
lateral cerebellar lobe is due mainly to its small size —it. 
does. not require such large forces to make it ‘rotate as., 
are required to make the cerebrum rotate. ` It should be. 


noted that there is hardly any part of the brain which 


is completely free from strain, „ 
What evidence there is from. autopsies in the case of 
blows on the occiput confirms a distribution of heemor- 
rhages corrésponding..roughly to the areas of highest 
strain shown in fig. 1 (see, for example, Courville).® 


It is, of course, possible that the brain is also damaged in 


regions where the strain is insufficient to cause ` 
hæemorrhage. i a 


That shear-strains correspond to damage in the case 


of a jelly is shown by fig. 4, which is & photograph of the 
mode] taken after it had been subjected to a more 
violent rotational jerking. Note that; besides-the-region 
of extreme fragmentation in the temporal and. frontal 
lobes there is a superficial layer\near the vertex. The 


slight damare in the lateral.sinus and occipital pole is an 


artefact. The appearance of the jelly is remarkably © 


similar to the post-mortem: appearance of a brain after 


an extremely severe occipital injury. l 
Figs..2 and 3 are shear-strain diagrams for typical 
horizontal and coronal. sections rotated in their own 
planes. Fig. 2 shows the. effect of-a rotation which 
would be most easily produced in real life by a sideways 
blow in the neighbourhood. of the upper jaw. It would 
also be produced to some extent by a sideways blow on 
the temples. The rotation in fig. 3 corresponds to that 
which is most easily produced by a blow above the ear. 


Both these sections are somewhat more. unsatisfactory 


than the previous one because the. effect, on the section 
considered, of strains in neighbouring sections is more 


3. Courville, O. B. Arch. Surg. 1942, 45, 19. 
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marked than before. In addition, both, these sections 

Should really have sections of ventricle included in 
them. This would disturb the strain system somewhat; 
and there would be a tendency for the strains to con- 


gregate near the ventricular walls. An ‘unsatisfactory. 


feature of fig.-3 is that the cavernous sinus is really 
more yielding than bone, whereas in the model it is 


just as unyielding.: In spite of these defects, however, 


` figs. 2 and 3 do correspond reasonably well to the injuries 


caused by temporal and high parietal blows respectively. 


The main discrepancy between these figures and the 


1 


never move away from the interior skull surfac 
‘therefore only slide along it. Since the dura is com- 


Hence 


` vertex, since it is 


region for hemorrhages of this type. 


- post-mortem findings is that, by all accounts, the super- 


ficial injury at tlie sides of the temporal lobes shown in 


fig. 2 appears to be found at one side only—usually, 
though not invariably, a opposite side to the side of 


the blow (Courville è). It must be remembered, how- 
evet, that these two. figures refer only to those unusual 


cases in which the rotations are exactly in the planes of 
the sections. 


It will be just as unusual therefore to 
find exactly symmetrical damage of this type as it is to 
find exactly symmetrical damage due to a blow on the 
occiput. There are other less obvious factors making 
for asymmetry. « beth. E E pe. gd 

As the brain is so incompressible, it will be impossible 
for any empty spaces to be formed anywhere as a result 
of the blow. Hence, since no spaces dan be formed 
between the skull and brain, the surface of the prain can 
e: it can 


paratively firmly attached to the skull, the motion of 
the dura relative to the skull will Ph be negligible. 

nce the main motion must be the sliding of the pia 
relative to the arachnoid and of the arachnoid relative 
to the dura—the latter being presumably greater. In 
this process the vessels which drain the cortical veins 


Fig. Effect on a jelly of a violent rotational jerking In Its own plane. 


into the venous sintses will be stretched, and may break 


anywhere along their length, causing subdural or 
subarachnoid hemorrhages. For a rotation in the plane 
of fig. 1, the relative sliding motion is greatest near the 
‘furthest removed from any place 
where the skull or dural processes are.so shaped as to get 
a good gripon the brain. Hence this is the most probable 
For rotations in 
the planes of figs. 2 and 8 the sliding is greatest at the 
sides of the convexities, but there are no communicating 
veins in this position. For all directions of rotation the 
sliding is minimal in the neighbourhood of the base, 80 
that the cranial nerves, arteries and veins of the base 
usually escape rotational damage. When the pia moves 
relative to the arachnoid, the tethering trabecule and 
perforating vessels may be torn. This type of injury 
js most likely to occur near the vertex for fotations in 
the plane of fig. 1, and at the sides for rotations in the 


-planes of either figs. 2 or 3. 


I the gelatin model were given a purely linear change 


in velocity, no shear-strains would be visible, because, 
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there will be no rotational injury. _Denny-Brown and: 


and therefore the rotational velocity it can produce is 
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as previously mentioned, a. change in linear velocity 
tends to produce compression and rarefaction only. 
Hence, fór, a system with the properties (a-e) the theory! 
of contrecoup is without physical foundation. The so- 
called contrecoup injuries are really rotational injuries. 

‘The distribution of shear-strain'in a real brain depends | A 
to some extent on factors which are not accurately. 
known. Hence there may be considerable deviations y. 
from the distribution shown in figs. 1, 2 and 3. These): 


figures do, however, give good grounds for believing- 


that hęad injury is primarily a problem in pure physics, 


and consequently that rotations are of paramount 


importance. The results which follow, being dependent; i 
only on the neglect of all the effects of the blow except © 
the rotation, are more certains = ee oon 
If there is no rotation or only a very small or slow one, 
there is no rotational injury. Thus, if the head is-so well 
fixed that it cannot rotate at all when it receives a blow, 


| 


Ritchie Russell“ found that it was very difficult tol,,, 


produce concussion in cats when the head was fixed, but. 


easy when it was free to move. This points to the fact: 


that concussion is a rotational injury. One would" 


certainly expect it to be so because skull-distortion 


injury is localised, and because much greater local injury ‘MI 
to the cerebral hemispheres can be produced at operation à% 
without loss of consciousness. As is shown in figs. 1, 25™ 


and 3, rotational shear-strains: are present: throughout ëM 


‘the whole brain in greater or lesser degree, and area 


therefore much more likely to be the cause of a pheno- a 
menon such as. unconsciousness. Up to the present,}#) 
technical difficulties have prevented any. estimation ofiii 
the shear-strains in the brain stem. When a persons tl 
head is crushed between the slowly moving buffers of 
two railway. trucks in a shunting accident, only a slow ‘i 
rotation can be produced; and in such accidents there is i% 
usually no concussion. „ n ae e 
The momentum of & rifle bullet is surprisingly Smál y ma 
small. Ifa 10 g. bullet travelling at 400 metres per sec. An 
is completely stopped by the head, the rotational velocity uu 
produced is about the same as that produced when onen 
walks into a wall at.2 miles per hour. It is well known: 
that wounds from low- velocity bullets often do notti 
produce concussion. A bullet, owing to its small mass, 
is an example of an object having a large kinetic energy ¿ul 
and at the same time a small momentum.. It is owing ti 
to this that in low- velocity gunshot wounds the-plainly ùu 
visible injury to scalp, skull and brain in the path of theik, 
bullet (which depends mainly on the kinetic energy) is d 
much larger than the invisible damage due to rotation't, 
(which depends mainly on the momentum). On theta 
other hand, when the head hits a wall or a pavement, the: k 
masses involved. are large so that the kinetic energies! xi 
are small and the momenta large. Hence the plainly) dr 
visible injury. is in this case small compared with thet 
invisible damage due to rotation. Now objects which ex 
are generally found in motion—bullets, balls, bricks, &. r 
—are usually less massive than the stationary’ objects. 
which one’s head is likely to hit. Hence collisions with fy, 
objects will usually produce more rotational; 
damage than one would expect from the external injury. ui 
This is no doubt why it is often said that it makes.at; 
difference whether the head or the object causing they, 
injury is in motion—a statement. which, taken at its face t 
value, is clearly absurd. For certain directions of blow i, 
at certain points of the head—notably .points on the y 
midline—a blow, however hard, produces no rotation. Xy 
In association football, the direction of the ball and the d 
point of the head at which it is headed.” are related in: 
such a way that little rotation is produced by the impact. 
As an example of the opposite effect, one of the easiest y, 
ways of producing a rapid rotation of the head is to x, 
strike the chin sideways and upwards. This is the 
favourite knock-out blow in boxing. es K 
For blows of long duration, the shear-strains in the: 
brain are proportional, to the force. (assuming that the. 
direction and point of application remain constant). 


e 2 * 


That is to say, the injury is independent of the time for }\ 


which the force acts. Hence. one might say, from N 
Newton’s second law, that the injury is proportional to ~ 
the acceleration, or rate of change of velocity of the head. 
On the other hand, for very short blows the injury is d, 


4. Denny-Brown, D., and Russell, W. R. Brain, 1041, 64, 93. | 


Ny 


Y 
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e e. „ 


j Re SSection showing. . symmetry combined with positive-negative 


aah AE symmetry. im the detalls. 


i 8110 to the force multiplied by the time for 
; whi it acts.: Hence, from Newton’s second law, the 
Jinfury is proportional to the change of velocity of the 
A bead and not to the rate of change —i. e., acceleration. 
[Pe this reason, the term ‘acceleration concussion 
may well prove misleading. The change-over from one 
uw of injury to the other occurs gradually somewhere in 


Í the region between 4/5 and 1/500 sec. Experiments are 


Ho forces of long duration. 


moduces no effect, and using the theorem in kinematics 
that any rotation about any axis is equivalent to an 
qual rotation about any other axis together with a 
translation, we. have the result that equal. rotations about 
all parallel axes produce exactly the same injury. For 
“example, it makes no difference whether the rotation 
takes place about an axis through the centre of the 


Figs. 2 and 8 show sections of the brain in which the 
“right-hand side is the mirror-image of the left-hand side. 
"ihe strains on the right-hand side are also the mirror- 
Rage of the strains on the left-hand side. This sym- 


Ping in the median plane. But this result only holds 


ti th s modulus: of elasticity for stretches. parallel to 
Ethe fibre directions may be different from the modulus 
| tches perpendicular to the fibre directions, and in 
1 hich the relationship between stress and strain -is 
“honlinear, this symmetry is not perfect. A more 


“About any axis in the median plane is as follows: the 


ehrte scale injury on one side of a symmetrical section 
Wf the brain is approximately the mirror-image of the 
Uratge-scale -injury on the other side, but the minor 

Hails need not be mirror-images—for example, they 
ay in exceptional circumstances be as it were negatives 
i none side and positives on the other. Fig. 5 shows 
e predicted effect. The injured gyri on one side 
a respond to the injured gyri on the other, but in 
h individual gyrus an injured portion on one 


other. 
P} In the case of symmetrical sections, we can at once see 
: whether the rotation consists of a bending to the 
or a bending in the opposite direction, the large- 
e injury, being. symmetrical, will be approximately 
posame in either case. But it can be shown that this 
t is not confined to symmetrical sections. For 
ple, theory shows that the large-scale injury 
foduced by the rotation which occurs when the head is 
Puck centrally on the occiput is approximately the 
ame as that produced by the opposite rotation which 
when the head.is struck centrally on the forehead 


the eee and e temporal regions result 


Jin progress to find a more accurate value for the critical 


distribution of the shear-strains. Figs. 15 2 and 3 refer 
‘i Using. the fact that the change in linear velocity | 


ain or about a parattel. one through a point in the 


~aeurately in the case of simple substances such as 
Jatin. For substances such as brain, in which the 


is the mirror-image f an. uninjured N on 


R. 1 refers in fact to either blow). The details may, 
jc Pwever, be different. In this connexion a remark by 
e is interesting: Essentially identical lesions 


ec oy 
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from contact’ of either the frontal region or the occipital 
region of the moving head.“ 


' SUMMARY 
The theory of head i injury is developed o on the assump- ' 
tion that, during and immediately after the blow, all 
factors other than the purely physical can be neglected. . 
On this assumption there are two main causes of 
‘injury: .(1) deformation of the skull with or without 
fracture; and (2) sudden rotation of the head which is 
responsible for the so-called contrecoup. injuries, for 
some intracranial hemorrhages and pro ably for con- 
cussion. 
The agreement between the theoretical predictions 
and the ‘observed facts is good, considering the number 
of data: which are only imperfectly known. Hence one 


can be reasonably confident t that only minor modifications `’ 


to the theory will be necessary to explain. quantitatively 
the usual type of accident. 
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This research would not have'succeeded without the help of, 
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Dr. Dorothy S. Russell, Mr. G. F. Rowbotham, Dr. A. H. T. 
Robb - Smith and Dr. “David Whitteridge, together with the 
facilities of the Oxford. University Laboratory of Pane ee 
placed at my disposal by Prof. E. G. J Liddell. 


| , EFFECTS OF DRINKING 8 
SMALL QUANTITIES OF SEA-WATER ` 
N ANN EXPERIMENTAL STUDY: ` : i 
W. S. 8. LADELL, M R CS 
(From the. Research Unit, National: Hospital, Queen Sgudre) 


DURING the last year work has been carried out in this 
1 for the Medical Research Council's committee 


on the care of shipwrecked personnel (MRC War Memo- 


randum No. 8), on the physiology of subjects irecelving 
the same food and water as shipwrecked men in lifeboats 
A full report of all the work has been prepared and wil 


be published elsewhere; in the meantime {results and k 
conclusions which have to do with the consumption of 
sea- water are presented here. In particular the effects 


of drinking sea - water upon the chloride balance, the urea ` 
excretion, the urinary output, and the body-weight 


Boal bation holds for rotations about Any afia ` losses of the shipwrecked man—called for short, the 


“ man- on the raft —are considered in some detail. 
Some references bo experiments i in which salt water was. 
not drunk are also made. 

An extensive series. of experiments. has shown that a 


man requires between 800 C. em. and 1000 c. om. of water 


per day to satisfy all his requirements, the actual amount 


varying with the previous metabolic history of the 
subject, his activity and his diet during the experiment. 


With an intake less than this he contracts a water 7 
debt ” to his own tissues. It. was found that a man in 
water debt continues to produce 350-450 c. m. of urine 


per day. The same low output was found whether the 


water debt was large or small and it was maintained 
throughout thé longest experiments, which were for no 
water intake 4 days, and for limited water intake 10 days 
(1 day no water; 5 days 540 c. cm.; 4 days 60 c. em. per 
day). During the period of low urinary output the urea 
concentration in the urine rose to as much as 6% but the 
total urea output was inadequate , and there was nitrogen- 
retention with a rise in blood-urea. At the same time 
salt losses in the urine were high on the first day, but they 
fell in a day or two to a low level. In all experiments the 
diet provided not more than 1 gramme of. sodium 


chloride daily, but the excretion was greater than this, 


so there was always a slight negative salt-balance in those 
experiments where no sea-water or saline was drunk. 


In addition to. the physiological. effects which are 


‘described later there was, under these experimental 
conditions, a definite psychological value in having the 


extra volume of fluid available for drinking, even though 
it was salt to taste. This was not only my Personal 


<% Receiving a research ch, grant from the Medical -Research Council. 


t The secretary, Dr. B Platt, me us 15 point out that the Wang 
mittee, in Memorandum No do not recommend the d 

of sea-water. In reaching this decision they took account af 

other relevant Taotorg „besides the ee recorded in the 
present N —ED. i 
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TABLE I—OUTLINE OF EXPERIMENTS 


Experiment number: 


2a ſtroltoſ 2b jtrolto 4 
Subjects a 6 5 2 
Waterless period. Days 111 1 
_ Preliminary Days Pan ee 5 2 
fresh water Bally intake | 
period (c.cm.) ‘is 340% 370 
Days 8 5 3 
— Daily fresh 
k . 5 340 d 
o. m. 
water © 
period (1) | (ccom. 0 400 
aily sodium 
chloride in- 
take (c.) 88 14 
Days 4 4 11 
Dally fresh / 
(en. a e 60 60 o0 
“drinking d Dally ee 
; we : 
period (2) icom.) 0 180 | 240 
aily sodium 
chloride in- l 
(take (g.) 0 6-3] 14 


* The subjects. in this control experiment had ae goa- walor supple- 
ment in the second period and formed experiment 3. 

t Saline; in all other experiments sea-water was 

t The subsecta in experiment 2a had no sea-water in iho second 
period and became a control group for 2b and 3. 


experience but was confirmed by unsolicited statements 
from, and by careful Miterrogation of, the subjects. 


EXPERIMENTAL PROCEDURE 


Four experiments have been carried out, with subjects 
drinking salt water or saline while in water debt. Table 1 
gives the plan of each experiment. In the first three 
experiments the subjects were observed for the 24 hours 
immediately before the experiment, when their food and 
water intake was still unrestricted. In all the experi- 
ments the food ingested was the 10 shipwreck diet“; 
this comprises 1 oz. each per day of: biscuits; sweetened 
condensed milk; butter, fat or margarine ; "and choco- 
late. In experiment 1, after an initial waterless day, 
three subjects, for 41 days, drank each day 240 c.cm. of 


fresh water supplemented with 180 c.cm. 3-5% sodium 


chloride solution. In experiment 2, 
subjects, again after an initial 1 ` 
day drank, each day for 5 days, 540 c. m. 


of fresh water supplemented with 180 c. m. 60 
ofsea-water; these subjects were compared 
with a, control group of eleven under 
exactly the same conditions but without 
the sea-water supplement. After the 5-day 50 


period with 540 c. m. of fresh water daily 
the sea-water drinking subjects were 
divided into two groups; one group ef 
five (2a) ceased having the sea-water 
- supplement and had a further period of 4 
days with only 60 c.cm. of fresh water , 
daily; the other group (2b) for the same 
period also had their fresh water cut to 60 
c.cm. per day, but continued with the sea- 
water supplement of 180 c.cm. All the 
members of the control group already 
mentioned had their water intake reduced 
after the initial period with 540 c.cm. per 
day, to 60 c.cm. per day for the last 4 
days, and five of these subjects received a 
sea-water supplement during this time of 
180 c. em. per day, making experiment 3. 
In experiments 1, 2 and 3, involving 
seventeen different subjects (one subject 
took part in both experiments 1 and 2) the 
daily intake of sodium chloride was 6:3 g. 
The sea-water used contained only 3:2% 
of sodium chloride and not 3°5%, so the- r 5 
daily intake was fixed in practice by 
adjusting the actual salt content of the 
sea-water. In experiment 4 the subject 
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who had been in both experiments 1 and 2 and 
another subject had, while on the shipwreck diet, first & 
control day with unlimited water, then a waterless day, 
followed by 2 days with 370 c.cm. fresh water daily; 
for the next days they received daily 240 c. m. of fresh: 
water with a sea-water supplement of 400 c.cm..and for 
the last 36 hours no fresh water at all but a total of 600 
c.cm. of sea-water. Added sea-salts, obtained by eva- 
porating a portion of the same sample of sea-water to 
dryness, brought the sodium chloride concentration in the 
sea-water up to 35%, and the daily intake of salt was 
therefore 14 g. for the last 43 days. | 
| 

RESULTS i 

Chloride balance.—In all four experiménts there was i 
lag in the excretion of sodium chloride. For the first 22 
hours or more after beginning to take the salt water ther, 
was little change in the volume of urine excretion, with" 
no rise in the chloride concentration, and hence there wai 
a chloride retention ; then suddenly, within the space of 17 


few hours there was a great rise in the chloride concentra- 


tion of the urine; and some increase in the-urine volumes 
though the rise in this was more gradual ; thereafter ther. 
was a balance between daily chloride intake and dail. 
chloride excretion. It was noticed that the chlorid“ 
retained during the latent period between increaset® 
chloride intake and increased chloride excretion balance” 
the amount of chloride that had been lost in the prelimir™ 
ary period upon the shipwreck diet with no water on 
limited water intake. This is the first point of interest. l 
its possible significance is discussed later. 

Nitrogen retention and, blood-urea.—The ni 
retention varied according to the condition of the exper 
ment. In expts. 1, 2a and 2b the blood-urea rosu 
during the waterless day an average of 8 mg. per 10t 
c.cm.;, on drinking saline or sea-water there was net 
further change in the blood-urea throughout the perica. 
of the experiment in 1 and 2a, and throughout the fir4l 
In the control group to expt. 2 the averafi 
rise was 8-4 mg. during the waterless day, and a 
blood-urea rose no further during the period when 
water intake was 540 c.cm. pef May with no aea aloh 
At this level of fresh water intake, therefore, sea - watt en 
had no effect on nitrogen retention. In the secory 
period of expt. 2b and in expt. 3 the blood-urea rose in t 
4 day period an average of 9 mg. per 100 c.cm. of bloc 
above its previous raised though constant level: but v0 


the control group having the same amount of fresh water 


and the same diet and activity, but no sea- water, they 
average rise was 17:5 mg. In expt. 4 the blood-urem 


a 


BLOOD-UREA CHANGES DURING WAFER DEPRIVATION (subject 2 10 


_ A: NO WATER | , hs 
' ‘THROUGHOUT an 
d 240 ccm FRESHWATER! 400 cem de 


PER DAY | PER DAY ow 
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blood changes. 
‘| water was drunk daily, at first with 240 c.cm. of fresh 


with the same limited intake of fresh water. 
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TABLE II—BLOOD AND URINE INVESTIGATIONS IN EXPERIMENT 4 -\ 


Conditions : 
shipwreck diet Subject 1 Subject 2 
and 
Day , Urine ` Blood-urea 
of expt. Fresh Sea- g Mid 8 4 
water | water | Naci | Urea NaCl | Urea 0 | 
(c. em.) (c. em.) RS output | output RAL. output | output night an hea 
g. g. g. g. mg. per 100 o. om. 
1 Unlimited Ni 2260 8-54 | 25-78 2750 7-51 | 25-36 | 273 155 22-7 
2 Nil Nil 1567 2-65 13-09 1535 1-90 15-74 22°7 26-6 37-6 
8 370 Nil 872 108 17°28 $90 1-26 16-90 35-7 37°6 37-3 
4 370 Nil 382 0:87 20°34 865 0°70 17°19 38-0 85-4 34-7 
5 240 400 450 3°41 21-47 466 2-90 16-82 34.0 36-6 28 · 9 
6 240 400 620 10-11 19-25 784 10-23 17°99 28 · 6 25 · 9 28-1 
7 240 400 704 13°46 18-36 825 4-26 18-86 28-2 24-3 29-5 
3 Nil 400 765 15-57 19:22 840 15°28 17°66 26-9 26:9 31 ·5 
mat day) Ng 200 442 9-88 8-59 438 8-69 10-05 38-1 32°1 Te 
(half day)| Unlimited | Nü 4031 | 17°88 | 39-37 1807 | 787 | 2967 | .. 5 82-1 
(balf day) è 36-1 23-6 


* Second half of day 9, and first half of day 10 formed the rehydration period—unlimited food and water intake. Diet rich in protein. 


raised during the waterless day, fell when the subject 


began to drink sea-water, to the pre-experimental level 


and remained there (see figure, curve B). The changes in 
the blood-urea may be of gonsiderable importance ; their 
mechanism will be discussed later. | f 
Urinary excretion.-—A diuresis occurred in all experi- 
ments in which sea-water or saline was drunk. No 
diuresis ever followed drinking fresh water in quantities 
insufficient to repay the water debt. The urine output 
was raised above the basic level of 350-450 c.cm. per day 
by an amount which was not, on the average, found to 
exceed. the volume of the ingested saline or sea-water. 
In the first part of expt. 2, the average urine output was 
534 c. m. per day; in the control group, having the same 


diet, leading the same life, and g the same amount 


of fresh water but no sea-water, the average daily urine 


output was 412 c. m. The diuresis did not in most cases 
equal in volume the volume of water that had been 
ingested as 3-5% saline or sea-water. 2 
Table II summarises the results of expt. 4; in addition 
to the changes in the urinary excretions it also shows the 
In this experiment 400 c. om. of sea- 


water, and later with no fresh water; because of this 


greater intake the diuresis was greater than in the other 


experiments. In all experiments the ingested chloride 
was entirely excreted after the initial retention, without 
interfering with urea excretion. In experiments 2 and 3 
the total daily urea excretion was slightly greater than 
that of the control subjects not drinking sea-water but 
| Changes 
in the urea excretion were reflected by changes in the 
blood- urea. In expts. 1 and 2, when there was a rela- 
tively high fresh water intake with 180 c.cm. of sea-water 
per day, the blood-urea remained at a relatively low 
level. In the second period of expt. 2b and in expt. 3 the 
sea-water intake was still 180 c.cm. per day, but the fresh 
water was only 60 c.cm. per day ; in these subjects the 
blood-urea rose, but less than in the control subjects. 
In expt. 4, with 400 c.cm. of sea-water daily, there was a 
fall in the blood-urea to the normal figure (see figure, 
curve B). The final effect, therefore, of the diuresis 
varies with the level of fresh water intake and the amount 


of sea-water taken; this point is further discussed 


below. 

Body-weight.—The rate of weight loss was not much 
affected by drinking sea-water. . The average weight 
loss of the subjects in expts. 2a and 2b, when they were 
drinking 540 c.cm. of fresh water and 180 c.cm. of 
sea-water per day, was the same as that of the subjects 
in the control group who had the same fresh water but 
no sea-water. In the second part of expts. 2b and 3, 
the daily fresh water intake was only 60 c.cm. but 
there was 4 sea-water supplement of 180 c. cm. per 
day ; these subjects lost during the whole 4-day period 
an average of 3:90% of the initial body-weight for 
the 4-day period, while the average weight loss for the 
control subjects was 4.540%. In expt. 1, subject 1 was 

i 240 c.cm. of fresh water and 180 c. m. of 3-5% 
sodium chloride each day ; his rate of weight-loss in the 


experiment was definitely less than in a previous experi- 
ment when he drank the same amount of fresh water, ate . 
substantially the same diet, but had no sea-water. No 
comparisons were available for expt. 4, but the body- 
weight curves of both subjects showed definite fluctua- 
tions at the time of the change from 370 c.cm. of fresh 
water daily to 240 c.cm. of fresh water with 400 c.cm. of 
sea-water; these fluctuations suggested a diminished 
rate of weight-loss when sea-water was drunk. 
further discussion on this point is necessary. 


' DISCUSSION 


From these experiments several important points 
emerge. The first is that the man on the raft, on the 
shipwreck diet, when he is not drinking sea-water is in 
negative chloride balance. If and when he begins to 
drink salt water, chloride is retained until the amount 
of chloride previously lost is made. good. The initial loss 
of chloride from the body must result in an absolute salt 
deficiency ; but, relative to the fluid content of the body, 
there is no actual salt deficiency during water depriva- 
tion. This is shown by the increase in the concentration 
of the sodium in the serum (my own observations ; 
unpublished observations by McCance, 1943; Russel 
Elkinton and Taffel (1942), which indicates a general rise 
in the body osmotic pressure. Sodium chloride loss is 
generally associated with a loss of extracellular fluid. 
Wiley and Wiley (1933) from observations on the sodium 
and potassium losses in the urine deduced that the water 
lost early in water-deprivation is from extracellular 
sources, and that that lost later is mostly intracellular 
in origin. Russel Elkinton and Taffel fasted dogs com- 
pletely (neither food nor water) for 12 days, making full 
metabolic studies. They confirmed on dogs Wiley and 
Wiley’s observation on men, and also showed that the 
gaa pane losses were greater than the amount that would 

e made available from the tissue breakdown as indicated 
by nitrogen excretion. They calculated that more intra- 
cellular water was lost than could be accounted for 
osmotically and from tissue breakdown; it was found 
that 30-55% of the original intracellular water was lost, 
compared with only 20-38% of the extracellular water. 
They suggest that the tendency is for the body to 
conserve its extracellular fluid at the expense of the 
intracellular. | 

The restoration of the total sodium-chloride content of 
the body to its pre- experimental level seen in the present 
experiments may have been another manifestation of the 
same tendency. This relative retention of chlorides will 
give rise to an increase of osmotic pressure in the extra- 
cellular fluid. In consequence, water is immediately 
drawn out of the cells to restore the osmotic balance and 
thereby replenishes the depleted extracellular reservoir 
at the expense of the intracellular fluid. This must 
occur, but whether it is part of a protective mechanism or 


‘only a coincidence it is not possible to say from the present 


evidence. N 

The amount of sea-water allowed was calculated on the 
assumptions, first, that at low levels òf intake at least 
66% of the water ingested as sea-water is excreted as 


Noo 
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urine additional to the basic output of 400 c.cm. per day ; 
and second, that all the urine excreted under such 
circumstances can carry the maximum concentration of 
sodium chloride, that is, 2% (Davies et al. 1922). If æ 
c.cm. of sea water are or otherwise ingested. the 
sodium chloride intake will be 35% mg.; the urine output 
will be (400 + 0:66) c.cm. If there is to be no salt- 
retention then chloride output must equal chloride 
intake; if the urine contains the maximum amount of 
sodium chloride then at chloride balance 

7 35x = (400 + 0662020 

This gives an approximate value for æ of 400. In practice 
it was found that with 400 c.cm. of sea-water per day more 
than 66% of its water content was lost in the urine. The 
maximum concentration of sodium chloride in the urine 
observed by Davies and his colleagues was confirmed ; 
in experiment 4 the maximum chloride -concentration 


in the urine of subject 2 was 2:00% and in the urine of . 


subject 1, 2°80% of sodium chloride. 

No references have been found in the literature to the 
physiological effects of drinking sea-water but the effect 
of rectal instillation has been examined in some detail. 

‘Experiments have been reported by Foy, Altmann and 
Kondi (1942) on this subject, and Bradish and his col- 
leagues (1942) followed the effect of instillation of sea- 


water not only into the rectum but also up into the colon. 


The former workers gave repeated sea-water enemas to 
three subjects in the course of 80 hours during which they 
were deprived of Water; on the first day as much as 
1300 c.cm. were given, on the other days four enemas of 
200 c. cm. each; a control group had no sea-water 
enemas and was totally deprived of water for the same 
period. In the sea-water group there was a 50% greater 
weight loss, less hæmoconcentration (the authors con- 
sidered the hemoconcentration the same in both groups, 
but the figures suggest otherwise), and—except for one 
man who had a gross rise—only a slightly greater rise in 
blood-chloride concentration. . The latter workers, after 
“a condition of water deprivation was established 
instilled 600 c.cm of sea-water into the rectum and colon 
of normal subjects and into the colon of a patient with a 
colostomy; in all subjects weight-loss was increased. 
In the patient, samples recovered from the colon at 
intervals showed a progressive dilution, and not all the 
chloride could be recovered at the end of the experiment. 
The conclusion was arrived at that the sea-water became 
diluted by osmotic absorption of body fluid, ‘and that 
chloride was absorbed. Both groups of workers agree 
that sea-water per rectum during water deprivation 
accelerates the weight-loss, and increases the osmotic 
pressure of the body fluids because of chloride absorption. 

In both the above investigations large volumes of sea- 


'- water were used over a short period ; if smaller amounts 


had been used it is probable that different results would 
have been obtained. The kidney cannot excrete on an 
average more than 2% sodium chloride. Hence, if all the 
chloride is absorbed from the gut, and there is to be no 
chloride retained in the body, the volume of urine to be 
excreted must be at least 1-75 times the -volume of sea- 
water ingested, taking sea-water as containing 3:5% 
sodium chloride. Therefore if 400 c.cm. of sea-water are 
absorbed per day the urine volume must be 700 c.cm., 
that is, 300 c.cm. above the basic urine level and giving a 
gain of 100 c. em. of water; but with 800 c. om. the purine 
volume must be at least 1400 c. em., 1000 c. om. above the 
basic level thereby resulting in a loss of 200 c. em. of body 
water if all the salt is to be excreted. These calculations 
cannot be applied to the reported work on rectal instilla- 
tion as the amounts absorbed were not recorded by these 
workers. 

In regard to nitrogen- retention there are three different 
conditions to be discussed: complete deprivation of 
water; partial deprivation of water; and the ingestion 
of sea-water with or without small quantities of fresh 
water. 

During complete water. deprivation the total volume of 
body fluid is decreased, hence unless urea excretion is 
increased the concentration of urea in the body will rise. 
In addition the man on the raft is on a low calorie diet, 
so he has an increased tissue breakdown and increased 
urea production. Unless the clearance of urea increases 
therefore the urea concentration will rise. The total 
clearance depends on the concentration of urea in the 
urine ; this is governed by the urea concentration in the 


plasma. As the concentration in the body fluids, and. 
hence in the plasma, rises the concentration in the urine 


also rises, so that the ratio between urine-urea and plasma- 
urea concentrations (the U/P ratio) remains about the 
same. In this way the rate of rise in concentration of 
urea in the body fluids is kept in check and the concen- 
tration itself, as reflected by the parna uea rises only 
slowly. When, however, the ceiling concentration for 
urea in the urine is reached, further rises in p urea 
concentration can no longer be followed by rises in urine- 
urea concentration ; the U/P ratio falls but the urine 
volume is unchanged and so the plasma clearance is 
i ed and the concentration of urea in the body 
then rises more rapidly (see figure, curve A). 
When only a little water is drunk, the drain on the body 
fluids is diminished, therefore the potential rise in the 
urea concentration of the body fluids is less. The amount 


of urea that has to be excreted in order to prevent this 


rise in concentration is correspondingly smaller, and this 
level of excretion can be achieved at a concentration of 
urea in the urine at or: below the ceiling. This urea 
concentration is attained with a normal U/P ratio and 
only a slightly raised level of urea in the plasma; the 
plasma-urea remains steady at this slightly increased 
level (see figure, curve B). 


When sea-water alone is drunk the urine volume rises ; : 


if the U/P ratio remains high the clearance is increased. 
With 180 c.cm. of sea-water daily and very small 
quantities of fresh water (expt: 2b and expt. 3) the 
blood-urea still rose, though the average urea output 
per day was 1 g. greater than in the control group who 
had no sea-water. This difference in output was re- 


flected by the lower blood-urea levels in the subjects 


drinking sea-water. With 400 c.cm. of sea-water and 
240 c.cm. of fresh water per day the increased urine 
output permitted such a good clearance that a raised 
blood-urea was brought back to the pre-experimental 
level; and when the fresh water was discontinued there 
was only a slight increase in the blood-urea (see figure, 
curve B). Drinking sea-water, therefore, in these quan- 
tities diminishes or prevents nitrogen retention and 
possibly to this extent may benefit the man on the raft. 


SUMMARY 


The effects of drinking up to 400 c.cm. of sea-water . 


daily, when either totally or partially deprived of fresh 
water, and on the low-calorie and low-salt diet of the 
man on the raft may be summarised as follows: 


An increase in urine output, with an improved total. 


urea-clearance ; . 

-A slight gain to the body of water, because the extra 
water lost in the urine is less than the extra water ingested 
as sea-water ; i i 

An initial retention of chloride equal to the chloride 
lost before beginning to drink the sea-water; and subse- 
quently full excretion of all the chloride ingested. 

I wish to thank the Medical Director-General of the 
Navy for permission to carry 
ments at a Royal Naval Hospital, and the Surgeon Rear- 
Admiral commanding the hospital for the facilities extended 
to me there. I wish to express appreciation to the subjects 


who voluntarily underwent the rigorous conditions of the 


experiments, and to the laboratory and clinical staff without 
whose help much would have been left undone. I must also 
thank Dr. B. S. Platt and Dr. E. A. Carmichael for their 
encouragement. i 
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LCC NUR SERIES. During the past year admissions to 
the Council’s four London nurseries have néarly doubled 
and at present over 70 babies a week are being admitted. 
It is no longer possible to send enough children to short-stay 
nurseries in the reception areas to keep vacant cots in London 
for day-to-day needs. The Council is therefore opening a 
new nursery in Maitland Park Road, N.W.3, which will 
accommodate 36 babies. | 
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‘PNEUMONITIS ASSOCIATED WITH 
AUTOHAMAGGLUTINATION * 


S8. SHONE R. PASSMORE 
MD LOND, MROP DM OXFD 
MAJOR IMS CAPTAIN IMS 


(From a Combined Indian General Hospital, Middle East) 


WHILE investigating a case of fever, we observed 
that, when a drop of blood was placed on a slide, the 
red corpuscles immediately separated into clumps. 


Furthermore, when an attempt was made to count 
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at the nearby training centre. 


them, they were agglutinated in the diluting chamber 
of the hemocytometer pipette. In this patient, apart 
from the fever, the only clinical findings were moist 
sounds at the bases of the lungs. His illness appeared 
similar to that of other patients with fever and cough 
then under our care. Their blood was accordingly 
examined, and was.found to show clumping of red cells 
in varying degree. An investigation in the medical 
wards led to the recognition of a group of cases in which 
the predominant clinical features, all of gradual onset, 
were fever and cough, the latter often associated with 
vomiting, hoarseness of voice, and the presence of fine 
crepitations in the lungs: all showed the phenomenon 
of agglutination of red corpuscles. | 
The following observations are based on 54 consecutive 
cases of this form_of pneumonitis, of which 50 came 
from two companies of the Royal Indian Army Service 
Corps, which had recently arrived from India together, 
and the remaining 4 were in other RIASC-sepoys, who 
had had an opportunity to mix with these companies 
The men had been 
recruited six months previously in the Delhi-Meerut- 
Lucknow area. They had been in camp near Delhi, 
where the incidence of fresh malarial attacks was high, 
and some of them were still suffering from the effects of 
this disease. Admissions with symptoms attributable 
1 pneumonitis began shortly after arrival in the Middle 


Weeks after arrival 1 2 3 4 5 6 7 
Cases admitted .. 4 10 813 5 9 5 


The principal incidence was in December, when the 
nights were cold, the days warm and sunny and the 
atmospheré dry. There was no unusual incidence of 
catarrhal infections of the respiratory tract either in 


these two companies or among other Indian troops in 
the locality. ; 


CLINICAL FEATURES 


The cases may conveniently be divided into four 
groups: (i) atypical pneumonia; (ii) short fever with 
cough and persistent lung signs; (iii) afebrile laryngitis 
with little or no lung involvement; and (iv) proved 
malaria or splenomegaly with laryngeal or lung affection. 

Group I.—The 13 sepoys in this group had a severe 


| febrile illness lasting six days or more. 


The fever usually exhibited a daily swing from normal to 
as high as 104° F. In 7 patients, after the initial bout of 
fever, there was a relapse which in some cases was more 
severe than the original attack. In 2 patients there were 
repeated relapses, and they were febrile for 31 dnd 46 days. 


- Sulphapyridine was given in 7 cases; in 2 the fever was 


completely suppressed and in the remaining 5 there was partial 
suppression followed by recrudescence on withdrawal of the 
drug. Cough was persistent and was associated with vomiting 
in 5 cases. Laryngitis was conspicuous in 6. Dyspnea out 
of all proportion to the physical signs in the lungs was noted 
in 3 cases, but in only 1 of these was there cyanosis. The 
nasop was congested in 2 cases only. 

The most frequent findings in the lungs were fine moist 
sounds, usually at the bases and axillæ but sometimes in other 
localities such as the sub-apex. These crepitations some- 
times persisted as long as three weeks 
subsided. The percussion note was impaired over the 
affected areas but there was never bronchial breathing or 
other evidence of classical consolidation. The sputum was 
characteristically copious, frothy, and mucopurulent with 


* This paper, dated Feb. 8, 1948, reached us at the beginning of July 
when we had already published the observations of Lieut.-Colone 
J. O. Turner and his colleagues on the Relation of Cold Agglutinins 
to Atypical Pneumonia (Lancet, 1943, i, 765, 779). To facilitate early 
publication it has been much abridged.— Ep. L. 


ter the fever had 


. irregular 


occasional flecks of blood. All these patients were radio- 
graphed by Majer G. A. Maddocks, RAMC, and in 9 of them 
the X-ray appearances indicated parenchymatous lesions in 
the lungs, more extensive than the physical signs suggested. 

No skin rashes were observed and no enlargement of 
lymph-glands. Neurological features were absent and the 
cardioyascular system was little affected. The urine con- 
tained no albumin or sugar and negligible deposits. The 
liver was not enlarged, and though the spleen was moderately 
enlarged in 3 cases, it was hard, and its condition could be 
attributed to previous malarial infection. Repeated blood 
smears failed to reveal malarial parasites or spirochetes. All 
the patients recovered and were sent to a convalescent depot 
after 4-10 weeks in hospital. 

At the ‘time these patients were in hospital, the only 
laboratory equipment immediately available was a 
microscope and a hemocytometer; so specimens for 
bacteriological examination had to be sent several miles 
to a laboratory already busy with other routine work. 
Blood cultures (in 8 cases) were sterile ; sputum cultures 
(3 cases) showed no constant or significant organism ; 
and lung puncture (3 cases) yielded no pathogens. 
The Weil-Felix reaction was negative with OX19, 
OXK and OX2 antigens in 8 cases. The Kahn was 
negative in 5 patients tested. ar 

Of the 13 patients 9 showed a leucocytosis, which 
varied from 12,000 to 61,000. The polymorphs never 
exceeded 88%, but there was a well-marked shift to the 
left and in 2 cases definite myelocytes’ were seen in the 
peripheral blood. In 5 of the patients there was a 
mononucleosis, which in one case was as high as 16% of 
22,000 cells. In another man there was a notable 
lymphocytosis. Thus the differential blood-picture was 
by no means uniform. oe , 

Autohæmagglutination was exceptionally rapid in 3 
of the cases. In 2 it was initially impossible to do a 
blood-count. In the third an independent observer, 
in the course of routine blood-grouping, reported com- 
plete agglutination on the wire loop which he was 
employing to transfer blood from: the finger to the 
serum. 

Group II.—This group comprises 15 sepoys with a 
mild febrile illness of less than six days. 

All showed cough and basal crepitations and in some 
instances these persisted a fortnight after the fever subsided. 
In 7 cases there was laryngitis, and in 6 vomiting with the 
cough. Sputum resembled that in group 1. The naso- 
pharynx was congested in only 2 cases ; there were no positive 
X-ray findings. The spleen was enlarged and hard in 6 
patients, but blood examination revealed no malarial para- 
sites or spirochsetes. In 5 there was a mild leucocytosis. ` 


Group III.—In this group we include 12 cases of 
gitis. They were afebrile in hospital but 9 gave a 


~ history of fever just before admission. 


Only 2 showed any congestion or cedema of the pharynx 
but in 7 a few crepitations were found at the bases pf the 
lungs. All. 12 patients had cough and & had vomiting. 
Capt. Sanjiva Rao, IMS, who kindly examined several of the 
patients, reported some cedema and congestion of the 
but no ulceration. The laryngitis usually persisted: for 2-3 
weeks. In 6 cases there was a hard palpable spleen, but 
again no blood parasites were found. l 


Group IV.—The remgining 14 patients comprise 9 in’ 
whom malarial parasites were found in the blood and 5 
in whom the spleen was much enlarged: 


All of them presented respiratory features: 13 had per- 
sistent crepitations in the lungs, not necessarily basal, and 6 
had laryngitis ; rhonchi was noted in 4 cases only. The throat 
was innocuous in all. The fever was variable and responded 
to quinine, although in 3 instances there was a short recru- 
descence of pyrexia on withdrawal of the drug. 


AUTOHZMAGGLUTINATION ` 


Autohæmagglutination is defined by Boxwell and 
Bigger (1931) as “a clumping of erythrocytes into 
i masses, visible to the naked eye, occurring in 
the presence of -the individual's own serum, without 
bacterial action, at air temperature, and reversible at 
body temperature.” In this paper we restrict the 
term to the separation, within two minutes and in the 
midst of a clear plasma, of clumps of erythrocytes, 
readily visible to the naked eye. No incubator was 
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available to study the critical temperature at which this 
change occurred, but there seems little reason to doubt 
that it was at or about body temperature. ee 
To determine whether the agglutination was due to a 
peculiarity of the red cells or of the serum, in 30 cases 
serum and cells were separated and the former tested 
against accredited O (IV) corpuscles: On every occasion 
agglutination took place. Two sera were tested and 
found to agglutinate rabbit and sheep cells in addition. 
It can therefore be assumed that in our series the pheno- 
menon was attributable to the presence of a non-specific 
agglutinin in the sera, capable of agglutinating any red 
corpuscles. Coincidently with the clinical improve» 
ment, the rate of agglutination and the size of the 
aggregates were gradually diminished. On discharge 
from 15 the majority of the patients still showed 
some pathological clumping, but in about a third it no 
longer occurred. | | i 
A, study of the available literature showed that auto- 
hemagglutination was reputed to be rare. It has been 
reported in a variety of diseases—notably affections of 
the liver and spleen, severe anzemias and chronic sepsis— 
and occasionally in normal people (Boxwell and Bigger 
1931, Whitby 1942). The only disease in which auto- 
hemagglutination is claimed to be. almost constant is 
5 and Yorke (1911) found it in animals 
with trypanosome infection. Manson-Bahr (1935) states 
that it is often noted in kala-azar. aa 
We have sought for autohæmiagglutination in 331 
sepoys other than those with pneumonitis, and the 
results are summarised in the accompanying table. 
In the cages recorded as positive, the agglutination was 
similar to that seen in the pneumonitis series but it was 
seldom so coarse or so rapid. We have not seen more 
than a fine granularity in the blood of a healthy 
and apart from the afebrile members of our series, we 
have not found agglutination except in patients suffering 
from some serious ailment, usually of an infective 
nature. In these the phenomenon appears to be by no 
means uncommon, which is not altogether unexpected 
since in these diseases the erythrocyte sedimentation- 


INCIDENCE OF AUTOHAMAGGLUTINATION IN 331 SEPOYS 


Autohsm- 


Number 
_: agglutination 
tested present 
Chronic malaria (splenomegaly, malarial | - 8 
aganemia and febrile relapses peo, a 87 20 
Miscellaneous, acute and chronic respiratory 
infections .. 8 ia F i 41 2 
. oe pulmonary .. 46 19 
Tuberculosis ben mens 5 2 
Infective hepatitis 8 2 
Nephritis 3 1* 
| nodular .. 1 1 
Leprosy { snasthetle 5 0 
Severe battle casualties - a 35 77 
Miscellaneous non-septio surgical .. 42 o * 
75 afebrile medical | 48 0 
Healthy sepoys j 60 0 
i 0 
* Severely anemic. t All with chronic sepsis. 


rate is often accelerated. The high incidence in cases 
of chronic malaria is interesting and suggests further 
inquiry. | 
Boa DISCUSSION 

There can be no question that the illness attacking 
our 54 patients was an infection, usually involving the 
parenchyma of the lung. It is reasonable to describe 


erson, 
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. all the patients examined were heavily sted 
lice, as indeed were all the men. in the two companies 


* 


the disease as a pneumonitis and to regard the cases as 


a graduated series, at one end of which the lung features 
were so mild that no clinical signs were observed after 
admission of the patients to. hospital. 
latter cases may be considered a forme fruste of the 
infection. 

Pneumonitis or atypical pneumonia is, in our experi- 
ence, not at all uncommon among Indian troops in the 
Middle East, but we have never previously seen. so 
many cases in one unit within so short a time. In an 


Indeed, these. 
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annotation on the rickettsias, the. Lancet (1941) states 
that recent observations suggest that many rickettsial 
infections involve the lungs, settin ing up a pneumonitis or 
interstitial pneumonia,” and it is therefore 17 that 

with 


involved. The association of chronic malaria. with so 
many of the cases must suggest the possibility af a 
malarial basis for the disease, but an outbreak of malarial 
pneumonitis is outside all previous ‘experience. In 
these circumstances the nature of the infective agent, 
with its peculiar affinity for the lungs and the larynx, 
remains a matter for speculation. — i 


SUMMARY 
An outbreak of pneumonitis in an Indian unit is 
described. Autobæmagglutination was found in all 54 
cases, } l l 8 7 
Our thanks are due to Lieut.-Colonel P. A. Dargan, IMS, 
for permission to publish this paper and to Jemadar M. 
Bhattacharya, IMD, for his assistance. 
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i URINARY TRACT INFECTIONS 
IN THE ROYAL NAVY 


J. SHAFAR, MD GLASG, MRCP, DPH 
ASSISTANT PHYSICIAN TO AN EMS HOSPITAL, RENFREWSHIRE 


IMPRESSIONS of the incidence of given diseases in the 


~ 


Forces in war-time as compared with their incidence in 


normal civilian practice are apt to be ill-founded, because 


a picked and normally healthy ‘population of a particular ` 


age-group is under observation. Only members af the 
same branch of the Service in the prewar years can 
offer a true basis of comparison; and using these as 


controls it is also possible to assess the influence of war 


conditions on the trend of a disorder. In a review of 


ailments in naval personnel admitted into an EMS 
hospital in 1942, urinary infections seemed surprisingly : 


prominent. It was possible to confirm this impression 
by comparison with data in the Statistical Report of 
the Health of the Royal Navy for past years. The year 


, 1935 was chosen merely because it is relatively recent. 


At that time the Navy carried a force of 86,348, and 
the number of cases in the sick-list was 37,963, Infec- 
tions of the urinary tract grouped under various headings 
— cystitis (60), pyelitis (89), bacilluria (13), pyonephrosis 
(3), trigonitis (1), pyuria (1)}—formed a total of 116 
cases ; this works out at about 3 per 1000 of sick cases, 
and 1:34 per 1000 of total strength. The number of 
Naval admissions in 1942 into the EMS hospital was 
5093, and of these, 172 were found to be ‘suffering 
from an infection of thé urinary tract—an average of 
33-75 per 1000 admissions, or more than 11 times the 
prewar incidence. 


It is interesting to contrast the figures of the Royal Air 
1938). Between the years 1926 and 1936, the 
yearly average was 1 case of pyelitis or cystitis per 1000 


Force (Roo 


strength. Rook divided his series into two groups according 
to whether the affected person was stationed in the United 
Kingdom or serving abroad: the incidence in the latter was 
1-7 oases per 1000, and in the former 0:7; so that service 
abroad seems to be an important etiological factor. A 
further deduction which can safely be drawn from the relative 
small difference between prewar incidence in the and 


in the Navy is that conditions in the Navy in peace-time 


do not favour any increase of infections of the urinary tract : 


the great increase encountered can only be attributed to the 


abnormal conditions of war. 


Of the 5093 admissions to the EMS hospital, 485 
were officers, 218 WRNS and 4395 ratings; and among 
these, 11, 18 and 143 cases of urinary infection were 
found. An incidence of 84-6 per 1000 sick cases is 
obtained for the WRNS, but this cannot be regarded as 
having weighted the average figure unduly, for even 
when the female section is excluded, the rate works out at 
about 32 cases per 1000. No parallel figures are avail- 
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able to show the trend of urinary infections in the 
WRNS as compared with those in the female adult 
population of peace-time. 

The onset was nearly always acute, with malaise, 
anorexia and general aching of the body, so that often 


. ‘the diagnosis was mistaken. Pyrexia was commonly 


resent, lasting as a rule only two or three days. A 
Ristory of rigor was obtaimed in only a few instances, but 
the patients often complained of feeling cold and shivery. 
Gastro-intestinal symptoms were not conspicuous, though 
there were diarrhoea and nausea in a few cases; con- 
stipation was not more prominent than in other ad- 
missions to hospital. Frequency of micturition was by 
far the commonest symptom, and definitely indicated 
the diagnosis; but the patient seldom volunteered 
information about frequency spontaneously, and direct 
questioning was necessary. Pain, when present, was 
situated over one or more of the recognised sites—the 
ambar region posteriorly, along the lines of the ureters, 
the hypogastrium, and along the urethra during mic- 
turition. In nearly all cases tenderness was found: over 
some area of the genito-urinary tract, even when spon- 
taneous pain was absent. All cases recovered, and no 
complications were encountered if one excludes acute 
non-specific epididymo-orchitis, seen in 8 patients. It 
is debatable. whether this condition can definitely be 
ascribed to the urinary infection, since in some cases 
of the kind no urinary infection or other etiological 
agent could be demonstrated. | 

The first 100 cases of urinary infections were com- 
pared, as regards previous attacks of gonorrhea, with 
a similar number of consecutive admissions to the medical 
wards at various periods of the year; no evidence was 
found to suggest that gonococcal infection bore any 
definite relation to the malady. Urinary infection 
developed in some patients while they were being 
created in the wards for some other condition. 
`” Symptomatology in the WRNS differed somewhat 
from that among the men ; the onset was more insidious, 
systemic reactions were not pronounced and the stay in 
hospital was longer. The attack was the first in nearly 
all the men, but among the WRNS a history of a previous 
bout was not uncommon. 


tion 180; backache 62 
in, left loin 30; 
mricturition 35. 

In 56 cases another malady coexisted, but there was 


; pain in right loin 36; ‘pain 
pain in hypogastrium 15; painful 


no significant correlation with any particular disease. 


The associated conditions were: anxiety state 9; 
bronehitis 5; cellulitis of ear 1; duodenal ulcer 3; 
dysentery 1; epididymo-orchitis 8; gastritis 5; glan- 


dular fever 2; gonococcal arthritis 1; hæmorrhoids 1; 


hyperpiesia 1; infective hepatitis 2; malaria 2; 
nephrectomy 1; papilloma of bladder 1; pregnancy 1; 
prostatitis 1; renal calulus 5; and tabes dorsalis 1. 

To assess. the possible influence of seasonal variations 
on the incidence of urinary infections in this series, it 


would be necessary to know the weather conditions 


prevailing at sea or port of debarkation at the time of 
onset... This information could not be collected but the 
number of cases admitted to hospital in each month of 
the year are noted in table 1. It will be seen that there 
is a fairly even distribution throughout the twelve 
months. ; 


TABLE I—OASES OF URINARY INFECTION ADMITTED IN EACH 
MONTH OF 1942 


ases - Es Cases 
Jau. 8 April 12 July .. 17 Oct. 19 
Feb. 15 y . . 16 | Aug. 14 Nov. .. 13 
13 June .. 18 Sept. 10 "| Dec. . 17 


gest number of cases fell within the- 20-30 


The larg 
decade (table II), but this may merely reflect the larger 


TABLE II—AGH-GROUPS OF PATIENTS WITH URINARY INFECTION 


6 Ratings  WRNS Officers 
17-2v0 1 7 1 
20-80 6 . 90 6 
304. 38 2 2 


40-50 se 18 0 as 2 


number of personnel of this age-group at present serving 
in the Navy. 


i 


specimen of 


In 172 cases the incidence of 
various symptoms was as follows: frequency of micturi- 


Hammond (1935) considers. that, with men, a catheter 
urine is unnecessary for bacteriological 
examination. Midstream specimens of urine were 
therefore regarded as satisfactory from men, while 
women were catheterised. A few staphylococci or 
coliform organisms were taken to be due to contam- 
ination, but when any doubt existed, a catheter was 
passed. By far the most common offending organism. 
was Bacillus coli. No attempt was made to classify 
the coliform bacilli into the groups suggested by. Hill, 
Seidman, Stadmichenko and Ellis (1929). Staphylo- 
cocci were found in very few cases, and these were 
nearly all WRNS. Streptococcus faecalis was the sole 
infecting organism in 28, while a mixed infection of 
S. fecalis and B. coli was found in 19. In several 
patients the flora of the urine was seen to change during 
treatment from B. coli to S. fecalis, or vice versa. 3 
Microscopy of urinary sediment revealed a variable 
number of pus cells, and in men spermatozoa were not 
uncommon. Cells derived from the lining of the urinary 
tract were often seen. Albuminuria was present in 
some 50 cases, but was rarely considerable, and only 
persisted for a few days. Frank hematutia was found 
in 16, cases, and even when the results of chemical tests 
for blood were negative, a few red cells were often 
reported on microscopy. The sediment was usually 
mucopurulent, but only during the first few days. An 
offensive urinary odour was rare. | 
Treatment was by rest in bed, forced fluids and a 
citrate and bicarbonate alkaline mixture, given at 
two-hourly intervals until the reaction of the urine was 
alkaline, and then reduced ta four-hourly dosage. 
Results were good and the urine was usually sterile 
within two weeks. Rest in bed and the large intake 
of fluid were probably the important factors, and: con- 
tributed to the good results. Subjective symptoms 
disappeared within 3-4 days. A small number of cases. 
were resistant; the usual course then was to give 
ammonium chloride in. sufficient dosage to render the 
urine acid, and a hexamine mixture. If these failed, a 
return to alkaline therapy nearly always succeeded. 
Mandelic acid preparations were also efficacious. The 
value of sulphonamides in urinary infections has become 
firmly established; they were not often employed in 
this series and no attempts at comparison of their 
-efficacy were made. Infections in WRNS were more 
resistant to treatment of all types, and required a longer 
stay in hospital than infections in men. 5 p e 


DISCUSSION : | 

The mode of invasion of the urinary tract by infection 
is still unsettled. The three routes—hematogenous, 
lymphatic and ascending—all have their protagonists. 
A noteworthy feature in this series was the sharp onset 
with fairly severe constitutional disturbance, suggesting 
a systemic infection or toxemia. No blood - cultures 
were examined to establish the possibility of a blood- 
borne infection, but it is now generally accepted that in 
so-called normal subjects organisms periodically gain 
access to the blood. These organisms may be destroyed 
in the blood-stream, but if not, the kidneys offer the 
natural channel for their elimination, and this is the 
course of events surmised by many in the etiology of 

yelitis. The urethra offers a site from which, after 
but slight trauma, organisms are rapidly absorbed into 
the blood. The question of masturbation and the 
resulting injury of the ufethra, the proximity of the 
rectum, contamination of the fingers and the lack of 
preputial toilet forms an interesting chain of circum- 
stantial evidence. Even the change of type of infecting 
organism seen in several of the cases could be explained 
by a subsequent bacteremia. It may be argued, how- 
ever, that the inflammatory swelling and spasm of the 
ureters partially obstruct the urinary fiow, and account 
for the generalised symptoms at the onset of the illness. 
Furthermore Helmholtz (1937) has shown that injection 
of B. colt into the blood-stream, even when the kidney 
has been damaged, does not necessarily produce urinary 
infection. It is also difficult to explain cases of septi- 
ch mia from organisms other than those usually isolated 
from infections of the urinary tract; in these a true 
inflammation of the tract does not occur; does the 
nephron exert any selective action in the elimination 
of different types of bacteria ?. soul 


t 
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Rook refers to the experiments of MacKenzie and 
Wallace (1935) who injected dyes into the lower parts 
of the urinary tract. It was found that in every case 
the dye passed to the lymphatic chains running up 
along the aorta, and in no instance could the dye be 
found passing up the ureteral wall or the peri- ureteral 
Iymphatics. The lymphatic route, however, may operate 
indirectly, conducting the organisms to the blood, and 
thence arriving at the kidney. - 
Phe greater liability of women to these affections is 
in favour of ascending infection, and has been explained 
in terms of the shorter length of the female urethra. 
Men. were asked their own views of contributing factors. 
Some mentioned that owing to the special nature of their 
duties they were only able to empty their bladder at 
long intervals; and strenuous work might have to be 
done with the bladder distended. This would increase 
intravesical pressure, and possibly have secondary effects 
upon the ureters. Stagnation may also play its part. 
Learmonth (1937) considers that ascending infection by 
way of the ureter is the most probable hypothesis. 

Hammond points out that whatever route the organ- 
isms travel along, they always seem to come from the 
intestines, and’ he stresses the importance of the hypos- 
thenic constitution. Coli infections, he says, are not 
common in strong and robust ‘people, and when they 
do occur, there is some lowering of vitality through long 
physical or mental fatigue. I have been struck by the 
tired and anxious appearance of many of the men 
admitted during the year under. survey, and have 
noticed how quickly their general health responds to 
rest in hospital. It may be that this state of fatigue 
predisposes to infection. The urinary tract was fully 


organic disease of this system was present in large 
numbers of these patients, all of whom had previously 
been healthy and recovered quickly from their illness. 


SUMMARY g 
Infections of the urinary tract in the Royal Navy. are 
common. 


Men of age-groups (20-30) not ordinarily considered 


liable to this disease formed the bulk of the cases 
reported here. i ' 

The onset was acute, with constitutional upset lasting 
a few days, and cure followed simple therapy, usually 
within two weeks. : . 

No complications were recorded, no definite ætiology 
was ascertained and no prophylaxis can be advocated 
except avoidance of over-distension of the bladder. 

Coliform organisms were isolated from the urine in 
most instances. | . 

Age and the particular season of the year in this 
country did not appear to have any influence on the 
incidence. 1 

I have to thank Temporary Surgeon Rear-Admiral J. W. 
MeNee, Dr. J. A. Wilson and Dr. A. M. Scott for their kind 


help, my surgical colleagues for access to their case-records, 


and the Medical Director-General of the Navy for permission 
to publish this paper. 
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investigated in only a few cases, but it is unlikely that 


Reviews of Books 


Queen Charlotte’s Textbook of Obstetrics 


(th ed.) By the members of the clinical staff of the 
hospital. (Churchill. Pp. 577. 25s.) 


THE new edition of this popular textbook is arranged 
like its predecessors. It has been altered, however, 
to bring the text into line with modern methods, and a 
small section has been added on postnatal care. The 
clinical staff of the hospital, with four specialists in 
subjects allied to clinical obstetrics, have presented 
in a clear and readable form the current practices of our 
senior lying-in hospital. The section on development 
is notably good, and that on puerperal pyrexia should 
be read especially by those responsible for institutional 
midwifery. Early rotation of complicated occipito- 
posterior cases is advised, but it is perhaps disappointing 
that the authors do not consider this best achieved by 
seeking the posterior shoulder and leaving the head to 
look after itself, Compression of the foetal head during 
repeated attempts to rotate a difficult case may be 
harmful, but manipulation of the shoulder involves no 
such danger. The view that the breech with extended 
legs has a worse prognosis than the other varieties will 
not be universally accepted. The section on the pelvis 
perhaps emphasises too much the average measurements 
without mentioning the equally important standard 
deviations. The section on forceps is not well illustrated. 
Apart from such minor shortcomings, the book contains all 
the information that the mediqal student and recent gradu- 
ate require for a sound working knowledge of obstetrics. — 


Synopsis of Surgical, Anatomy 


(65th ed.) ALEXANDER LEE MCGREGOR, M CH EDIN., FRCS. 
(Wright. Pp. 710. 26s). 

THE few minor changes which have been made in this 
book since it first appeared speak well for its conception 
and execution. Developments of surgery requiring 
extensive knowledge of anatomy have caused Mr. 
McGregor to add a full account of the latest views on the 
anatomy and physiology of the automonic nervous 
system. In this field the anatomist and physiologist, 
have followed the experimental surgeon. The author 
has extracted the essentials of Codman’s work on the 
shoulder, and ably described the anatomy of the various 
injuries of this region, using his own cases to illustrate 
clinical points. These two sections, with a short and 


(1937). 80. 


rather incomplete account of the anatomy and pathology 
of the intervertebral disc, comprise the main additions. 
The excellent diagrams are still a feature of the book, 
which though not for the tyro (being written in tabulated 
form) should certainly form part of the library of the 
candidate for higher degrees and of the professional 
surgeon. i l 


Annual Review of Physiology . 

Editors: J. M. Lock, V. E. Hatt, Stanford University. 

(Lewis. Pp. 613. 315. 6d.) 3 

WE commend the decision of C. V. Taylor, one of the 
contributors to this annual digest of new knowledge, 
“ to’ find a theme which might not only represent some 
present research trends but also help tie together the 
reviewed accounts, even at the risk of some serious 
omissions.” 
previous volumes, make better reading than the other 
contributions, but they are all valuable, and the editors 
may well be thanked for maintaining this service to 
medical science in spite of the increasing difficulty of 
obtaining journals and contributors from abroad. The 
growing tendency of reviewers to write in a readable and 
explanatory way is satisfying, and the editors show no 
signs of stereotyping their table of contents. Subjects 
earning for the first time an article to themselves are the 
physiology of bone, nerve and synaptic transmission, 
and biological assay. l 


Ambulance Hand Book 
(14th ed.) E. G. GERSTENBERG, FRCSE, FRFPSG; J. B. 
GAYLOR, FRFPSG, W. C. GUNN, mD. (St. Andrew’s Ambu- 
lance Association. Pp. 432. 2s. 6d.) 
THis book on the principles of first-aid to the injured 
has reached the impressive total of 14 editions since 


1933, and its popularity is justified. No concession is 


made to the relatively illiterate, and the style is remini- 
scent of the rolling periods of Sir Walter Scott. The 
preface says: St. Andrew’s Ambulance Association 
still adheres to the principle that in order to practise 
ambulance work, a knowledge of the human frame and 
of the nature of life is fundamental. For this reason 
anatomy and physiology are dealt with in considerable 
detail so that the advanced pupil may be able to under- 
stand the principles which govern the practice of first 
aid.“ ‘Lhe aim is fulfilled though with a greater use of 
anatomical and other technical terms than is usually 
found in first-aid books. The illustrations, especially 
the photographic plates, are very good. 


The reviews written in this way, as in 
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FATE OF SKIN HOMOPLASTS 


GRAFTS from a patient’s own skin, it is fairly gener- 
ally agreed, will survive under favourable conditions 
to cover a denuded surface, while those from another 
person will not. Skin from a stranger will persist 
for a time, but finally and with few exceptions will 
be cast off. An-explanation widely accepted is that 
the donor’s epithelium is treated by the host as a 
foreign protein: it provokes an antibody which is 
able to destroy it. A regular exception to this rule is, 


significantly, the permanence of grafts between 


monozygotic twins. Similarity of blood antigen 
between recipient and donor, however, carries no 
assurance that a graft will be acceptable. The 
theory that the epithelium of another person gives 
rise to damaging or destructive antibodies in the 
plasma and fluids of the host is derived from sero- 


logical and immunological knowledge in general. The 


possibility that blood and connective-tissue cells share 
in the’ rejection of foreign tissues and cells, either 
directly or through the intervention of opsonins, has 
never been excluded. The opportunity to test this 
second possibility has been seized by GIBson and 
MEDAWAR ! with the coöperation of a patient suffering 
from a large denuded burnt area of skin. The 
wounded area was put at rest, and kept suitably 
covered and bacteriologically clean ; only B. proteus 
was ever grown from it. Transplantation on to the 


surface avoids almost entirely any foreign body 
reaction due solely to insolubility—such, for example, 


as fat and keratin are likely to provoke. There was 
some evidence of this kind of reaction but figs. 7 and 


24 suggest that polymorphism of epithelial cells may 


have been mistaken for a foreign-body giant-cell 
reaction. Part of the denuded surface was grafted 
with autoplasts, part with homoplasts from a relative, 
and yet a third area with a second set of homoplasts 
from the same relative 15 days later. GIBSON and 
MrEpDawaB then removed one graft with its bed from 
each of the first two sets at intervals of 5, 10, 15, 23, 
31 and 36 days, for histological examination and com- 
parison. According to expectation the autoplasts 
spread and became part of the new epithelial covering 
while the first set of homoplasts, after a good start 
which included vascularisation, began to degenerate 
between the 10th and 15th days, and by the 23rd 5 
In the 
second set, of homoplasts, degeneration was complete 
by the 8th day after grafting— that is, simultaneously 
with the first set. Detailed cytological study re- 
vealed a quantitative but no qualitative difference 
between the local cell reaction of blood and mesen- 
chyme cells. No evidence of epithelial destruction 
by phagocytosis was found. The first anatomical 
sign of rejection of the homoplasts was a separation 
at the dermo-epidermal junction in the donor’s graft. 
This is the point where a separation in healthy skin 
is so difficult to achieve. By dissection it is almost 
impossible. It can be achieved by autolysis, by 


1. Gibson, T. and Medawar, P. B. J. Anat. 1943, 77, 299. 
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digestion for 24 hours in 1% acetic acid and very 


neatly at times by electric shock. Once the grafts 
had separated, the epithelium, which is parasitic 
upon the dermis, began to degenerate from the 
deepest cells progressively outwards, and was finally 
cast off. The fate of collagen in the graft was less 
certain. At a very late date it was found in one 
patient to have been phagocytosed in small globules. 
In another it appeared to fade away. 

The simultaneous rejection of the first and second 
set of homoplasts, which had previously been observed 
by Grsson in another case, provides one of the best 
pieces of evidence yet offered for the immunological 
explanation of failure of these ‘grafts. It seems 
highly probable that the first set, grafted 15 days 
earlier, stimulated an antibody which was then 
available in the circulation to destroy the second 
at the same time. According to serological theory 
this antibody might be a lysin or variety of 
lysins ; from the observations recorded, perhaps the 


dermo-epidermal junction is most readily, and 


collagen least readily, dissolved or broken up, thus 


accounting for the success of many corneal homo- 


grafts. Only by following the progress of homoplasts 
by examination at frequent intervals from the earliest 
days can certain knowledge of their fate be obtained. 
Misleading impressions may otherwise arise. Even 


‘now many gaps in our knowledge remain and it is to 


be hoped that a few more human volunteers will be 
forthcoming to extend and confirm what has been 
found. It is important to know why more plasma 
cells, lymphocytes and polymorphs attend the homo- 


plasts than the autoplasts; and whether, perhaps, 


these cells prepare the way for eventual ingestion of 
the collagen. MRDAwAR has discussed other problems 
in a practical article.? | . 

Though multiplication of cells is assumed GIBSON 
and MEDAWAR make no reference to cell division. 
Whereabouts in the graft are mitoses to be found, 
if at all ? Or is the whole spread due to migration of 
cells? If mitotic division occurs within the graft at 
a distance from its migrating edge, as in the case 


of a wound, was any support found for the suggestion 


of WIGGLESWORTH ® that it was due to cell sparseness 
inside the expanding graft? Does the graft in fact 
function in just the same way as healing skin which 
has not been transplanted ? | 


COUP AND CONTRECOUP 


SurcEoNs have long taken a keen interest in the 


effects of injury to the head and have tried to explain 


what they have observed during life and after death ; 


but the variety of these explanations bears witness 


to their foundation upon supposition rather than fact. 
Denny BROWN and RrroHIER RusseELL have supplied 
accurate information about the results of certain 
forces applied to the head when fixed or free to move 
under experimental conditions ; the purely physical 
study of the behaviour of the skull and brain during 
and immediately after a blow remains to be worked 
out. HOLBOURN, whose study of the mechanics 
of head injuries appears on another page, starts from 
the known physical properties of skull and brain ; 


using models consisting of a gelatin “ brain inside 


a paraffin-wax skull he has analysed the forces 


2. Medawar, P. B, Bull. War Med. 1943, 4, 1. 
3. Wigglesworth, V. B. J. exp. Biol. 1937, 14, 364. 
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i which could result in 3 inj ury. His main 
contention is that shearing strain— the type of 
deformation which occurs in a pack of càrds when it 
is deformed from a neat rectangular pile into an 
oblique-angled pile —is the chief agent, and he 
proceeds to explain how this shear (or slide) may be 
developed in the brain as the result of blows upon the 
head. 

Since the brain is incompressible, there is no 
appreciable relative movement between its parts 
as a result of linear acceleration; the notion that coup 
or contrecoup - injuries are the result of alternate 
compression and rarefaction, due to free movement 
of the brain within the skull in the direction of the 
blow, must therefore. be abandoned. A certain 
amount of shear may occur below the point of impact, 
particularly if the skull is broken, and this would 
account for coup. A much greater shear strain, 
however, develops as the result of rotation of the 
skull, and the fact that changes in rotational velocity 
are usually greater at the pole opposite to the point 
of impact would account for the more extensive injury 
of contrecoup. HOLBOURN’S observations do not 
abolish contrecoup, if the word is used to mean merely 
polar contusion ; but they do refute the notion that 
polar contusion is caused by movement of the brain 
in a straight line till it bumps on the far side of the 
skull, since they show that contrecoup is really the: 
result of shear due to rotational injury. 

It should be recognised that almost all blows on the 
head rotate it, and the damage done tó the brain 
depends on how firmly it is gripped by the meninges 
and internal conformation of the skull. An attractive 
feature of HoLBouRN’s presentation of the effects of 
shear is that it offers a clear mechanical explanation 
for the observations of Denny Brown and RITCHIE 
RUSSELL on cerebral concussion. Much remains 
to be discovered: what, for example, shear actually 
does to cerebral tissue; whether it affects cells or 
fibres or synapses ; what it does to blood-vessels ; 
and whether it can be a direct cause of contusion. 
Even as a simple extension of the experiments now 
described it would be important to know what 
happens when the forehead is struck, for we cannot 
accept the suggestion that, merely because rotation 
occurs in both cases, the effects are approximately 
the same as when the occiput is struck. Autopsies, of 
which there is unfortunately no lack, must not be 
neglected as a check upon laboratory experiments ; 
for the damage done to the brain by a severe blow on 
the forehead is often most extensive at sites other 
than those affected by striking the back of the head. 


WHAT KIND OF CORPORATION? 


THE growth of public-utility corporations is one of 
the features of the twentieth-century British economic 
scene. In a timely review published in the last three 
issues of the British Medical Journal Mr. D. H. 
KIrCHIN ! points out that the public corporation or 
board embodies the principle that the best way to 
get a job done is to appoint capable and responsible 
people to do it and leave them as free as possible. 
The motive of successful and creative public service, 
he says, has proved quite as dynamic as the motive 
of private profit-making. This he considers not 
surprising, for much of the initiative and efficiency 


1. Brit. med. J. 1943, ii, 369, 399, 423. 
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advisory ‘committees. 
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said to characterise private enterprise as opposed to 
official administration is provided by salaried workers 
who gain nothing material from their success. 

An analysis of the constitutions of public corpora- 
tions reveals two main types—those ‘with boards 
built upon a representative basis, and those with 
appointed non- representative boards. 


the various local authorities concerned ; the Port of 
London Authority is in part elected by ratepayers, 
wharfingers, and owners of river craft, and in part 
composed of appointed members representing the 
Admiralty, the Ministry of Transport, the London 


County Council, the City of London, and Trinity 


House; and the General Medical Council is partly 
elected. by the profession and partly appointed to 
represent interested bodies. 
representative boards are those of the British Broad- 
casting Corporation, appointed by the King in Council, 


and the London Passenger Transport Board, ap- 


pointed by a group of trustees. Past experience has 
shown that where a board exists to perform functions 


that confer advantages on a number of bodies, there 


is much to be said for its being representative. If, 
however, its functions include the restriction of some 
bodies and the extension of others, for the common 
good, then a representative board is liable. to find 
itself ‘shot with dissension and reduced to impo- 
tence. In these circumstances, when a board is in 
effect a tribunal, its task is easier if it is non- 
representative. 

Two types of corporate structure have been 
suggested for the national health service. Medical 


Planning Research? and now the British Medical: 


Association s have proposed a national body, and the 
former specified that it should have a non-representa- 
tive appointed board of governors, with representative 
In a special article a few 
months ago we put forward an alternative proposal 
for area corporate bodies, covering what we called 
health provinces. These had governing councils 
representative of all hospital-owning authorities, 
health workers (including doctors) and local univer- 
sities. If it wishes the medical services to be in the 
hands of corporate bodiés, the profession will have to 
consider the relative merits of the different varieties— 
national and provincial, representative and appointed. 
Experience suggests that the structure should depend 
on the function they have to perform. We may sup- 
pose that a corporate health authority would have the 
following functions : first to employ doctors and their 
ancillaries (nurses, social workers, pharmacists, tech- 
nicians, masseuses, dietitians, and hospital adminis- 
trators), but not necessarily such personnel as clerks, 


porters, cooks, and cleaners; secondly to assess the 


health needs of the community and formulate plans 
to meet them ; and thirdly to arrange that the plans 
are carried out. The chief means of securing execu- 
tion of the plans would be to give or withhold financial 
grants for maintenance or extension: thus it would 
be necessary to reduce or even suppress the activities 
of some hospital-owning authorities, while increasing 
that of others. The first two functions—personnel 
and planning—could be performed equally well by 
elected representative bodies or by appointed non- 


2. 2. Lance, Nov. 21, 1943 (Suppl.). 3. Ibid, Oct. 2, 1943, p. 423. 
. Ibid, 1943, i, 813. 
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representative bodies. But the ultimate success of 
a national health service will depend on the vigour 
with which the plans are executed. Once the’ ques- 
tion of suppression of redundant inefficient institu- 
tions arises, there is a danger that representative 
bodies will split into groups according to the interests 
they represent. For a national health service to 
become maximally efficient in a minimum of time, 
its governors should probably be an appointed 
national non-representative board. This argument,. 
however, will not convert those who believe that in 
the long run democratic control at all levels gives 
greater efficiency than a more authoritarian machine. 


Fl. U VACCINES UP THE NOSE 


For some years F. M. Burnzt has pointed out the 
theoretical advantages of immunising against in- 
fluenza by spraying an attenuated but still living virus 
up the nose. In general, where live virus vaccines 
can be safely given they are more effective than 
killed ones; moreover, in an emergency it would 
not be difficult to produce in a hurry a lot of influenza 
vaccine of the necessary type. In Australia attempts 
have been made to test intranasal flu vaccines in the 
field.! Influenza viruses of three different strains 
were attenuated by amniotic passage in chick embryos 


and were administered by a de Vilbiss atomiser, each 


subject receiving 0-25 c. m. Antibodies to the three 
virus strains were estimated, before and after the 
vaccination, by the Hirst test (inhibition of the agglu- 
tination of fowl red cells). About half those inoculated 
showed a rise in antibody titre against one or other 
virus—on the whole rather a poorer result than sub- 
cutaneous vaccination with inactivated influenza virus 
‘has produced here and in America. But it is urged 
that a virus given up the nose may produce antibody 
rise only in those in whom it can gain a foothold, 
in other words only in those susceptible persons whom 
we want to immunise; we do not care whether or not 
antibodies increase in the others, who are immune 
anyway. In support of this seductive argument it 
is recorded that when vaccinated .people who had 
shown a good antibody rise to an influenza B vaccine 
were revaccinated 3 to 6 months later very few showed 
any further rise. No epidemic occurred among them 
to ce their immunity to a real test. 

ne argument against the use of live attenuated 
influenza vaccines is based on a fear that they might 
increase in virulence by passage from man fo man. 
There was no: evidence that this happened in the 
Australian trials, either in those conducted during 
an influenza season or in those after it; the trials 
involved tens of thousands of soldiers. Reactions 
produced by the intranasal vaccines were frequent but 
almost all slight, mostly amounting to slight headache, 
coryza or stuffiness for a day or two, not going on to 
the mucopurulent stage which so often follows a real 
cold. Among the soldiers no reactions were bad 
enough to interfere with training. It is suggested 
that these reactions were allergic, as they were com- 
moner in those with an initially high antibody level 
than in those with a lower titre. They were also more 
in evidence after a second than after a primary 
vaccination ; the possibility of. sensitisation to the 
chick embryo fluids is not discussed. 


1. Burmo. F. M. Med. J. Aust. 1943, i, 385. Bull, and 
Burnet, F. M. Ibid, p. 389. Mawson, J. and ee & Ibid, 
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There are virus-inactivating. properties. in human 
nasal secretions, and less certainly in tears, and these 
may have a great influence on liability to respiratory 
infection and response to intranasal vaccination. 
Francois and others? have lately found that the 
neutralising activity of nasal secretions rises after 
subcutaneous injection of inactivated influenza vac- 
cines, and suggest that on this, rather than on a rise 
in circulating antibodies as such, depends any value 
possessed by such vaccination. BURNET now reports. 
the surprising discovery that freshly. isolated human 
influenza strains differ from laboratory-adapted ones 
in not being neutralised by human tears; he does 
not say whether nasal secretions also show up this 
difference. Other sharp differences between fresh 
-and la boratory- trained strains were observed; we 
must therefore be more cautious than ever in applying 
conclusions from the laboratory to the field. 

The Australian work is likely to be applied to the 
control of a pandemic rather than to the prevention 
of minor outbreaks such as we nave had in recent 
years, 


Annotations 


TROPICS NOT SO UNHEALTHY IF— 


A REPORT ® from the medical department of a com- 
mercial airline operating a service from Bathurst, West 
Africa, down the Coast to Lagos, thence inland through 
the Sudan to Egypt (a distance of almost 5000 miles) 
and finally to India, shows how knowledge can be used 
to prevent disease. The first 2000 miles took in the 
semi-jungle country of the West Coast of Africa where 
although the temperature rarely exceeded. 90° F. the 
humidity was always high, the rainfall reaching in some 
parts 200 in. a year and the humidity in others not 
falling below 90% for several months on end. Crossing 
the African continent the temperature increased but 
humidity fell, until in the Sudan and Egypt real desert 
conditions were encountered with average maximum 
temperatures of 110-115° F. and wide diurnal variations 
of 60-80° F., while in the Persian Gulf temperatures 
reached as much as 127° F. 

Candidates for service wìth the airline were carefully 


selected and the age-limits were set at 18-45 years. A 


full clinical examination was.supplemented by blood- 
counts, serological tests and. X-ray examination of the 
lungs. Some 16% of applicants were rejected, the chief 
causes being cardiovascular diseases (20% ), visual defects 
(12%), genito-urinary diseases (11%), and respiratory 
conditions (10%); those having a history of repeated 
attacks of venereal disease, chronic alcoholism or peptic 
ulcer were also regarded as unsuitable types. Accepted 
applicants were inoculated against smallpox, the enteric 
fevers, tetanus, yellow fever and cholera, and were 
provided with mosquito nets, anti-mosquito clothing, a 
sun helmet, and a supply of quinine and mosquito- 
repellant beforo sailing. Of the men sent to Africa less 
than 3% returned for medical reasons and none of these 
was seriously incapacitated. In Africa, hospital-bed 
accommodation was provided for 10% of the personnel, 
but in fact 1% sufficed. In large stations a medical and 
surgical officer was provided for ea 600 men, but a 
doctor was posted to each station even when the numbers 
there were small. Well-trained laboratory staffs and 
adequately equipped hospitals with properly planned 
departments, including laundry services, played their 
part. ° 


2. Francis, T. jun., 3 H. E., Sullivan, E. R. and . M. 
Amer. J. Hyg. 1943, 37, 294. 
3. War Medicine, me 3, » 484 and 619. 
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In West Africa, where malaria is rife, military statistics 
suggested that an attack-rate of 100% per annum, and 
in some parts even 200%, might be anticipated. However, 
apart from an outbreak in the first few weeks of hurried 
assembly—when 46 of 284 men were attacked, and 
almost 2000 days of work were lost by 300 men in 11 
weeks—the malaria-rate proved extremely low. In 
September, 1942, there was only one case among 1400 
employees and in October only 3 among 1800. This 
was attributed to the aggressive antimalarial measures 
applied at all the stations of the line. Besides the 
personal protective measures taken by the staff, all 
quarters and accommodation were screened and mainten- 
ance men were employed whose sole duties were to keep 
the-screéning in order. Antimosquito locks of adequate 
proportions were provided for all entrances, which were 
kept to the minimum, and all doors were fitted with 
automatic spring-closing devices. Quarters were sprayed 
daily and the adjacent native quarters were similarly 
treated. Oiling, dusting and drainage of potential 
breeding areas were also carried out and continuous 
maintenance gangs looked after these works; some 45 
miles of ditches were dug in one station alone. Flying 
personnel had blood-examinations before every flight 
and the value of this was proven by the fact that in 
nearly every instance where positive smears were 
obtained the subject developed a clinical attack within 
24 to 48 hours. In the treatment of the acute attacks 
_ various combinations of drugs wère tried without any 


striking differences in the therapeutic results, and finally 


à routine course of quinine, gr. 30 daily for 2 days, 
followed by mepacrine hydrochloride, 0-3 g. daily for 
5 days, was adopted. Almost all the infections were 
malignant tertian and it was not considered that any- 
thing was lost by the omission of pamaquin from the 
treatment. Quinine and mepacrine were used in sup- 
pressive treatment and no evidence was forthcoming that 
mepacrine diminished tolerance to altitude. 
Gastro-intestinal diseases were next in frequency to 
malaria, and were well controlled by the screening of 
messes, kitchens and latrines against flies. Before this 
was done some 20% of the personnel at one station 
contracted diarrhea once or twice a month; and in 
another station the rate fell from 30% to 0 on the 
installation of flush toilets and the screening of quarters 
and kitchens. The importance of periodic examinations 
of all native food handlers was shown by the fact that 
28% of the natives were found to be carriers of 
E. histolytica. | | 
Psychiatric problems, often stressed: as a cause of 
trouble in the tropics, were found to be relatively un- 
important; but all the personnel were volunteers and 
their living conditions and food were unusually good, 
Surgery presented no special difficulties and sepsis was 
not more common than in temperate regions. *The 
medical staff was convinced that the climate as such had 
no deleterious effect on health and it was the unanimous 
opinion that good health can be maintained in the 
tropics provided preventive measures against disease 
are aggressively applied. 


SENSITIVITY TO PAIN 


Parn is difficult to assess, and the word sensitivity 
is itself ambiguous, for both the man who feels little 
pain and the one who feels the pain but bears it stoically 
may be called insensitive. Sherman! refrains from a 
definition, and waits for his patient to ‘‘ wince, change 
expression, or cry out, in response to a gradually in- 
creasing painful stimulus. His instrument of torture 
(Hollandey’s method) is a metal grater, with the business 
surface in contact with the subject’s arm, on which it is 
pressed by an inflated sphygmomanometer cuff. The 
pressure at which the victim reacts spontaneously is 
taken as a measure of his threshold to pain, and he is 
1. Sherman, E. D. Canad. med. Ass. J. 1943, 48, 437. 
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accordingly classed. as hypersensitive, hyposensitive or 


normal. In spite of the errors likely to bè involved in 


both the stimulus and the reading of the response, an 


well-marked difference between large groups of patients 
examined by the same investigator is probably significant. 
In two series, each of 130 patients, one group with 


organic and one with functional disease, Sherman finds 


practically the same proportion of hyposensitive persons 
(16-17%), while only 6% of patients with organic disease, 
as against 30% with functional, are hypersensitive. The 
results are confused by a sex difference, 75% of all the 
hypersensitive cases being women and 90% of the hypo- 
sensitive men, a finding possibly indicating only that 
women are more thin-skinned than men. The fact-that 
34% of the hypersensitive cases are under 20 years of 
age may be open to a similar interpretation. _Corrobora- 
tion by Libman’s test of pressure on the styloid process 
can scarcely be accepted, since there is no way of measur- 
ing the intensity of the stimulus. The difference 
between patients with functional and organic disease 
seems the most reliable finding, and is rounded off by 
the study of a group of 150 exceptionally hardy men 
(coal-miners) who treated even organic disease with 
contempt. None of them was hypersensitive, and 75% 
were hyposensitive. A similar distribution of sensiti- 
vity in a group of Indians suggests that indifference to 
pain may be inherited. An investigation of this kind 
is worth repeating with more precise methods. Routine 
clinical testing is one thing, but research to establish a 
principle is another.. These results merely extend those 
of Wilder,* who used the same method. An electrical 
stimulator described by Knowlton and Gross? for study- 
ing analgesics in dogs would be little more troublesome 
to apply, but is quantitative, avoids the mixture of 
sensations which must accompany the gradually increas- 


ing pressure of the grater in the sphygmomanometer | 


cuff, and allows of a rest between the increasing stimuli, 


thus eliminating the adaptation of the pain endings 


which must occur with a continuous stimulus. Re- 
peated testing of the same individual on different days 
should also be done, because Knowlton and Gross found 
a certain variation of threshold in their dogs. They used 


a slight widening of the eyelids as indicative of the first 


response to pain, and it is possible that in man some such 
consistent index could be found. From the clinical 
standpoint, Sherman’s findings are useful confirmation 
of a general impression, but if they were further sub- 
stantiated they might lead to a reliable test for helping 
to distinguish between functional and organic disorder. 


TREATMENT OF METHÆMOGLOBINÆMIA 


METHEMOGLOBIN in the blood has been classically 


associated with hemolytic diseases, certain poisons, and 
enterogenous cyanosis. We now know that in hemo. 
lytic diseases the pigment is methæmalbumin, but the 
other two are definitely methemoglobinemias, and the 
distinction is easily made if one remembers that in 
hemolytic diseases the pigment is in the blood plasma 
whereas in the others it is confined to the red blood-cell, 
There is one other very rare form of true methsmo- 
globinæmia; this is one of the “inborn errors of meta- 
bolism”’ and the victims have a varying proportion of their 
blood hemoglobin in that form. They suffer no dis- 
ability, since the total blood-pigment is usually increased 
so that the normal amount of oxyhxmoglobin is avail- 
able, but the presence of the methemoglobin gives them 
a slaty-blue colour that is ugly, often exposes them to 
unnecessary investigation, and causes alarm. This 
disease is so unusual that it might well remain buried 
in the literature, but it now appears that it can be 
treated. At a meeting of the Royal Academy of Medi- 
cine in Ireland on May 7, J. Deeny, H. Barcroft and D. C.. 


Harrison described two brothers with this condition; 


2. Wilder, R. M., jun. Proc. 1 te Clin. 1940, 15, 651. 
3. Knowlton, G. C. and Gross, E. G. J. Pharmacol. 1943, 78, 98. 
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both had slate-coloured faces and hands, but, like other 
cases, their general health was good, although both had 
about half of their total blood-pigments in the form of 
methemoglobin. In 1939 French workers showed that 


ascorbic acid has a favourable effect on this disease; 


Deeny and his colleagues confirmed this—in one case 
a daily intravenous dose of 100 mg. of ascorbic acid 
reduced the methæmoglobin from 43% to 6% of the total 
blood-pigments in a month; there was a simultaneous 
reduction in the total blood-pigment and in the red-cell 
count. The ascorbic acid appears to act by converting 
the methzmoglobin to ordinary hemoglobin. It will be 
interesting to see if the same treatment can be applied 
successfully to other forms of methæmoglobinæmia, 
especially that due to drugs. 


j CORNEAL GRAFTING 


Ir. an eye is to see, the central three millimetres of 


cornea must remain transparent; a dense sear in this 
area will blind an otherwise normal eye. Opacities from 
corneal ulcers, interstitial keratitis, ophthalmia neona- 
torum, and wounds or burns of all kinds have condemned 
many patients to permament blindness, so it is not 
surprising that surgeons have tried to graft clear cornea 
on scarred eyes for over 100 years. Even before that, 
the problem of the leucomatous eye was stirring the mind 
of Robert Mead, who in 1775 suggested putting equal 


parts of powdered glass and sugar,“ levigated into an 


impalpable powder,” into the eye every day; this, he 
wrote, gradually absterges and wears off the spot by 
its inciting quality.” Reisinger * was the first to attempt 
corneal transplantation, for in 1818 he replaced the 
cornea of one animal with that of another, and at the 
end of twenty days half of it remained transparent. 
In 1888 Kissam transplanted the cornea of a six-months 
old pig to a ‘human eye, but though vision improved 


immediately after the operation the graft later became 


opaque. Similar operations were tried by other surgeons 
but the graft never remained: transparent for long, and 
it is now established that all grafts of animal cornea to 
man are doomed to failure. 

The possibilities of the operation were revived in the 
708 by A. von Hippel, who invented a trephine which 
simplified the procedure and was the first surgeon to 
transplant from one human. being to another a portion 
of cornea which remained permanently transparent. 
Using von Hippel’s trephine, Zirm * reported an excep- 
tionally successful case in 1906, the donor being a boy 
of 11 whose eye had been lost by injury. From percep- 
tion of hand movement only, his patient’s vision improved 
to 6/36 more than a year after operation, proving that 
under certain conditions the operation could be a sight- 
saving one. Isolated reports continued to appear, but 
no series from which the success of the operation could 
be judged was published until K.W Ascher (1919-22) from 
Elschnig’s clinic, and later A. Elschnig © himself (1930), 
‘published the results of all grafting operations performed 
in the clinic up to date. The grafts used were whole 
thickness of cornea, circular and 4-5 mm. in diameter. 
They were taken from an eye which had had to be removed 
from another patient, or from an eye enucleated shortly 
after death. Elschnig found that the graft will be success- 
ful in 22% of patients who give no evidence of increase 
of ocular tension, but that if only the patients suffering 
from interstitial keratitis arè considered the results will 
be much better than this. W. P. Filatov ĉin Odessa has 
performed more of these operations than any other 
surgeon, Up to the end of 1938 he and his school had 
done 537 transplants. He made several modifications 
Medical Works of Robert Mead, Edinburgh, 1775, p. 410. 
.Die Keratoplastic, Sulzbach, 1824, vol. 1, part 1, p. 207. 

V. Graefes Arch. Ophthal. 1878, 24, 235. 
. Ibid, 1906, 64, 580. 
Arch. Ophthal. N.Y. 1930, 4, 165. 


Lancet, 1937, 1, 1395. Modern Trends in Ophthalmology, Ridley 
and Sorsby , London, 1940, p. 582. 
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in the operation, but more important than these was his 
discovery that for transplantation the cornea from a 
cadaver is at least as good as, if not better than, that 
removed from a live eye. The eye from which the graft 
was to be taken was removed up to 24 hours after death 
and kept at 24 C. for from one to eight days. In his 
series, using cadaveric material, 146 transparent grafts 
were obtained in 366 cases—40%. The donor’s blood 
was always tested for syphilis, but the blood-group of the 
donor has no bearing on the chance of a successful 
operation. Von Hippel noticed that in a successful case 
the recipient’s cornea immediately adjacent to the graft 
increases in transparency, perhaps because of the 
increased blood-supply to the cornea necessary to keep 
the new graft alive, so Filatov has tried grafting the 
peripheral part of a leucomatous cornea and the centre 
of the cornea has tended to clear; no precise records of 
these cases are available yet. In America Castroviejo ? 
and his associates at the Columbia Presbyterian medical 
centre have performed more than 100 corneal grafts. 
In favourable eyes he says that 85% success may be 
expected and in 2 cases ‘vision improved from hand 
movements at one foot to 6/6. In this country Tudor 
Thomas has done the pioneer work and reported 36 
operations by 1937; he says that the graft remains 
transparent in 86% of favourable cases. Now Leahey ®. - 
who used Castroviejo’s twin knives, has published his 
results in 10 patients. All were improved and several 
could read book print, the best distant vision being 
6/24. 

Corneal transplantation, then, has established itself 
as a practical proposition, and under certain circum- 
stances a high percentage of success can be expected. 
For good results the ocular tension should be normal and 
the graft should have areas of semitransparent cornea ' 
hdjacent to it; because of this and of the ghost vessels 
already present i in the cornea the best results are achieved 
in interstitial keratitis. There is no doubt that grafting 
will rescue some of the many eyes blinded in this war by 
burns and scars of the cornea. 


. PHENOTHIAZINE UNSUITABLE FOR TREATING . 


| THREADWORMS 
, PHENOTHIAZINE was first tried in the treatment of 
threadworms by Manson- Bahr. In an investigation of 
its pharmacology de Eds, Stockton and Thomas" had pre- 


viously recorded an anæmia in 3 patients out of 19 who 


were being given the drug as a urinary antiseptic, and 
a similar report came from Hubble,” who saw 3 cases of 
anemia among 30 children treated. Doubts about the 
employment of phenothiazine were justified by the death 
from acute hemolytic anæmia of a child aged 6 who had 
been given 8-5 grammes,” and two further instances of 
severe hemolytic anæmia following its use have been 
reported by Johnstone M in this country and by Grant!“ 
in Australia. The opinion that it is valuable against 
threadworms has been qualified by this evidence into a 
general distrust of its toxicity in children. Veterinary 
experience has also been that, while it is a reasonably 
safe anthelmintic for adult animals, it is dangerous to 
young ones, especially pigs. 16 If any therapist needs 
further dissuasion from its use, this is provided in a 
report by Bercovitz, Page and de Beer,“ who not only 
confirm, the accounts of its toxicity published in this 
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country but also show that, in doses well above the 
danger level for children, it is not effective against the 
threadworm (Ozyuris vermicularis). Of 10 patients 
they treated 8 failed to give the three negative swabs 
regarded as necessary to establish a cure. 

Fortunately there is no need to lament the departure 
of phenothiazine, for its place in the treatment of thread- 
worms has been taken by gentian-violet which is given in 
coated capsules of grain J. The dose is one capsule a 
day for each year of age up to six years, and this dose is 
continued for a week. A second course may be given 


after an interval if worms are seen in the fæces or ova, 
With these doses no 


are still diseovered on the swabs. 
- toxic effects have been recorded. Wright and Brady ** 
obtained 60-90% cures by its use in adults and children, 
and subsequent clinical experience rates its efficiency 
more highly still. °. 


FERTILITY AS A CONTROLLABLE FACTOR 


JUST now population trends are exciting the opposite- 
minded to argument—some saying let us have more of 
one kind of men and others saying let us have less of 
every kind. Across the controversy the statement of 
experts convened by the British Social Hygiene Council 
breathes like a voice from the laboratory. Whatever 
we think about man, few of us want to picture him as 
a dying race.; and whether we want to extend fertility or 
reduce it we should prefer not to have the issue taken 
out of our hands by biological failure. The experts 
produce evidence (see p. 457) of involuntary impaired 
fertility in the population which is striking. Experience 
has shown that in many cases the reproductive function 
can be restored or improved. Since devices for reducing 
fertility have stimulated investigators, and are now be- 
coming reliable, treatment for improving it should excite 
at least equal interest. The plea for better facilities fot 
skilled diagnosis and treatment of all grades of infecun- 
dity is sensible and timely. 


SERUM REPLACEMENT IN BURNS 


THE most profound change that can be demonstrated 
in the blood of a burnt patient is loss of protein and water. 
When serum and plasma transfusion was made available 
some years ago there seemed to be a good chance of 


saving the lives of those whose burns extended beyond . 


the critical one-third of the total body surface. - Un- 
fortunately these hopes were not always realised and it 
seemed possible that other factors were of greater import- 
‘ance than simple plasma loss. Presman and his asso- 
- ciates ® however believe that the failure of intravenous 
serum therapy has been due to the use of insufficient 
quantities. They refer to the work of Elkinton, Wolff 
and Lee, who maintain that damaged capillaries do not 
regain their normal permeabjlity (and will therefore go 
on leaking plasma) for up to 40 hours after a burn. 
During this time not only must the normal bodily 
requirements be met, but any loss must be continually 
made good if a fatal reduction of blood-volume is to be 
avoided. They cite two cases in which 45% and 50% of 
the body surface had been butnt and whose hæmoglobin, 
protein, non-protein nitrogen and hematocrit values 
were recorded during treatment. An estimation of the 
blood and plasma volume was made from the body 
weight. Each patient. received 4250 c.cm. of serum 
during the 68 hours following the burn, 1750 C. om. 
being given during the first four hours. In addition 
other fluids were given by mouth and vein, so that one 
patient took no less than 19,970 c. om. of fluid during 
the 68 hours after the burn—that is, 7000 c.cm. in excess 
As a result, it is 


Amer. 
Elkinton, R., „Wolff, W. A., and Lee, W. E. Ann. Surg. 
1940, 112, 150. 
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uninterrupted recoveries. 
monious equipment of many hospitals precludes any 
attempt at accurately controlled treatment on these lines; 
and indeed where the patient may have been ansemic 
before sustaining the burn any attempt to maintain a 
normal hematocrit value might meet with disaster. 
Presman and his colleagues therefore conclude with a 
simple rule to follow in the treatment of severe burns. 
They recommend that 50 c.cm. of serum should be given 
into a vein immediately for every 1% of body surface 
which has been burned, with an additional 20-30 c.cm. 
for every 1% during the first 24 hours and another 20-30 
c.cm. in the first 72 hours following the burn, thus 
totalling 100-110 c.cm. for each 1% of body surface 
burnt. These recommendations may be summarised 


as follows :— | l s 
T ° Volume of serum to be given 
l for each 1% of burnt surface. . 
Immediately `.. .. 60c.em. 
During firste24 hours. 20-30 c. em. U; 


During first 72 hours .. 20-30 c. em.) addition. 


They state further that no erystalloid fluid should be 
given during the first 24 hours, but that fluids and a 
high-protein diet by mouth should begin as soon as 
possible. It is to be hoped that others will have the 
same measure of success with their method. * 


THE LAST OF DR. THORNDYKE 


Dr. Austin Freeman, whose death’ is announced on 
another page, gave more pleasure to his colleagues, in 
his time, than perhaps is usual in our profession. If 
Conan Doyle set the standard for scientific crime in- 
vestigators, Austin Freeman, in his stories of Dr. John 
Thorndyke, has carried on the Holmes tradition serupul- 
ously. Like Holmes, Thorndyke is credibly—but only 
just credibly—-well informed; he has the same passion 
‘for accuracy, the same meticulous attention to detail 
coupled with a considerably greater knowledge of 
laboratory technique, and an equal disregard for the 
lure of matrimony. He lacks Holmes’s more specta- 
cular and endearing side, perhaps: no opium, no 


violin and no situations contrived for theatrical effect 


find their way into Thorndyke’s well-regulated life. 
Here is a serious-minded scientist, and the reader is 
expected to get his fun out of the hard labour of de- 
tecting, not out of the foibles of the detective. He 
does, too. Whether helping Dr. Thorndyke. to look 
into the manners and customs of marine worms, or 
breathing down his neck while he examines (for arsenic) 
a Jock of hair from a long-dead girl, the reader gets his 
ration of interest and excitement ; and he is blessed with 
an encyclopzedic mind who puts down an Austin Freeman 
without having learned some odd new fact or other. 
Doctors, many of whom are martyrs to detective litera- 
ture, nearly always enjoy the details of medical juris- 
prudence which Thorndyke had at his finger tips. It is 
perhaps a measure of Freeman’s skill that he often dis- 
pensed with surprise in his puzzles; he could tell his 
story backwards—beginning with the culprit and 
working through’ the steps by which he was undone— 
without losing his reader’s attention. = 


Roya COLLEGE or PHYSICIANS or Lonpon.—On Monday, 
Oct. 18, at 2.30 pm, Dr. W. E. Hume will deliver the 
Harveian oration. 


ROxAL Society or MEDIOINE.—On Tuesday, Oct. 12, at 
5 pm, Dr. W. Norwood East will deliver his presidential 
address to the section of psychiatry on the state, the criminal 
and the psychiatrist. Mr. Malcolm Donaldson will give his 
presidential address to the section of obstetrics and gynscology 
on Oct. 15, at 3.30 pm. He will speak on the cancer problem 
from the point of view of the young gynecologist and a 
discussion will follow. There will also be a discussion after 
Dr. N. S. Finzi’s presidential address to the section of radio- 
logy at 4.45 pm on the same day. The subject is to be 
impending new developments in radiotherapy. 


Unfortunately the parsi- 
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CARE OF THE CHRGQNIC SICK 
LETITIA FAIRFIELD, OBE, MD, DPH 


PROBLEMS raised by chronic sickness are important 
but have been negleeted in most schemes for medical 
reorganisation. Chronic sick patients are numerous, 
especially in the higher age-groups, and their long occup- 
ancy of beds holds up a high percentage óf the total 
accommodation. From the administrative point of view 
they overlap with the crippled or physically handi- 
capped ’’ and in the upper ages with the aged and 
infirm.” Hence the total numbers cannot be exactly 
estimated, but the extent of the problem may be partly 
gauged by the London figures. > 


Chronic sick in London August March 
(a) In public health chronio siok estab- 
ents me E: ae a 3818 2314 
2 In acute general LCO hospitals ae 1400 et 1600 
c) In social welfare institutions. . 75 416 ae 35. 
Total 5634 3949 


(The numbers in March, 1943, were reduced by evacuation) 


In addition about 35 chronic sick are maintained in 
voluntary institutions by the London County Council 
and a considerable number (who cannot, however, be 
separated statistically from the aged and infirm), are 


living at ‘home on out-relief. The number of chronic - 


sick not maintained or assisted out of public funds is 
evén more difficult to ascertain but must be considerable. 
For every category. there is a serious need for paying 
accommodation to meet different grades of income. 


(A) PREVENTION 


Every advance in medicine and surgery brings some 
reduction in the number, of permanent invalids, and 
good national planning bringing the best medical skill 
within the reach of all, will presumably also reduce the 
numbers of chronic sick ; the impending increase in the 
average age of the population, however, will keep up the 
relative proportion of chronic invalids. Of recent years, 
the improved care of surgical tuberculosis, of anterior 
poliomyelitis, and rheumatic heart disease has enor- 
mously reduced the number of the permanently disabled 
among the young. A fortunate flash of inspiration on the 
treatment of arthritis, or of chronic lung disease would 
have a similar effect in clearing the adult wards. Schemes 
now afoot for rehabilitation after illness and accident 
should also have a slow but steady effect in reducing the 
numbers to be provided for. It will be assumed there- 
fore that the chronic sick whose care we are considering 
are the irreducible minimum of permanently disabled 
persons incapable of self-maintenance and requiring 
permanent medical supervision and usually some degree 
of nursing care. 

(B) CLASSIFICATION _ 

Classification is not easy because the patients cover all 
ages, an immense range of diseases and wide differences 
of mental capacity. Their needs, whether physical or 
mental, are not all the same. Any system of grouping 
should therefore take into account: (1) age; (2) degree 


and nature of disability (e.g., bedridden or ambulant) ; 
and (3) mental capacity an 


temperament. — 
(1) . has shown that the chronic sick 
may conveniently be divided into four age periods: 
(a) Children under 16. Most children who require long 
hospital care may now be considered as long-term treatment 
cases rather than-chronic sick, but a few unimprovable or 
deteriorating casesremain. They include disabling congenital 
deformities such as spina bifida with incontinence, progressive 
lyses, advanced cardiac disease and other rarer conditions. 
When the LCC took over the guardians’ responsibilities in 
1930 some of these children were found lying in great unhappi- 
ness among senile cases in the wards of municipal hospitals and 
institutions. A separate unit was formed for them in a small 
LCC children’s hospital in 1933. It never contained more 
than 25 children, though cases were received from outside 
London in addition. A teacher was provided by the education 
officer and the children had access to a garden. The unit 
though an improvement on their previous surroundings was 
never a complete success. The children’s diverse ages and 


* 


careful examination. 
explored already, it is advisable to arrange for complete 


intelligence levels made the task of teaching and amusing them 
almost impossible, while the staff found their duties exacting 
and unproductive of results. At the outbreak of war this 
unit had to be broken up and the children were distributed 
among the long-term orthopedic and rheumatic cases at 
Queen Mary’s Hospital, Carshalton, according to their age and 
disability. Here they are far happier and better placed. No 
staff has to be specially allocated to them and they enjoy 
contacts with more normal children and the wider range 
of interests found at Carshalton. Probably the cost per head 
is no greater than when they were segregated in a special 
unit. 

(b) Adolescents and young adults. These patients resemble 
the group under 16 from the medical point of view, and many 
of them have in fact spent many years under treatment in 
children’s hospitals. Some are in the terminal phases of fatal 
disease, others have years of life ahead. In some ways they 
are more difficult to provide for than the children as they have 
more insight into their fate. They must be as fully occupied, 
body and mind, as their condition allows, and they need 
whatever medical and nursing care can mitigate their disease. 
Handicraft instruction, books and discussions on current: 
affairs, and the teaching of simple occupations such as flower- 
making or toy-making or embroidery should all be included in 
the schemes for their care. Even the bedridden can often 
earn a few shillings a week with some benefit to their pockets 
and immense benefit to their self-respect. They feel they can 
do something for somebody, which is almost a definition of 
life as opposed to stagnation. The upper limit of this young 
adult group need not be too strictly drawn but it has been 
found from experience that the young incurables do greatly 
enjoy each other’s company and separation from the more 
depressing older invalids. sa 

(c) Older but mentally alert adults. These are mostly the 
victims of arthritis or disseminated sclerosis or chronic heart or 
lung disease. They are usually past the training stage but are 
capable of carrying out simple needlework or handicrafts, and 
they enjoy wireless, visiting and books, and the aménities of 
life they have been accustomed to. It is important to keep 
them apart from the senile group and from constant associa- 
tion with the dying. ee 

(d) The mentally deteriorated and senile. A large pro- 
portion ofthe chronic sick are of advanced age and others are 
suffering from some disease such as cerebral thrombosis which 
has impaired their mental faculties. These old people’s 
requirements naturally. vary with their physical condition 
and social background, but a great number seem well satisfied 
with a little knitting, some wireless, sufficient food: and 


‘warmth. They greatly value visits from relatives or old 


friends, but the advances of strangers, however well-meaning, 
are apt to meet with a poar response. As a ward-sister 
recently remarked to me, They live in the past and take less 
interest in present contacts than one would think.“ 


2. Degree and nature of disabiliiy.— The diagnosis of 
“ chronic sick ” is a serious one for the patient and should 
only be made with a full sense of responsibility and after 
If the case has not been fully 


overhaul in a equipped acute hospital. An 
estimate can then be made of the amount of incapacity, 
the probable expectation of life, and the need for pallia- 
tive treatment such as massage. If the question of 
training for a trade or admission to a sheltered workshop 
arises, the doctor consulted should have some knowledge 
of the problems involved in the training of the handi- 
capped. Lack of these obvious precautions has led to 
deplorable errors in disposal, as for example, patients 
with minor or improvable defects being cast unneces- 
sarily into the stagnant pool of a workhouse ward, while 
others with progressive paralysis or advanced heart- 
disease may be sent for expensive trade training. 


Medical supervision of all chronic sick though not necessarily 
continuous should be careful and efficient, the patient being 
kept at his maximum of physical efficiency and comfort. At 
the same time wasteful procedures such as long-continued 
massage or hydrotherapy, producing no real benefit, should be 
avoided. Periodic overhauls will ensure that no unexpected 
improvement has taken place or no intercurrent disease has 
developed. 

For the bedridden good nursing is essential, and these 
patients afford excellent nursing training. The question of 
nursing the chronic sick remains the subject of controversy. 
It is becoming generally recognised now that the ordinary 


\ 
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nurse in her training should learn something of their care, but 
it does not follow that the highly qualified trained nurse is 
the best person to staff chronic sick wards. In the opinion of 
many superintendents, the assistant nurse comes much nearer 
the ideal for this purpose. Some women (not always the best 
examinees) have a special vocation for chronics and the aged, 
as others have for children, and well-organised schemes will 
endeavour to make full use of this fact and to give these 
nurses an honourable place in the profession. 


3. Mental capacity and temperament.—Wise planning 
for the chronic sick entails the estimation of their mental 
condition and temperament. The psychotic and the 
mentally defective should be dealt with as such, under 
the ample legal provision made for them, and should on 
no account be mixed with chronic sick patients of normal 
mentality. This is a matter of much greater importance 


to the patients, who have to live at close quarters with- 


each other, than to the staff. Any scheme should also 
include some machinery for classifying and segregating 
senile dements, who are apt to be intdlerably noisy and 
offensive neighbours. In Landon it has been customary 
for many years to transfer such senile patients without 
certification to a separate institution. 


Where training schemes are contemplated, an exact estimate 
of the patient's intelligence becomes important and an intelli- 
gence test should be applied by an expert. The casual observer 
is most likely to go wrong in dealing with spastic, athetotic or 
hydrocephalic cases. The common tendency is to underestimate 
the mentality at first sight, then to overestimate it and to 
form much too hopeful ẹ view of trainability, with inevitable 
disappointment. 

(C) DISPOSAL 
The alternatives before those who have to provide for 
the chronic sick are :— = 
' (a) Home care by relatives or guardians. 
(5) Voluntary homes. 2 

(c) Special wards or departments in acute general hospitals, 
voluntary or municipal. ' 

(d) Special municipal hospitals. 


(a) Home care is, in the opinion of many experienced 
doctors, nurses and social workers, the method of choice. 


That this feeling still prevails among the public was shown 
by the fact that on the morning after air-raids began again in 
the spring of 1943, 68 chronic sick persons were sent in to one 
LCC hospital in South London. The relatives were willing 
and anxious to look after them under normal conditions but 
could not get them into air-raid shelters. It is an indication 
of decent feeling in a community that people should want to 
look after their helpless relatives and chronic invalids, who on 
their part are usually happiest at home. There they can 
obtain emotional satisfactions which few institutions can give 
and they can find useful natural outlets for their energies in 
paee of work expensively devised for them. Friendly visiting 


y philanthropic organisations can often be arranged, and the 
Boy Scouts and Girl Guides have excellent schemes for keeping 
The chief obstacles -. 


in touch with bedridden young people. 
in the way of family care for chronic invalids are : (1) inability 
to undertake the nursing (here good district nursing associa- 
tions ‘can help, and should always be in the forefront in the 
eare for the chronic sick); (2) inability to maintain a 
“bouche inutile.” Here a sympathetic and constructive 
attitude on the part of the public assistance authorities is all 
important. The Poor Law Act, section 14, is almost the only 
statutory expression of family responsibility now remaining. 
Outdoor relief is a real economy if it prevents unnecessary 
institution or hospital admissions. It should recognise 
generously the invalid’s special needs—for example, extra 
nourishment and surgical appliances. The new Act of 1943 
enables larger money allowances to be given and if the 
Beveridge report materialises, these benefits will all come 
under the heading of security assistance and not of public 
assistance. 

In many cases even if nursing and financial help are available 
the invalid puts an excessive strain on family resources—or 
there may be no relatives. The alternative of boarding-out 
with strangers is theoretically possible but in practice it rarely 
works well with the chronic sick. Few conscientious people 
are willing to undertake .the responsibility of invalids not 
related by blood, and the authorities naturally have to guard 
against the unscrupulous who would only too willingly exploit 
the helpless for gain. In a large number of cases, therefore, 
institutional care of some kind is inevitable. 


(b) Voluntary homes, —In making the voluntary home 
the second method of choice, I am using the accumulated 
experience of officers in the Public Health and Social 
Welfare Departments over 18 years. These homes are 
preferred by most of the younger patients. They offer a 
freedom from restrictions, a sense of independence and 
homeliness, which the larger institution cannotreproduce. 
Often, too, the staff have a special sense of vocation and 
the atmosphere is coloured by their religious beliefs in a 
way helpful to patients. Voluntary homes now available 
vary from small and shabby establishments with a dozen 
beds, run by a pious old nurse, to large specially -built 
hospitals such as the Anglican homes at Woking and St. 
Peter's, Kilburn, and the Catholic home at St. Joseph's, 
Edmonton. Most of these homes provide handicraft 
instruction ; they give the women and men opportunities 
for shopping and visiting neighbouring places of enter- 
tainment, and some have facilities for massage and light 
therapy. The most valued feature of the voluntary 
home is the freedom with outside contacts it allows and: 
the liberty given to the patients to keep their own small 
possessions round them and to wear their own clothes. 


. Voluntary homes for chronic sick are usually—but 


not always—registered as nursing-homes and should . 


be carefully and strictly inspected. Not only the small 
ones run for profit but the large establishments of famous 
religious orders have dangerous potentialities. Their 
cardinal] faults are overcrowding, understaffing, and the 
admission of mental and senile patients who annoy 


others. X 
I have known a paralysed man not washed all over for three 


months, a paralysed woman left to starve on a few sips of milk 
a day because no food chart was kept, an advanced cardiac 
case terrified by a senile dement who was allowed to wander 
into her room with a knife. All these incidents took place m 
well-known institutions, but they all should have been pre- 
vented by adequate inspection and strict insistence on, rules. 
An important point is that patients should not be sent beyond 
reasonable distance from the area of the local authority 
maintaining them (about 50 miles is roughly our limit in 
London). They can be visited and inspected from time to 
time and recalled to hospitals of the responsible authority 
for overhaul and treatment if necessary. Town planning 
schemes should take into account the need for these small 
homes and hostels when framing regulations for zoning. 
Chronic sick patients maintained in voluntary homes 
should be carefully selected and some trouble taken to 
allocate them to the right type of home. The following 
classes of patients will be found unsuitable and should be 
otherwise accommodated :— : 


1. Those requiring heavy nursing—unless the responsible 
authority is convinced that an adequate supply of skilled 
nurses is continuously available in the voluntary home. 


2. Those with disabilities offensive to other patients at close 
quarters (incontinence, unsightly skin diseases, persistent 
sinuses). 

3. Patients of quarrelsome or neurotic temperaments. If 
efforts to adjust these patients to their surroundings fail and 
they persist in creating an atmosphere of misery around them, 
they should be brought into a large institution where they can 
do less harm. Repeated attempts at placement mean mistaken 
philanthropy. : 

4.. Mentally deteriorated patients. 


Even before the war there were far too few voluntary 


homes for women and hardly any for men. The practical 
difficulty confronting these voluntary homes is that the 
turnover is so slow that subscribers lose interest, and they 
are hard to maintain. The few large well-endowed 
chronic hospitals are difficult of access and rarely have 
vacancies. A few homes for the dying exist, which 
perform a most valuable function in the last phases of 
disease. Their number could probably be greatly 
extended if an appeal was made to religious bodies for this 
kind of service. The present cost of these homes is up to 
£2 5s. per bed per week. The maintenance is much 
cea di than in public institutions, and gives happier 
results. : Booo 

(o) Special wards in acute general hospitals. The 
treatment of the chronic sick has been consistently 
unpopular with both the medical and nursing professions. 
The voluntary hospitals, great and small, would have 
little] to do with them and the honour of making the 
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nec and humane provision has therefore been almost 
exclusively that of the municipal hospital. 

The teaching hospitals have suffered from this attitude, 
for both the budding doctor and the nurse have much to 
learn about the treatment of the bedridden and of the 
mitigation of advanced stages of disease. It is this kind 
of case which they very commonly meet in general 
practice. The ‘chronic sick have suffered from this 
ostracism too, for a tradition of hopelessness and inertia 
has grown up around their problems, and undoubtedly 


much that could make their lives brighter and reduce 


their numbers has been omitted. , 

For the future it has been suggested that all general 
hospitals, including the great teaching hospitals, should 
be compelled to reserve at least 10% of their accommoda- 
tion for chronic sick. i 


As the turnover would be slow, it might be advisable to 
reserve these wards for specially selected types of chronic sick 
—for instance, terminal phases of fatal disease, patients with 
chronic conditions requiring treatment or on whom new 
methods of treatment could be tried, patients needing an 
overhaul or full examination before transfer to another institu- 
tion. It might be thought advisable to limit the stay in these 
chronic wards to 6 months as a general rule. It should be 
clear that these wards, to be any use, must be in the main 
hospital; dumping the patients in a country branch miles 
from their friends would be no solution. 


DISCUSSION 


Even after all suitable cases had been placed in 
voluntary homes and the voluntary hospitals have taken 
a 10% quota the bulk of the chronic sick will remain for 
the municipal hospitals to dispose of. The first import- 
ant change required is improved classification. . In this, 
many hospitals have admittedly failed %&rgely owing: to 
the fact that the accommodation has never kept up with 
the demand. 


A beginning has however been made. We have had 10 
years’ experience of an adolescent chronic sick male unit for 
25 lads and men at Queen Mary’s Hospital at Sidcup, which is 
an outstanding success. <A handicraft instructor was secured 
who created interest and enthusiasm in his workers. ` Being 
situated in a convalescent home with plenty of entertainments 
to which the young men had access, and plenty of contacts 
with the normal world, the atmosphere is cheerful and‘stimu- 
lating. To put a unit for severely handicaped chronic sick 
in the middle of a convalescent hospital was a daring experi- 
ment, but has proved a sficcess largely owing to the personal 
enthusiasm of the staff and the fact that the proportion of 
chronic sick has been kept small. A similar unit for young 
women is being developed at another LCC hospital. i 


Of the remaining chronic sick, the younger and more 
mentally alert should be gathered in the better type of 
ward at the disposal of local authorities. Sun balconies 
should be provided where there is no access to gardens. 
Some of the wards should be divided into bays or cubicles 
by partitions to give more privacy. The patient’s 
5 social background largely determines whether 

e prefers privacy or sociability. Many Londoners are 
wretched in small rooms. 

The most desirable moye, however, would be to allow 
the patients to have a small space around them for their 
family portraits, pictures and a few small possessions. 
Even a locker-top is better than nothing. You would 
make the place look like a home and not a hospital said 
an indignant matron when I suggested this. That was 
in fact the idea. It is the only home these poor creatures 
will ever know. The possibility of combining such accom- 
modation with a sheltered workshop where a simple 
trade could be carried on is being explored. 

The senile and mentally deteriorated are probably 
quite as happily placed in their long open wards, with a 
day-room annexe, as they could be anywhere. For them 
the most important factor is to be near relatives whom 
they remember, for contact with strangers is no particular 
pleasure to them. Small dietary changes and treats, such 
as cakes and sweets, are almost their only other pleasures. 

How far the chronic sick in municipal hospitals should 
be gathered into separate institutions, or how far 
accommodated in special blocks or wards in general 
hospitals, is a difficult question. It will depend largely 
on the accommodation at the disposal of the authorities. 
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If the classification outlined above is carried out, it should - 
not greatly matter to the patients themselves but it does 
matter a good deal to the staff. Few nurses and doctors 
like to work in a big hospital devoted solely to the senile 
and incurable and the number of such establishments 
should bé reduced to a minimum. Wards or depart- 
ments for some acute specialty, or research units, say 
dealing with arthritis or diabetes, might well be combined 
with chronic sick accommodation. z | 
Whatever method of disposal is adopted, all grades of 
chronic sick should have ample and varied food, warmth, 
cleanliness, and devoted and skilled nursing according 
to their needs. Equally important is full occupation for 
body and mind up to the limit of their capacity. | 


STERILITY AND IMPAIRED FERTILITY 


CONCLUSIONS ,AT A CONFERENCE CONVENED BY THE 
BRITISH SOCIAL HYGIENE COUNCIL * ` 


THE official census data do not yield any direct 
information concerning the frequency of sterility (child- 
lessness) or impaired fertility (small number of children). 
Nearly all information in this field springs from the 
general experience and the specific efforts of individual 
workers—mostly clinicians interested in the treatment 
of involuntary sterility. The following summary reflects 
the views formed by British and American investigators. 


About a tenth of all marriages remain childless. It has 
not been suggested that there are class differences which 


would reveal themselves without specific statistical 


investigations. Childless marriages among working- 
class patients are common. , | 

Permanent childlessness is rarely deliberate. This 
conclusion is based on the experience of medical practi- 
tioners and on specific investigations. Thus inquiries 
were made among industrial workers in order to ascertain 
how many of the married but barren women were 
deliberately childless. This inquiry was conducted by 
a doctor who interviewed personally every woman; and 
the inquiry was appropriate since the childless women 
numbered up to 18% of groups (consisting of about 50 
women each) questioned. Similarly another investigator: 
inquired into the history of about 70 childless middle-class 
families who had not applied for advice. It appears 
that in about 90% of childless couples who have been 
married for at least 5 years the absence of children was 
caused by impaired reproductive power (low fecundity). 

rthermore, such inquiries among patients who did 
not request advice for sterility show that in at least 
60% of one-child couples (numbering more than 100) 
married for more than 5 years, further conceptions were 
either desired or not deliberately prevented. Clinical 
experience extending to many hundreds of cases and 
investigations among working and middle-class women 
indicate that the small family (two children) is also often 
due to low fecundity and that fecundity tends to fall 
after’ the first or second confinement. 

Data collected by individual clinicians and extending 
to over 4000 cases and by clinics show that birth control 
although applied at times by the great majority of the 
population is rarely (im about 5% of young couples) 
intended to procure permanent barrenness. Further- 
more, effective methods of birth control are usually 
sought among the working class only. by women who have 
had one or more children. One of the statistical expres- 
sions of this fact is that in one group (numbering more 
than 200 women) of regular users of birth control the 
average number of children was higher than in a com- 
parable group of women using the same methods inter-. 
mittently. Further investigations show that the con- 
traceptive methods most commonly used by the industrial 
population are notoriously unreliable (coitus interruptus 
or soluble pessaries); their seeming success to which 
many working-class women attribute the small size of 
their families (e.g. 3 children in 15 years of marriage) 
can be shown to reflect lowered fecundity in at least a 
third of the cases (about 100) investigated. no 


* Members of the conference who signed the statement were Dr. 
V. B. Green-Armytage; Dr. Mary Barton; Prof. F. J. Browne, 
FRCOG; Mr. R. Christie-Brown, FRCOG; Miss Gladys Dodds, 
FRCOG; Dr. Greta Graff; Dr. A. Green; Mrs. Clare Hanvey, 
ARCS; Dr. Margaret Hadley Jackson; Prof. R. W. Johnstone, 
FRCOG ; Prof. W. C. W. Nixon, FRCS; . C. Lane- Roberts, FRCOG ; 
Dr. A. Sharman; Miss Margaret Moore White, FRCS; Mr. B. P. 
Wiesner, PHD; Mr. Kenneth Walker, FRCS. 
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Considering all. available information it seems that 
in 60-00% of all barren and one-child couples lowered 
fecundity (depending on involuntary factors) is involved. 
Lowered. fecundity is also often found in couples with 

~ 2 or more children. But its practical significance is less 
than in the one-child families because the use of effective 
methods of birth control increases with the size of the 
family. This widespread infecundity of the population 
is due in part to low female fecundity ; particularly to 
conditions which tend to develop after confinements or 


miscarriages. 
very common ; 


But low reproductive power in men is 
about -60% of husbands of childless 


women are either incapable of producing offspring or 
fail to attain a level of fecundity which would make 
conception easy (data from about 2000 cases, and from 


American findings), 


Similarly the husbands in one-child 


7 


families are often of low fecundity. Examinations of 
about 100 volunteers (medical university students and 
professional men) confirms the view that average male 


fecundity is much lower than is co 
appears to be definitely impaired 


only assumed. It 
at least 1 out of 5 


men examined. The men examined were mostly in 


good general health. 


Nearly 90% of the middle- 


aged childless women (i.e. 


the last generation of married women) of the industrial 
groups interrogated in inquiries had accepted their fate 
without seeking specific help from any doctor or clinic. 
The remaining women sought advice; but in less than 
5% was adequate or even relevant advice given. Middle- 
class women seek adviee much more often. In the great 
majority of cases examinations and advice still tend to be 
limited to the wife; recognition of the common male 
responsibility is relatively rare. | at ack 
On the other hand the few specialised clinics which at 
present give advice on sterility are sought out by increas- 
‘ing numbers of women. Of the present generation of 
potential mothers one Glasgow hospital which maintains 
a sterility clinic (for women only) admitted 303 cases in 
1938; and 505 cases in 1942. <A similar increase of 
attendances has also been seen in others of the few 
clinics in this country which supply adequate facilities 
for the diagnosis and treatment of sterility. The interest 
shown by childless men is of a less active kind, but 
refusal to undergo examination is rare in childless or 
~ child-poor men (under 5% in hospital practice). A 
consideration of all available data strongly suggests that 
the barren and the verysmall family reflect lower fecundity 
rather than excessive unwillingness to reproduce. This 
being so, no effort to solve the problem of the decline in 
the population can be considered satisfactory unless it 
recognises the necessity for providing facilities for 
the skilled diagnosis and treatment of all grades of 
infecundity. 


CURRENT EXPERIENCE 
Mr. R. CHRIsSTIE-BROWN said at the conference: 


Of 400 patients who have consulted me with reference to 
some gynecological or obstetric condition, 100 of these were 
complaining of sterility. ... In only 32 of these 100 cases did 
the husband submit his semen to test, and of these 12 were 
considered to be sterile. 


Dr. MARGARET HADLEY JACKSON had found that the 
number of patients coming for advice on sterility to the 
Exeter Family Planning Association Clinic had increased 
rapidly over the past few years. She gave the following 
figures of cases treated: f 


1930 ?31 °32 °33 °34 33 °36 °37 38 39 ˙40 %°'41 42 43 
. 0 0,1 0 1 1 6 10 11 12 15 23 30 51 
To July. 


In the early years, she said, patients had come on their 
own account but for the last two or three years most of 
them had been sent by their own doctors. Of the 51 
cases seen so far this year, 20 had used no form of birth 
control. Before attending the clinic patients had been 
married for an average of 5 yr. 2 mo. Less than 2% 
of husbands had refused to supply seminal specimens for 
examination; and rather more than 50% of these 
specimens had shown evidence of reduced fertility. 


Miss M. MoorE-WHITE, FRCS, had obtained the 
following figures from a series of 100 consecutive cases 
where it had been possible to analyse the husband’s 
semen. She noted that out of 162 new attendances in 
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less than a month, 17% were seeking advice for sterility ; 
only 1:8% had been married for less than 2 years. 


Nothing abnormal in either couple (no tubal - 
obstruction, serious seminal changes or gross % 


endocrine defects) 20 
Fallopian tubes 
Blocked .. sine sae T Gan & ee AE 
Women: Patent gat Oe ae se .. 52 
Rigid (no peristalsis) ee oe 2 24 
Obvious endocrine defects s: E: 7 
Men: [Normal .. ere 43 i 
* <4 Impaired fertility ae 9 .. 43 
Azoospermia an l lt > 


Dr. ALBERT SHARMAN reported that the total number 


of new patients complaining of primary sterility at the 
Royal Samaritan Hospital for Women, Glasgow, had 
risen from 392 in 1938, and 387 in 1939, to 505 in 1942 
and 318 for the first six months of 1943. 


In England Now 


A Running Commentary by Peripatetic, Correspondents 

I am working in a large municipal hospital. After 
more than thirty years service in a voluntary hospital 
with a medical school I find constant interest in noticing 
the differences between the two. They are not always 
easy to discern or to define, and yet all the time I am 
conscious of some subtle but definite difference in the 
atmosphere in which I work from that to which I have 
been so long accustomed. Some at least of the reasons 
for this are plain enough. First there is the physical 
environment. This straggling yellow brick building and 
its long stone-floored corridors are without charm, as 
they are without tradition. How much these two 
qualities affect us in our student days, as we pass through 
some great London or provincial medical school, it is 
hard to say. t the time we do not realise much the 
effect of these influences, but later in life we know that the 
influence was there and that it is still active. 
Guy’s man ever quite forget that his was the hospital of 
Astley Cooper and of Gull, or the Bart’s man that 
Abernethy and Paget worked there, or the doctor from 


St. George’s that he shared those precincts with Hunter ` 


and Jenner and Brodie? The municipal hospital has 
no such background. It is not the fault of the system 
on which it is run: it is merely the defect of youth, and 
youth is a fault which time cures. Doubtless, too, age 
will improve even the appearance of these institutions. 
Years will mellow the yellow brick. Flower beds and 


flower boxes may appear, grass plots be laid in the 


grounds. Another potent cause of the different feeling 
that one gets here from that engendered in the voluntary 
hospital is the absence of students. There is a lack of 
cheerfulness, let alone of gaiety—two emotions as 
precious to doctors as to their patients. There is, too, 
absence of that healthy riv. set up by competing 
companies of dressers and clerks each jealous for the 
renown and performance of its own chief. This is 
replaced by an overwhelming obligation to conform to 
the many rules and regulations of the institution and a 
haunting fear lest one tread on the toes of a superior 
officer, or (more dreadful still) fail to comply with some 
rule, regulation or desire of the lay persons who are lords 
and masters of the hospital. One feels a lack of freedom. 
Worse still there is the impression that the primary 
object of the place is to put forth records that will satisfy 
the council. Records become more important than 
recoveries. Treatment may fail: that will not be ob- 
served by the ladies and gentlemen of the governing 
body. But what is written down is open to their inspec- 
tion and the year’s figures must not, fall below those of 
former years. : oe 

Some of the sisters here are so hard put writing state- 
ments in triplicate that they barely find time to supervise 
their nurses and wards. At a time of paper shortage 
this hospital could still rival most government depart- 
ments in the production of script that will .be rarely 
if ever read. The fanatical inelastic devotion to routine 
rule and regulation has sometimes an unexpected and 
curious result. There is said to be a man here who 
drifted into an observation ward, having somehow 
avoided the proper mode of entry to the place. ~ He was 
accredited to no medical officer. He made himself 
useful in the ward and the Sister liked him. It was 
nobody’s duty to displace him; he had not been offici- 
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ally admitted so he could not be officially discharged. 
So far he has been an inmate for a mere fifteen years. 
* * * l 


Dr. Gray’s proposal, which its representatives adopted 
recently, that the BMA should seek to establish itself 
as a corporate body, reminds one naturally of the BBC 
where the parallel of the doctor-patient relationship 

persi unimpaired. Each licenced listener, paying 
his less-than-a-shilling-a-month towards the maintenance 
of the national radio service, still retains unchallenged 
the ancient Englishman’s right to choose his own set— 
and his own programmes ; .but at this point in the parallel 
the doctors will demur. ‘‘ Choose your own doctor ? 
By gad, Sir, yes! But dammit, Madam, you cannot 
choose your own bottle of medicine, no matter how 
pretty it looks !” However... 


* + * : 


The little lane leading to the great hospital where I 
go to work has on one side a high old brick wall and on 


the other a row of six tiny cottages joined together. A 


slanting tiled roof covers them, and each has white 
shutters to its little square-paned window, and an 
architrave of wood over its green door. The door itself 
is made in two parts, divided horizontally. Thus the 
little inmate can at will peer out of the upper part with- 
out opening the lower to an intruder. These six little 
houses are three hundred years old. They are a charity 
and are occupied by six little old women. The occupants 
must be old, to satisfy. the terms of the bequest, and they 
must be little to meet the restriction of the houses. No 
large woman could exist happily in one of these dolls- 
houses. There is a front room which is parlour, dining, 
and bedroom, and beyond a tiny kitchen leads on to a 
diminutive garden. Here the little old women grow a 
few vegetables and a few simple cottage flowers. Beyond 
the garden flows a small stream. With this behind, and 
an unfrequented lane in front, the cottages: provide as 
quiet a haven as could be wished. Yet my only con- 
versation with any of the inhabitants was to take part 
in a quarrel. Human passions defy environment as 
well as old age. As I passed up the lane number Six 
was in difficulty with her doorkey. She was locked out 
of her little house and could not open the door. She 
appealed to me for help. Three doors down number 
Three could be seen peering over her half door. She 
can do it,” cried number Six, she can let me in, but 
she is a. wicked woman. Oh, she is a wicked woman, 
and J got her here. She is at that cottage through me 
and she is such a wicked woman.” I walked along to 
wicked number Three who seemed an amiable old lady ; 
she denied all knowledge of number Six’s assertions, 
and especially that she could be of any help about the 
door. So I went back to number Six and suggested that 
she walk with me to whomever there was in char 
the cottages. She fell in with this readily enough and eff 
we started, the old lady freely expostulating on the way 
on the iniquities of number Three. Poor number Six. 
A few days later when I passed her door no half pint of 
milk stood in its usual place outside; shutters were 
closed and door shut. Number Six now is a newcomer, 
just as old and small, but without apparent antipathy 
to number Three. What strange mental disturbance 
heralded the rapid decline and death of that old woman 
Jam not enough of a neurologist to explain. 
R 1 - 2 . 


l For years I had admired Kingsley Wood’s devotion tb 
running a legal aid bureau for poor persons in Shoreditch 
before I first came into personal contact with him over 


| the National Health Insurance Bill, when he was in- 


defatigable in helping Mr. Lloyd George to bring in the 
industrial insurance companies, for which Sir William 
Beveridge now has so little use. As chairman of the 
London Insurance Committee he was always friendly 
and always helpful when his interests did not differ from 
medical interests, and whenever we met he had a cheery 

word to say about the old fighting days. I never 
regarded him as a heavy-weight but I am bound to say 
that his subsequent career modified that opinion. He 
was of course handicapped by his cherubic appearance 
and by his voice, but he triumphed over these difficulties. 
It has been said that he was a friend of the little. man and 
rather inclined to distrust experts, particularly medical 
experts; that is a pretty sound opinion and I would add 
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members of the council had given less service. 


ge of 
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for myself that he was actuated not. only by ambition 
but by a genuine desire to do good public work. At one 
thing he was transcendently good: he introduced 
orderliness into every department he entered. And that 
I expect explains why our lift attendant was enthusiastic 
about the way everyone, including himself, had been 
fairly taxed. . 
a * * l 
For some time past I have been carrying out a minia- 
ture Gallup poll on my own by putting to my friends the 
question, which of the national services apart from the 
fighting services will have the strongest claim on the 
Treasury after the war? No-one has yet categorically 
put the health services first. Some people think housing, 
but the strongest group seems to be in favour of transport. 
I cannot help thinking the time has now come when we 
should get down to practical work. Assuming that the 
allocation from the Treasury will be strictly limited (not 
to mention that from local rates), in what order should 
we start our reforms? It is very important we should 
have clear ideas about this. f 


MEDICAL DEFENCE UNION . 


Dr. JAMES FENTON, addressing the annual meeting on 
Sept. 21, said that the abbreviated report was not an indica- 
tion that the work of defence had grown smaller, or that 
Notwith- 
standing difficulties of travel and pressure of professional 
work, the meetings of the council and its committees had 
never been better attended. Omission from the report of the 


‘useful comment on medico-legal problems was simply a 
measure of the council’s desire to assist the Government’s war 


effort in saving paper. The war had not indeed reduced the 
number of allegations made against members of our pro- 
fession ; litigation continued on an increasing scale, and the 
public were increasingly insistent on their rights. Hundreds 
of members had been interviewed during the year, and thou- 
sands of letters of advice written. Dr. Fenton referred to the 
Spackman case in which the union had challenged the pro- 
cedure followed by the General Medical Council, which took 
the case to the House of Lords where it was settled in favour 
of Dr. Spackman, who had now been reinstated on the Medical 
Register. The decision of the House of Lords would, he felt 
sure, be quoted through the years to come as a benefit not 
merely to Dr. Spackman, but to the profession as a whole, 
and he paid tribute to Mr. Hempson (solicitor) and Mr. 
Dickens (counsel) who remained steadfast in their opinion 
from beginning to end. ‘‘I wish,” he went on, to add the 
opigion of myself and others of our council that the General 
Medical Council is anxious to be fair to all who appear before 
it on any charge whatever. We are closely acquainted with 
the work of the GMC, and we hold the view that it is well 
fitted to investigate professional matters. For myself I 
would prefer to be judged by this distinguished body of medical 
men, familiar with all the dangers and difficulties peculiar to 
medical practice, than by a civil court. Let me say that the 


` MDU did not in any way object to the GMC going to the House 


of. Lords. We appreciated entirely their point of view; there 
was merely a difference of opinion by the legal experts who 
advised the two bodies, and it was felt on all hands that it 
should be solved once and for all. We have always been 
happy to work in close harmony with the GMC, and 
nothing has arisen between us in this case to interfere with 
our relationship.” 

Dr. Fenton concluded with two warnings. The doctors 
who are coming back to practise, taking the place of 
colleagues who have been called up, may have terminated 
their membership of the union on retirement, and may not 
now be in full benefit. Their first duty to themselves and 


their families is to satisfy themselves that they are once more 


registered as members. Better still if doctors hesitated before 
resigning membership on joining the Army or retiring; for 
legal questions arise and charges are made months or even 
years after the alleged negligence occurred. And secondly, 
doctors must not assume that membership of the union will 
be unnecessary if the state takes control of the profession. 
The state will certainly not accept liability for their errors or 
omissions. ¢ | 

Following the meeting the elected members of council 
reappointed Dr. Fenton president for the session 1943-44, 
Mr. E. D. D. Davis treasurer, and Dr. Roche Lynch chairman 
of committee. Mr. Ivor Back’s name was added to the list 
of vice-presidents. 


460 THE LANCET]: 
Letters to the Editor 


SCIENTIFIC FREEDOM IN GOVERNMENT 
j SERVICE : 

Srr,—In your issue of Oct. 2 a correspondent, sign- 
ing himself or herself Argus, states that ‘‘a doctor 
working in the Civil Service is, in fact, effectively gagged ; 
he can say or write only what has official approval.” 
Speaking for the Post Office, which is numerically the 
largest department of the Civil Service and, in ordinary 
times, as large as, or larger than, all other departments 
of the Civil Service combined, I should like to say that 
this gives a wholly misleading impression. The Post 
Office, as the largest and oldest industrial medical service 
in the country and probably the world, has kept accurate 
working life-time sick records of all its employees of all 
ranks for nearly a hundred years. These have made 
possible long-distance large-scale observations, many of 
which have been published. To mention only two, it 
was largely upon published Post .Office medical experi- 
ence that the non-pathological nature of adolescent 
albuminuria was established and accepted. More 
recently, it was largely upon published Post Office 
medical experience that the futility of quarantine in the 
case of healthy contacts with the ordinary zymotic 
diseases was demonstrated. Further, the researches and 


medical experience of the Post Office have been freely 


open to—and largely made use of by—welfare and 
medical officers in outside industry ; and everybody in 


the Post Office has been only too glad that this should be. 


the case. 

- There has certainly been no gagging of its medical 
staff, either in the way of research or publication. I 
cannot speak with equal knowledge of other departments 
of the Civil Service. I can imagine it possible, for 
instance, that a medical research into the toxicology of 
some substance used in industry or munition-making 
might be i withheld from general publication 
for quite valid reasons of state, especially in war-time. 
This is not to comment upon any possible future develop- 
ment of hospital or general medical practice. But I 
should be surprised to learn from your correspondent 
that, apart from such possible instances as I have 
suggested, any valuable piece of medical research work 


had been deliberately suppressed by the head—per-. 


manent or ministerial—of any Civil Service Department. 
London, E. O. 1 \ H. H. BASHFORD. 


GOING UNDERGROUND 


_ Str,—Sufficient coal is not being got to maintain the 
war effort and keep us warm. Men are being returned 
to the mines from other industries, and miners prosecuted 
for absenteeism. Recently the best part of a coal-field 
has been on strike in Nottinghamshire because a surface 
worker was sent to prison for refusing to go down the 

it. Dr. Culpin has drawn attention to the psycho- 
ogical aspects, but there is ever a more important point 
of view.. . 

While all this is going on, complicated discussions are 
proceeding about the establishment of a State Medical 
Service (to which I am, incidentally, whole-heartedly 
opposed), and it is said that it should be the function of 
the medical profession to lead the way in the improve- 
ment of social conditions, housing, food, and work. Is it 
not strange that the medical profession has remained 
so silent on the present mining troubles ? If it ever is to 
fulfil the function of leading the way to a New World, 
then doctors should speak now, 


* 


Apart from your excellent leader (Lancet, 1942, i, 417), | 


I can remember no pronouncement on the miner’s 
burden, but there must be doctors far better acquainted 
with the mining industry than I, who could quickly point 
out the root of the present troubles. If this letter 
succeeds in stimulating them to speech or to writing, its 
object will be attained. 

It seems almost patbetic that the two basig industries 
of this country, the Merchant Navy and coal, should have 
been, and are, so neglected. Today the average miner 
says, and means, My child shall not go down the pit.“ 
Why? Because he knows the appalling working conditions, 
the risks to life and limb, and the hopelessness of an 


e 
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injured man obtaining work elsewhere. Any improve- 


ment in miners’ working conditions, or any advance in 
wages, have only been obtained after a bitter struggle 
between employees and employer. Surely, before 
miners are prosecuted for absenteeism, attempts should 
be made to improve the working conditions of the miner 
and the conditions under which he lives in the mining 
villages, and to restore trust between the two sides of 
the industry. oe 

Perhaps this is being done. If it is, let us hear about 
it, and Jet us hear the views of those doctors who are in 
close contact with mines and miners. | 


Southwell, Notts. ics T. A. LLOYD DAVIES. 


INTRAPERITONEAL SULPHONAMIDES 
S, — Vour leading article of Sept. 25 will, I hope, 


stimulate British surgeons to greater interest in a valuable 


auno to the treatment of the infected peritoneum. 
Little has been published in this country on the use of 


sulphonamides in the peritoneal cavity and more experi- 


mental work is necessary to establish such treatment. 
I have employed sulphapyridine in most of my cases; 
sulphanilamide and sulphathiazole have not given me 
nearly such good results in cases of intraperitoneal 
infection. The inevitably contaminated abdominal 
wound has nearly always healed by first intention in 
my experience which now extends over two and a 
half years. The risk of jaundice or other intoxication 
appears to be negligible, provided enough fluid is taken, 


and the peritoneal dose need not be supplemented by | 


oral or other routes. Doses up to 25 g. are safe and the 


presence of the drug in the blood-stream seven days after 


administration testifies to its slow absorption. But, as. 
you szightly emphasise, this new chemotherapy is not 
a panaceg for all ills and must not replace scrupulous 
surgical technique. A 3 

Aylesbury. | . R. H. GARDINER. 
MITES IN TABLE SALT, 


SR, A woman in this district purchased a packet of 
table salt which she took home and from it filled the 
salt-cellar. She thought that somehow she had in- 
advertently mixed pepper with the salt, until to her 
horror she saw the pepper heaving and drifting . along 
the surface. There were thousands upon thousands 
of mites, tyroglyphidæ of some sort, but how or why they 
invaded the salt is a mystery. Various species, all much 


‘alike, do at times infest cheese, flour, sugar, dried fruits 


and so on, but I can find no record of them being found 
in salt. They are pale, soft-bodied and eyeless with 
prominent chelicere and a few long bristles, the larger 
ones with faint magenta staining of the head and feet. 
No other package of salt had been invaded and each had 


apparently been packed ready for sale by the manu- 


facturer or wholesaler in grease-proof paper bags enclosed 


in cardboard cont&éiners.. This season has been beneficent 
to all pests and it may have encouraged an adventurous 
order of the arachnida to a too dangerous exploration as 
the mites all died in the salt two days afterwards. 

A. G. G. THOMPSON, 
‘Lambeth, S.W.2. Medical Officer of Health. 


„ DR. WILLIAM PASTEUR 


Si,—lIn the obituary tributes to the late Dr. William 


Pasteur in your issue of Sept. 18, his chief claim on 


posterity—namely, that he discovered, described and 


put on the map of medicine for all time the condition 


known as massive collapse of the lung—is not made 


clear. I am sure that all those who served with or under 
him would wish that this, his outstanding achievement, 
should be permanently associated with his name. 


Harley Street, W.1. Vicror BONNEY. 
FIRST AID FOR FRACTURE OF LOWER JAW 


Srr,—Licut.-Colonel Moir calls attention to the need of 
knowledge on first aid for fracture of the lower jaw, and 
the points he makes will be agreed to by maxillo-facial ; 


I would suggest two brief modifications. 
To the words “ Irre 


surgeons. 


when the jaws are approximated.” 


2. I would like it made clear that when a casualty is . 


1. gularity in the line of the i 
teeth I would like to add “ possibly only detectable | 
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carried by stretcher he must be carried feet first in order 


s 


that the rear stretcher-bearer may constantly observe 
his condition, 
Oxford. D. S. HANrON- WILLIAMS. 


INFLAMMABILITY OF TRICHLORETHYLENE 


Mr. C. LANGTON HEWER writes :—In a paper read last 
May before the section of anæsthetics, RSM, I stated 
that trichlorethylene vapour will not burn or explode 


if mixed in any proportion with air, oxygen or nitrous 


oxide.” It appears, from research recently carried out 
by the Bureau of Mines, Pittsburg, USA, that this 


| statement is true only if the temperature does not exceed 
, 26-5° C. [78° F. J. At higher temperatures, if the vapour is 


mixed with air enriched with oxygen, or with pure oxygen, 
the mixture can under certain conditions become in- 
flammable. So far as I know, there are no data relative 
to the inflammability of nitrous oxide, oxygen, tri- 


chlorethylene mixtures at high temperatures, but the 


matter is being thoroughly investigated by I.C.I. Ltd. 
Pending the publication of their report it would seem 
wise to use Trilene ' mixed with air only, if there is any 
risk of a source of ignition coming into contact with 
the angesthetic gases. 


Corrigendum.— In our issue of July 10, p. 58, the letter 
signed ‘Thomas James was in fact sent by Squadron-Leader 
Theodore A. James, MB. | 


Obituary | ? 


RICHARD AUSTIN FREEMAN 
MRCS, LSA 
Dr. Austin Freeman, who died at Gravesend in his 
82nd year, qualified in 1886 from the Middlesex Hospital, 
where he was house-physician. For twenty years, on 
and off, he worked in Africa on the Gold Coast, accom- 


| panying a mission to Ashanti and Bontuku as medical 


officer, naturalist and surveyor, and later being appointed 
a member of the Anglo-German Boundary Commission 
for Togoland. In 1892, after being invalided home with 


blackwater fever, he entered general practice and later 


became medical officer to Holloway Prison and acting 
asistant MO to the Port of London Authority. In 
1901 his health forced him to give up medicine for 
authorship and some of Dr. Thorndyke’s best years 
followed. He served in command of a field ambulance 
in the RAMC (T) during the last war, remaining on 
the active list till 1922. His works included a book on 
Ashanti and Jarman, and Social Decay and Regeneration 
published in 1921; but it is in Dr. Thorndyke’s laboratory 
that his colleagues will miss him. He was a freeman of 


the Society of Apothecaries and was elected to the livery 


in 1929. He married in 1887 Annie Elizabeth Edwards; 
they had two sons. 


ALAN FORD SMITH 
BM OXFD, MBCP; CAPTAIN RAMC 
Tap death of Dr. A. Ford Smith while serving in the 
Middle East is announced. He entered the London 
Hospital with an open scholarship in 1934 from Lincoln 
College, Oxford, after gaining a first in the honours school 
of physiology, and as a student gained many hospital 
i He was a student demonstrator of anatomy in 


prizes. 
| the medical college, and after qualifying in 1937 he 


became house-physician to the medical unit and to the 
department of physical medicine, and assistant in the 
pathology department. Later with a Nuffield research 
scholarship he returned to Oxford to work under Pro- 
fessor Witts until on the outbeak of war he joined the 
RAMC. J. B. writes: “ Human beings were Tommy 
Ford Smith’s chief interest and being so human himself 
he made friends in all walks of life. He looked only for 
simplicity of heart in his fellows and had no use for 
pretentiousness. e could master in an hour a subject 


+ With which his friends might wrestle for days, but he 
never minded when like vultures we used to pick his 


brains. He seemed to have read everything, but he 

amied his knowledge of literature and art with easy 

grace and no trace of pomposity. The intelligence, 

gaiety and charm that were housed in Fordie’s lanky 

ra picturesque form will be remembered by all who 
w him.” 


a 


© 


-generation.” 


MEDICAL RELIEF IN FREED EUROPE 


THE challenge to medical sciences which occupied 
countries will offer when they are freed was discussed 
in London last Saturday at a conference convened by 
the Association of Scientific Workers, with Dr. DOUGLAS 
McCLEAN in the chair. 

Dr. A. MARTEAU, who lately left Belgium, said that 
within three months of the Nazi occupation the situation 
in that country was worse than at the end of 1917. 
Today people who are not wealthy—i.e., the large 
majority—subsisted on a daily ration of 3 lb. bread, a 
few potatoes, very little in the way of vegetables, and 
exceptionally a tiny piece of meat. The result was a 
general loss of weight, lower resistance to physical and 
mental strain and to infection, and a reduction in the 
birth-rate. Reassuring statistics published under the 
authority of the Germans or of quislings were valueless. 
The only means of true relief was victory : to send food 
to Belgium now would ultimately be to help Germany, 
though an exception might possibly be considered for 
the children. To bring relief after the war a few units 
from the USA and Britain would not suffice. Help must 
be found in the.country itself, and distribution should 
be entrusted to the local authorities once these have been 
purged. The political aspect of this major problem 
must not be allowed to paralyse all action. In certain 
quarters political considerations and social prejudice 
predominated. Belgian resistance, however, had not 
given way to threats or oppression; nor would it be 
disposed to accept, in any form, a dictatorship of corned 
beef and condensed milk. Much had been said of un- 
conditional surrender. The peoples starved by Hitler 
ee accept only one kind of relief—unconditional 
relief. 

Dr. V. KRUTA, of Czechoslovakia, spoke of the urgent 
need to provide food for people in concentration and 
other camps and ghettos who would be faced with 
starvation on the collapse of the Nazi administration. 
The enormous movements of population would create 


many problems. 


Dr. A. P. CAWADIAS explained how the worst.of the 
famine in Greece was relieved by supplies of British and 
American food after April 1942. But the effects of 
famine, he said, do not cease with the arrival of food. 
An epidemic of typhus in Athens gave warning of what 
was to come, and continued malnutrition had brought 
a terrible increase in disease, including malaria, tuber- 
culosis and hunger œdema. Against the consequences 
of malnutrition ‘‘we shall have to fight for a whole 

Prof. A. SARKIsov described the devastation wrought 
in the USSR by the invaders and the measures taken to 
meet the immense need arising from it. 

Prof. J. R. MARRACK, speaking on present plans, said 
that relief was not confined to food; its object should 
be to set peoples on their feet again, and this meant that 
railways and factories must be set working and that 
livestock, seeds and raw materials must be supplied 
on a basis of lend-lease rather than charity. After the 
last war surplus stocks of food were sent to Europe, 
and this benefited American farmers. But these 
supplies of foods that happened to be surplus were 
inadequate, and physiological needs were now better 
understood. The actual amounts that would be required 
were small in comparison with total consumption in, 
for example, the USA. Rationing could provide enough 
of certain foods that otherwise would be short. Relief 
might prove to be the beginning of an internationally 
controlled consumers’ economy. | 


OPHTHALMOLOGIOAL SocreTy or Eayrt.—To ‘encourage 
scientific ophthalmic work this society has instituted a prize 
which will be awarded each year for the best essay submitted 
at its congress. The competition is open to all members of 
the society who have been in practice for less than 20 years. 
Further particulars may be had from the secretary, 42, Kasr 
El Ainy Street, Cairo. - | 
Roya SANITARY InsTIroTE.— A meeting will be held at the 
Royal Leamington Spa on Saturday, Oct. 16, at 10.30 am, 
when Mr. E. H. Doubleday, regional officer for the Ministry of 
Town and Country Planning, will read a paper on town and 
country planning and health. 5 ö 
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9 Rome or Geneva but the dictates of my own reason.“ a 
* RELIGIO MEDICI “. His views are not wrung from speculations and ‘sub- Hs! 


A TERCENTENARY TRIBUTE 
1 
`. DOUGLAS GUTHRIE, MD EDIN, FRO S E 


Sir Thomas Browne's Religio Medici (The Religion of 
a Physician) can be classed neither as a medica] nor as 
a scientific work, yet it occupies a unique place in litera- 
ture because of the perennial freshness of its message and 
the delightful manner and style in which that message is 
presented. It has had many imitators. All manner of 
“ religios” have appeared, pertaining to numerous 
callings. Thus we have Religio Clerici, Religio Juris- 
prudentis and such-like publications; but none of them 

can match the original model. 

Many men of letters have paid homage to Sir Thomas 
Browne. Coleridge, Lamb, Lowell, Johnson and, many 
another has acknowledged his influence, and ih our own 
day Sir William Osler has done much to revive the peculiar 
attraction which the Religio must ever hold for the 
medical man, Needless to say, Browne has also had his 
critics since the fashion was set by the dreary Aberdonian 
philosopher, Alexander Ross, whose Medicus Medicatus 
or the Physician’s Religion cured by a.lenitive or gentle 
Potion only added to Browne’s popularity. Sir Kenelm 
Digby’s Observations upon Religio Medici did still more, 
and thereby hangs the tale of the publication which 
may be here retold. 


THE STORY OF THE FIRST EDITION 


Dr. Thomas Browne, the son of a mercer of Cheapside, 
London, had studied in Oxford, spent three years in the 
medical schools of Padua, Montpellier: and Leyden, had 
commenced practice in Norwich, and had married Dorothy 
Mileham, before the authentic edition of Religio Medici 
appeared in 1643. Originally written at Shipden Hall, 
Halifax, just after the author’s return from the Con- 
tinent, it was not intended for the press but was com- 
posed as a sort of private diary of the soul.” The 
writer was still young. My life, it is a miracle of 
thirty years,” he observes in one place, and in another, 
nor hath my pulse beat thirty years.“ The manu- 

script was circulated among friends, and frequently 
copied, as a number of manuscripts still exist although 
none in Browne’s handwriting. The publication, of 
such a document was a temptation too great to be 
resisted ; one of the manuscripts reached a printer in 
1642 and was most imperfectly and surreptitiqusly 
published.” Worse was to follow, when a copy of the 
pirated edition was bought by the forceful and versatile 
Sir Kenelm Digby, then in prison for a political offence. ~ 
Within 24 hours, if we are to believe him, the prisoner 
had written and published a review and criticism which 
caught the public imagination. Browne was now 
obliged to take action. With characteristic liberality 
he supplied to the same publisher the corrected edition 
and thus, ęarly in 1643, Religio Medici became available 
for all readers. The alterations do not appear to have 
been very extensive. Even the frontispiece of the 
“ surreptitious ’”’ edition was used, and has been repro- 
‘duced many times. It represented: a man, falling from 
a high cliff, caught and rescued in mid-air by a hand 
emerging from a cloud in the heavens, and it bears the 
legend ‘‘ a celo salus.” 


THE RELIGIO ° AND ITS MESSAGE 


It is not easy to explain in a few sentences the nature of 
Religio Medici ; indeed it is by no means easy to read, 
for it is a work which must be studied and pondered for 
many a day before its magic and fascination captures 
the average readen 

The very title of the book was a. paradox when it 
appeared; the medicus of that day was held to be a sceptic 
in matters of religion, and the new learning, already. in 
full flood on the Continent and gradually extending to 
Britain, tended to widen the gulf between religion and 
science. Yet Browne sets out to state his argument in 
favour of a wide and liberal interpretation of Christianity, 
for ‘‘ those who do confine the Church of God either to 
5 Nations, Churches or Families, have made it 

ar narrower than our Saviour ever meant it.“ At the 
outset the work claims that he dare without usurpation 
assume the honourable title of Christian“; but, he 
continues, I borrow not the rules of my Religion from 


tilties, but from common sense and observation; not ; y 
pickt from the leaves of any Author, but bred amongst 3 
the weeds and tares of mine own brain.“ He has no % 
antipathy to Turks, Infidels and Jews,“ but, for himself, ‘ibe 
he finds that ‘‘ there is no Church whose every. part so ad 
squares unto my Conscience,“ so ‘‘ consonant unto © 
reason and so “ framed to my particular Devotion, as _, 
the Church of England.”’ ! 7 i i 
Having said this, he is not prepared to argue further, a 
for he has “no Genius to disputes in Religion,“ however 
argumentative he may be in other matters. In; als 
Philosophy, where Truth seems double-fac’d, there is 
no man more Paradoxical than my self; but in Divinity 
I love to keep the Road; and, though not in an implicite, 
yet an humble faith, follow the great wheel of the i 
Church.” ‘‘As for those wingy Mysteries in Divinity, i 
and airy subtleties in Religion, which have unhinged the X 
brains of better,heads, they never stretched the Pia, 
Mater of mine.“ Like many another man of Science he. 
keeps his Religion in a separate compartment, for many n 
things are true in Divinity which are neither inducible “ 
by reason nor confirmable by sense.“ Of course he was 
faced by problems, but he was content merely to state 0 
them and to believe that there is some other hand that * 
twines the thread of life other than that of Nature. I 1 
am sure we do not err if we say it is the hand of God.” ‘wl 
For instance: For the first chapters of Genesis, I must ati 
confess a great deal of obscurity,” and “I would gladly 4 
know how Moses with an actual fire calcined or burnt the ‘ul 
Golden Calf unto powder, for that mystical metal of “iv 
Gold, exposed to the violence of fire, grows onely hot, and cal 
liquefies, but consumeth not.’’ 9 
We are not surprised to find Browne sceptical of Hell, tk 
a grim reality in his time. ‘I thank God,“ he writes, n 
“ that I was never afraid of Hell, nor ever grew pale at 4h 
the description of that place. I can hardly think ëy 
there was ever any scared into Heaven; they go the n. 
fairest way to Heaven that would serve God without a 3 
Hell,“ Nor can he dream that there should. be at 
the last day any Judicial proceeding or calling to the 
bar as indeed the Scripture seems to imply, and literal s 
Commentators do conceive.”’ ee Lm 
So futile is religious argument, that he considers it-in 
would be for the benefit of learning, were it possible to h 
limit the literature of religion to ‘‘a few and solid de 
Authors; and to condemn to the fire those swarms and qi 
millions of Rhapsodies, begotten only to distract and x} 
abuse the weaker judgments of Scholars, and to maintain we 
the trade and mystery of Typographers. One shudders 'i y 
15 think how Browne would have regarded the books of 2 |, 
oday. i tin 
As a medica] man he must needs refer to the mystery of ty 
the soul, stating that amongst all those rare discoveries ti 
and curious pieces I find in the Fabrick of Man, there is d 
no Organ or Instrument for the rational Soul; for in the din 
brain there is not anything of moment more than I can iy 
discover in the crany of a beast, and this is an argument iy 
of the inorganity of the Soul. Thus we are men, and we ey, 
know not how; there is something in us that can be, 
without us, and will be after us; though it is strange, 
that it hath no history what it was before us, nor cannot», 
tell how it entered in us.” R , p 
The Medicus makes further reference to his anatomical ; 
studies when he refers to those patients, so well known N 
to every medical practitioner, who think health an; À 
appurtenance unto life, and quarrel with their constitu- 
tions for being sick ? ’’; “but I,” writes Dr. Browne, 
“ that have examined the parts of man, and. know teh 
upon what tender filaments that Fabrick hangs, do N 
wonder that we are not always so; and do thank,’ 
my God that we can die but once.” Not content ton 
contemplate such mysteries of Nature as the Tides; N 
the Nile floods, and the Magnetic Ode, he ‘‘ studied to, 
match and parallel those in the more obvious pieces of 1. 
Nature, which without further travel I can do in the. 
Cosmography of myself.“ We carry with us the, 
wonders we seek without us: there is all Africa and her, 
prodigies. in us. Extending his observations to, 
the animal world, he remarks that there are no Gro-:' 
tesques in Nature,” and no deformity in any kind or ^ 
species of creature whatsoever.” It. Is not surprising,’ 
that he was more intrigued by the habits of insects chan 


e 
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by such prodigious pieces of Nature, Whales, Elephants 
and Dromidaries.’? There was more curious Mathe- 

maticks in bees, ants, and spiders, and the civility 
of these little Citizens more neatly sets forth the Wisdom 
of their Maker.” 
In the second part of Religio Medici the author turns 
from the theme of Faith to that of Charity. 
Browne had a truly international outlook which must 
have been as rare in the 17th century as it is today. 
| His was a constitution so general, that it consorts and 
+ sympathiseth with all things. I have no antipathy, or 
rather Idiosyncrasie, in dyet, humour, air, any thing. 

Il wonder not at the French for their dishes of Frogs, Snails 

and Toadstools, ... but being amongst them, make them 
‘| my common Viands.”’ At the sight of a Toad or 
Viper, I find in me no desire to take up a stone and destroy 
them. National repu ces do not touch me; 


; nor do I behold with prejudice the French, Italian, 
This he writes at a time when 


L} 
4 Spanish or. Dutch.“ 
(| “whole Nations miscall each other by opprobious 
Epithets and when scholars wielded pens which 
“ carried farther and gave a louder report than Thunder.” 
“ All places, all airs, make unto me one Countrey ; I am 
in England every where, and under any Meridian.” 

How could men judge aright, with such imperfect 
knowledge? No man, answers Browne, can justly 
censure or condemn a peda because indeed no man truly 
knows another.” w many of us could echo auch 
‘| noble sentiments ? Thus he continues, condemning 
"| intellectual snobbery, philosophising on sleep and 
dxeams, and discussing the voice of Conscience; another 
„man within me that's angry with me, rebukes, commands 
and dastards me.“ 
“| Browne’s experience as a physician leads him to pray, 


: patient be not a disease unto me,” and to feel not only 
ahamed but heartily sorry, that there are diseases 
incurable ; yet not for my own sake, or that they are 


g 12 my Art, but for the general cause and sake of 


hmanity. 9 


LATER LIFE IN NORWICH 


No series of extracts from Religio Medici can convey 
* the charm and interest of the complete work. It is like 
piece of music, which must be played in its entirety 
to be fully appreciated. Of course Browne had his 
=t faults. We find it hard to understand how so saintly 
15 s man could write I have ever believed, and do now 

l, now, that there are witches,” and could even supply 
f ‘the evidence upon which two unfortunate women 
ae weused of witchcraft were condemned to death at 

lancashire Assizes in 1685. Perhaps one should rather 
a marvel that in other respects the author of Religio Medici 

ld views far ahead of his time. As so often happens, the 

č Reigio, his first work, was also his greatest. His second, 
2 Preudodoxia Epidemica was published in 1646. It was 
$ a inquiry into certain vulgar errors” and is full of 


quaint and picturesque argument. Did moles possess 


re es? Did swans sing whilst dying? Were the legs of 
© the badger shorter on one side so that it could run on 
. the side of a hill? Could the ostrich digest iron? Such 


(| area few of the errors discussed in this curious book. 
0 Two other books followed in 1658, Urn- burial and The 
of Cyrus. Dr. Browne was a physician of high 
repute, his large medical practice including such well- 
known families as the L’Estranges and the Pastons and 
extending far beyond the city of Norwich. He was also 
JÈ ia keen naturalist and archeologist and it was natural 
os) that he should be informed of a number of cinerary urns 
a8 Pa Walsingham. Yet no-one can regard his book, 
ee Urn- Burial as a contribution to archeology. 
e urns are simply the text of a magnificent discourse 
0 upon man’s mortality. It is strangely ironical that the 
ie of Sir Thomas Browne, he who had that horror 
“ knav’d out of our graves,” was on view in the 
> eu of the Norfolk and Norwich Hospital from 1840 
ie” until 1922, when it was decently reinterred in the’church 
0 Jof St. Peter Mancroft. Browne himself had written, 
8. Who knows the fate of his bones, or how often he is 
wito be buried? Today he would have been a strong 
m rter of cremation. 
pt Garden of Cyrus contains as little of horticulture 
f Urn-Burial does of archeology. Obsessed by the 
wr geometrical form known as the quincunx, the writer 
nag 
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“Let me be sick my self, if sometimes the malady of my 5 


` McCaNn 
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wanders on in tantalising fashion, often becoming almost 
unintelligible, until at the end he rises to the very summit 
of English prose in a grand peroration. 

Of the closing years of Browne’s life we have little 
information. For 46 years he practised in Norwich, 
but his fame extended throughout the world of letters. 
He lived in troublous times and was a good Royalist, 
but he was too wise to dabble in politics. Throughout 
all the.current turmoil, he and his wife Dorothy enjoyed 
long and happy lives. Edward, the eldest of their ten 
children, attained a distinction "almost equal to that of 
his father. He travelled far and widely in Europe, and 
wrote an account of his journeyings, then became a 


leading physician in London, a fellow of the Royal 


Society and physician to the king. It was that king who 
knighted the father during a visit:to Norwich in 167 1. 
Charles II was about to confer this honour upon the 
Mayor, but that honest man informed the king that a 
more worthy recipient of the royal favour was: present 
in the person of the famous doctor, who thereupon became 
Sir Thomas Browne. 

He died 14 years later, on his 77th birthday. Some 
twenty editions of the Religio had appeared during his 
lifetime and the book had been translated into Latin, 
Dutch, German, French and Italian. It has been re- 
printed many times since then. Although it proclaimed 
no new discoyery, nor even any new idea or method, the 
influence which it exercised in its day has steadily grown 


æ- 


and it continues to attract an ever-increasing cirole of 


devoted readers. 


. Appointments 


Cowan, W. J., MB EDIN, RSO at Preston Royal Infirmary 
5 eei, M. N., 5 orthopedic registrar at Warwick 
os pita 


Good, W. C., FRCSI : RAO at St. Mark’s Hospital, London. 
HALBERSTAEDTER, LOND., DMR : chief asst. to the radio- 
n e dept. at St. Bart olomew’s Hospital, 
ondon 
HARRIS, E. D., MB LOND., FRCS: temp. surgeon to the ear, nose and 
tiroe dept. of the Hampstead General and North-West London 
osp 
ILLINGWORTH-LAW, I., MA CAMB., MRCS: 
Royal Northern Hospital, London. 
LEWERS, H. B., D30, OBE, MB MELB.: examining factory surgeon 
for mbe, 8 
MaclLanEx, A. H., D.: resident orthopœdic and fracture 
officer at the General Hospital, N ottingham. 
MARSHALL; STANLEY, MD LOND. temp. pathologist at the 
Bolinghroke Hospital, London. 
J., MB LOND., MRCP: temp. deputy medical superin- 
tendeni oan 1” at Pinewood Sanatorium (LCC). 


surgical registrar at the 


Piddor, A. P., : acting medical superintendent, St. James’s 
Hospital (LO o 
BERTSON, MD ABERD., DPH: divisional medical officer, 


LCC (mass radiography unit 


ROWLING, Doro?ay E., MB LEEDS: RSO at the Prince of Wales’s 


Hospital, Plymouth. : 
Births, Marriages and Deaths 
BIRTHS , 
BaRBER.—On 55 t. 27, a Great Dunmow, Essex, the wife of Dr. 


Geoffre rber—as son 

BREWER.— . Sept. 28, at Luton, Beds, the wife of Dr. H. F. 
Brewer —a daughter. 

CAWTHORNE.—On Jopt. 23, at Upminster, the wife of Squadron- 
Leader J. E. Cawthorne, MROS—® son. 

DicKs.—On Sept. 25, at Harpenden, the wife of Lieut. -Colonel 
H. V. Dicks, RAMC—a 8 

NEUSTATTER.—On Sept. 24, “at Beaconsfield 2 wife of Major 
W. Lindesay Neustatter, Rauc—a daughte 

R1IcHARDS.—On Sept. 30, the wife of of Dr. AY M. Richards, of Oxford 


a son. 
MARRIAGES 


CAMPBELL—OsBORN.—-On Sept. 17, in EY et 1an Campbell, 


pcan RAMC, to Joan „ Osborn, 2/8 ub. 
ARMICHAEL.—On Oct. 2, at Liverpool, Huch Reid, FRCS, 
85 Sheila Carmi 1, MB, captain RAMO, 
REITER—MAUGHAN.—On Sept. 25. Tiberius Reiter, MD, to Nancy 


Maughan. 
ien DEATHS 


ALLEN.—On Sept. 26, in Liverpool, James Davison Colquhoun 
Allen, 18 ee of Hoylake and formerly of Bath, aged 76. 
3 George Hebb wen, MS LOND., FRŒ, of 
of Southampton, aged 71. 
ine Cradock Fry, MA CAMB., 


ton, MB RUI, of Harrogate, 


baer 
FRY. On Sept. 2 
MRCS, formerly of Stone Staffs, age 
ULTON.—On 5 i dam Falton 


former! ott Mose aged 76. 

Hey.—On. fing 23, al W amuel Hey, a aged 7 

PaskK.—On Oct. 4, he House, W rightington Hospital, near 
Wigan, Edy ard Henry Allon ask, MD LOND., 


J. — On Sept. 21, in Leeds, 


estley, MRCS 
DMRE, formerly of Ballycastle. 2 i 


John Overend 
Antrim. 
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Notes and News . 


THE FAMILY DOCTOR AND PREVENTIVE MEDICINE 
Sppakina at Westminster Hospital medical school on 


Oct. 4 Mr, Ernest Brown, Minister. of Health, spoke on the 


to be, political animals). 


~ 


relation of the individual doctor to the organisation of pre- 
ventive medicine. Some of the problems involved, he 
said, raise broad questions of social policy housing, 
agriculture, foreign trade, taxation. On these the individual 
doctor as citizen has his part to play, a part which in his 
case cannot fail to be important owing to the professional 
weight attaching to his views. (And I would put in a plea 
that the doctor should not ignore or contemn his duties as a 
citizen in this context. Doctors like other men are, or ought 
But as a doctor even more.than as 

a citizen he must be closely concerned with the promotion of 
health. . Some of the profession will, of course, be in contact 
as experts with environmental problems—the medical officer 
of health, the bacteriologist. What I have in mind, however, 
is rather the general practitioner, the family doctor, and his 
relationship to prevention. Here I am sure there is one 
reform we must work for, and that is to bring together again 
the family doctor and those personal preventive services like 
child welfare and the care of pregnancy, which have tended 
to develop along increasingly divergent courses. That is one 
reason why it is so essential to plan for a comprehensive 
service which provides a family doctor for those many 
families that have hitherto been without one. Another 


reason in my view is that the general practitioner can and will 


re 


have a most important rôle iri putting across to the individual 
citizen the principles of positive health. We are gradually 
realising in this country the · importance of health education, 
and we are gradually learning more effective ways of catching 
the ear and the eye of the public at large. But in bringing 
home to the individual parent or adolescent or child the 
principles of healthy living there is no method so effective 
as that of personal contact and individual adyice, and no 
adviser so effective as the family doctor. My hope for the 
nation’s health in the future is therefore that, on the firm 
foundation of comprehensive curative medical facilities 
available to every citizen, we shall be able to build a health 
service with the positive promotion of health as its foremost - 
object; and that the medical profession, no longer engaged 
almost wholly in a ceaseless struggle to check the ravages of 
disease, will be free for the first time to occupy its rightful 
place as the guide of the community in the ene of beg truly 
healthy life.“ 


Royal College of Surgeons of England 


Arnott and Erasmus Wilson demonstrations and museum 
lecture demonstrations are to. be held at the college, Lincoln’s 
Inn Fields, London, W.C.2, on weekdays at 4 rm from Oct. 18 
to Nov: 5. Prof. A. J. E. Cave is to speak on cerebral and 
cranial veins, the portal vein and the portal-systemic ana- 
stomoses, the major lymphatic trunks, the development and 
anatomy of the palate, the naso-pharynx and eustachian 
tube, anatomy of the axilla, the carotid sheath and other 
fascial Btructures, tendons and tendon sheaths, and the 
anatomy of intra-articular structures. Mr. L. E. C. Norbury 
will also speak on multiple primary malignant growths with 
special reference to the colon and rectum, Mr. R. Davics- 
Colley on certain states of bone absorption, Mr. C. E. Shattock 
on tumours of the kidney, and Surgeon Rear-Admiral Wakeley 
on tumours of the alimentary tract. 


University of Aberdeen 


At a graduation on Sept. 29 the following degrees were 
*** ; 


ChB. —William B. Burnett (with first-class honours) ; 
N. Johngton and M. R. Milne (with second-class honours) ; J. R. 
1 R. J. Anderson, Tor . Baird, Sheila M. Baker, J. B. 
Bittiner, Hugh Brebner, G. W. Campbell, Mary E. mers, 
G. C. Chessor, Charles K. Clark, Catgerine M M. Coull, I. O. Cowan, 
M. M. Craig, Thelma ©. Oruickshank, Sheila R, Dalgliesh, W J. 
Dawson, R. O. M. Dingwall, G Findlay, D. A. For A. G. 
Fraser, I. A. Fraser, Joseph O. e Helen E. Gergen: J. B. 
Gordon-Russell, Charles Grant, Mona Griffin, F. H 
Valentine M. Husband; I. "Innes, Pelee M 
G. McBoyle, R 
. a - Mackay, 
$ F. Macleo 


Milne, C. More, R. E. 
afian Sheila T. Ritchie, Marguerite 
G. Simpson, W. D. Sinclair, J. A. M. 
T A. Hi Spence, Laura B. O. Thompson, I. G. 


A. L 
eo Todd and D. E. Walker. 


Thomson, W. 


— 
- 


officer i in the Arab Legion, to wear.the insignia: of the fourth: 


Medical Honours — 


`j 
The following awards have lately been. made t to medical | 
men : 3 ö 


GM M.—Surgeon Lieutenant P. R. C. Evans; MB LOND „ RNVR, for 
gallantry in services to the wounded after his ship had deen damaged 
by an explosion. Enduring great pain and with both his ankles | 
broken, Evans continued to tend the wounded for many hours. |) 
DSC.—Surgeon Lieutenant R. H. Jones, MB, RNVR, for courage x 
and resolution in pressing home a successful attack on enemy forces 
in enemy coastal waters. J. 
RN VR Officers’ Decoration.—Surgeon Commander W. T. R. 
Chapman, MRcs, and Surgeon Lieut.-Commander S. B. Levy, LROP. 
Mentioned m „ —Group-Captain G. J. . S. O'Malley, 8 
MB LON D., W. J. G. Walker, mrcs, Wing Commanders R. M. Outfin, i 
LMSSA, and H. L. Willcox, MB NZ, Squadron-Leaders, J. A. Mains, 4; 
LRoPR, M. O. Richardson, MRCS, P. Gimson, MRO, and J F. 
Houlihan, MBNUI. 1 


The King has given authority to Dr. S. Avery J ones, medical 


class of the order of El Istiqlal which has Doon. . on iI 
-him by the Amir of Trans-Jordan. k 


The President of the Republic of Poland he ‘appointed 7 
Wing-Commander H. P. R. Smith MB CAMB., RAF; to be an v; 
officer of the Order of Polonia Restituta, | ` ih 


Medical Prisoners of War | " 2 


The following officers have been pees a . prisoners of 3 
war: ‘ = 
RAF Medical Branch (in Tanie hanis).--Wing-Commander * 


Donald Magrath, MB BIRM., ung Ligutenants D. A. Duthie, 30 
MB EDIN., F. A. F MB ABER , 3 


MB BOND., 

MB BELF., K. qh ‘ 
Morgan, MRCS., ie, -MB BELF,, 

R. J. S. Wilson, MB DUBL., F. W. Parke, MB DUEL. and Bae 

Kinmonth, MB LOND. Si 

RAMO.—Lieut:-Colonel J. O. Collins, MROS, Captain E. H. K 

Markby, MRCS, Lieutenant E. C. Vardy, MD 8 Captain R. B. vc 


Wallace, DSO, MC, MB GLasG., and Captain R. B. C. Wels » MB EDIN. ty, 
University of Istanbul x 

Dr. Tevfik Sağlam has been appointed rector of the ` ai 
University of Istanbul. f 


aglam, who was born in 1882 in Istanbul, graduated from Asker!“ 
Tibbiye (Military Medical 5 0 when he was 21. He served agi 
army hospital doctor in both the Balkan and the World War and 
was promoted to the rank of general. ter working as chief 
doctor in omens Hastahanesi and as inspector of internal ‘diseases 
during the Istikla) Harbi (War of Independence) he bécame 4x: 
professor in the faculty of medicine. He gave up teaching in 10844, 
to practise as a specialist of internal diseases till last year he.‘ 
became third ordinary professor of internal diseases it in the Faculty > 
of medicine at Istanb * 


Paddington Medical Society I 

A meeting will be held on Tuesday, Oct. 12, at 8.45 PM, ` 
at St. Mary's Hospital, Paddington, W.2, when there will be a ` 
discussion on problems confronting the medical and pharma, 
ceutical professions in war-time, . 


ae 

4 

x 

Infectious Disease in England and Wales = 
~ WEEK ENDED SEPT. 25 oy 


N otifications.—The following cases of ie festious diseast d 
were notified during the week: smallpox, O; scarlet: 
fever, 2772; whooping-cough, 1480; diphtheria, 757 d 
paratyphoid, 14; typhoid, 3; measles (excluding 
rubella), 466; pneumonia (primary or influenzal), 3560 
puerperal pyrexia, 149; cerebrospinal fever, 49 xi 
poliomyelitis, 8; polio- -encephalitis, 2; encephaliti & 
lethargica, 4; dysentery, 270; ophthalmia neonatorum x 
70. O case of cholera, plague or typhus fever wa d 
notified during the week. , “N 


The number of civilian and servico sick in the Infectious Hospital ri 
of the London Oounty Council on Sept. 22 was 1828. During th a 
revious week the following cases were ted; scarlet fovel: 
246: diphtheria, 44 ; ‘measles, 12; whooping-cough, 39 
Deathe.—In. 126 great towns there were nò death? 
from measles, scarlet fever or ‘enteric fever, 18 (1) fron =? 
whooping-cough, 11 (2) from diphtheria, or (10) fron“ 
diarrhcea and enteritis under two years, and 9 (1) fron'® 
influenza, The figures in parentheses. are those fo 


London itself. RX 


Liverpdol and Birmingham each reported 5 deaths sain dtarrhoa i 
The number of stillbirths notified during the week wa. 
197 (corresponding to a rate of 31 pers thousand tota 


births), including 23 in London. : 
> 


The fact that goods made of raw materials in short suppl owi i ži 
to war conditions are advertised in this paper should not beta ing i Az 
as an indication that they are necessarily available for peor cX 

aw 
i p 


10 


` 


RIGINA 


THYROTOXICOSIS TREATED WITH 
THIOUREA | 


H. P. HIMSwoRTH, MD LOND, FROP 
PROFESSOR OF MEDICINE, UNIVERSITY OF LONDON; 
DIRECTOR OF MEDICAL UNIT, UNIVERSITY COLLEGE HOSPITAL 


IN a recent publication Astwood (1943) reported the 
pronounced beneficial effects of thiourea and thiouracil 
in cases of thyrotoxicosis. 
in doses of 1-2 grammes daily, or thiouracil, in doses of 
0-2-1 g. daily, caused, in the space of a few weeks, the 
disappearance of the thyrotoxic symptoms to such an 
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extent that the patient could resume his normal activities 


and continue in good health as long as the drug was 
continued. After the administration of the drug there 
was a latent period of one to two weeks before the pulse 

to fall. Thereafter it fell steadily towards normal 
coincidentally the weight increased, symptoms of 
thyrotoxicosis abated, the basal metabolic rate fell and 
the blood cholesterol rose. As long as the drug was 
continued this improvement persisted but on omission of 
the drug the signs of thyrotoxicosis returned only to 
disappear again on the resumption of treatment. So far, 
in the considerable number of cases tested, no toxic 
effects of these drugs have been noted and no contra- 
indication found to the continuance of the therapy for 
long periods. Further experience alone will show if 
thiourea, and thiouracil. are as innocuous as present 


an 


experience suggests and also what the ultimate result 


of this treatment will be. The results at present available, 
however, are so striking as to indicate that in these drugs 
we have obtained therapeutic agents for the treatment 
of thyrotoxicosis superior to any we have hitherto 
possessed. The purpose of this paper is to report the 
full confirmation of Astwood’s claims for the initial 
effects of thiourea on cases of thyrotoxicosis. Six cases 
have been treated, But it will suffice to report the effect 
of the therapy on one of the most severe. 


‘ss FLLUSTRATIVE CASE 


A young married man, aged 31, employed in a responsible 
position as the manager of a coal depot, was discovered to 
have thyrotoxicosis two years ago. He was treated with 
amall doses of iodine and this treatment continued until 
his admission to hospital. For some months after beginning 
iodine he felt better but in March, 1943, he contratted a 
respiratory infection and since then his symptoms have 
progressed rapidly. In this period his weight fell from 10 
st. 7 lb. to 7st. 84 lb., despite the fact that his appetite was 
better than ever. He became irritable and nervous. The 
slightest exertion tired him and brought on palpitations. 
Sweating was pronounced so that during the day he would 
change his underclothes two or three times. Tremor of the 
hands appeared and was sufficient to incommode him. At 
night he could not sleep and he was troubled by consciousness 
of the rapid beating of the pulse in his head. Throughout 
this period he was having frequent and loose stools. Some 


weeks before admission his eyes became inflamed and he took 


to wearing dark glasses. 

On admission the patient presented the classical signs of 
severe Graves’s disease. He sat in bed tense and apprehensive. 
His movements were characterised by eagerness and excessive 
energy. The skin over the whole body was flushed and 
bedewed with sweat, thére was a conspicuous tremor of the 
outstretched hand and the pulse was racing, but regular, at 
160 a minute. His staring eyes attracted attention. The 
sclerotic was visible all round the cornea. He was found to 
have well-marked retraction of the upper lid and protrusion 
of the eyeball. The conjunctival vessels were injected and 
there was an angular chemosis. Apart from a slight restric- 
tion of upward movement the eyeball moved normally. The 
thyroid gland showed a moderate diffuse enlargement which 
was easily visible in the neck, but there was no evidence of 
pressure on the trachea. The gland was firm in consistency 


i a would be expected after long-continued iodine therapy. 
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The man’s condition was so severe that the advisability 
of ‘giving considerable doses of iodine immediately was 
debated but it was eventually decided to use sedatives only 
and he was given 15 minims of liq. morph. hydrochlor. four- 
hourly. For 8 days the man's state continued unchanged, 
and in this period two estimations of the basal metabolic rate 
gave values of + 81% and + 82%. 


According to him thiourea, 


when the drug was given in gelatin capsules. 


ARTICLES 


On the 9th day after admission the morphine was discon- 
tinued and administration of thiourea, 1 gramme three times 
a day, was begun. The results of this therapy are shown in the 
figure. It will be seen that it was not until the llth day 
after thiourea was begun that there was a significant decline 
in the waking and sleeping pulse-rates. Thereafter they 


foor. 16, 1943 


declined rapidly and by the 18th day both reached normal 


levels. The rates remained normal for the remainder of the 
period of observation, even though the patient was allowed up 
and about. Before the commencement of this therapy his 
weight was still falling, but after 33 days of therapy hé had 
gained 9 lb. By the 15th and 16th days the basal metabolic 
rate had fallen to ＋ 34% and + 40%; by the 3lst and 32nd 
day it was + 23% and + 21%. In the same period the blood 
cholesterol had risen from 110 mg./100 ml. to 225 mg./100 ml 
But the most striking effect of the therapy was on the man’s 
clinical condition. By the end of the period a casual observer 
would not have noticed that he had thyrotoxicosis. His 
whole manner had changed; he was calm, collected and 
deliberate in his movements. The flush had left his skin; he 
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Effect of giving I g. of thiourea three times a day on the waking and sleepin 


30 


pulse-rate, the weight, 


and the basal metabolic rate of patient wit 
thyrotoxicosis. Ne 


no longer sweated and even the palms of his hands were dry. 
The tremor had disappeared completely. The staring eyes 


were no longer obvious. The lid-retraction had gone, as also 


had the conjunctival injection, but on closer inspection it 
could be seen that the degree of exophthalmos was not 
significantly less. The goitre was softer—a finding explicable 
by the abstention from iodine—but it had not decreased in 
size, and indeed measurement of the neck suggested that it 
was a little larger. 


' COMMENT 


The results in the other cases were similar, but because 
of the milder nature of the disease less dramatic. All 
showed a latent period before the thiourea came into 
action and on the whole the decline in pulse-rate was 
more gradual. On discharge from hospital the dose in 
each case has been reduced to 2 g. a day and no relapses 


have occurred. It is probable that further reduction 


in dosage will be-possible. One case underwent thyroid- 
ectomy because the goitre was compressing the trachea. 
In this case thiourea alone was given and proved a satis- 
factory preoperative preparation. It is noteworthy that 
the tissue removed at operation was hyperplastic and 
practically free from colloid. 


Only two disadvantages of this treatment have been 


found and these have proved trivial. Thiourea has a 
nauseating taste and at the beginning of therapy con- 
siderable nausea or even vomiting may occur. In each 
case this has disappeared on persistence with the treat- 
ment. These symptoms occurred, though to a less an 
e 
second disadvantage is the peculiar sweet smell which 
it imparts to the breath. This appears to be more 
unpleasant to the observer than to the patient. Blood- 
counts taken during the course of treatment have shown 
no indications of agranulocytosis, and the blood-urea 
remained at normal levels. 


Q 


* 
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As yet thiouracil has not been available for clinical 


trial. The dosage of this substance advised by Astwood 


Is less than that for thiourea, and since its taste is much 
pleasanter it may. prove to be the drug of choice in this 


condition. 


MODE OF ACTION OF THIOUREA 


The discovery of the action of thiourea on the thyroid 
gland was unexpected and for that reason the more 
credit is due to its discoverers for. their alertness and the 
promptness with which they recognised the significance 
of their observations. J. B. and C. G. Mackenzie and 
McCollum (1941) were studying the effect of sulphaguani- 
dine as an intestinal disinfectant.and came to investigate 
its toxicity to the rat. They noted that animals dying 
after sulphaguanidine showed goitres and that on section 
the thyroid tissue showed hyperplasia and loss of colloid. 
This work was soon confirmed and it was further. shown 
that other sulphur compounds, notably thiourea and 
thiouracil, had a well-marked goitrogenic effect (Richter 
and Clisby 1942). By a curious coincidence another 
group of workers arrived at the same_conclusion from 
an entirely different starting-point. Kennedy and his 
colleagues in. New Zealand were investigating the action 
of rape seed in producing goitre, and Kennedy (1942) 
was led to try the effect of allyl-thiourea. He discovered 
that it was actively goitrogenic. Since these discoveries, 


work to elucidate the mode of action of these thio com- 


pounds has been actively pressed forward. The results 
of these investigations have now been published 
(Mackenzie and Mackenzie 1948, Astwood et al. 1943) 
and throw considerable light on the matter. 

When thiourea is given to rats two groups of effects 
are. found: hypothyroidism and goitre. Clinically the 
animals show evidence of hypothyroidism by a falling 


basal metabolic rate, deceased growth and development, 


and a reduced appetite. Histologically the enlarged 
thyroid glands show hyperplasia and lack of colloid and 
resemble tissue from human cases of thyrotoxicosis. The 
classical work of Marine (1935), however, has shown 
that this-histological picture does not necessarily indicate 
thyrotoxicosis ; rather it should be interpreted, in the 
normal animal at least, as meaning that the thyroid 
gland is producing insufficient of the thyroid hormone for 
the needs of the body: and is being. stimulated to hyper- 
plasia to remedy the deficiency. For example, Marine 
showed that such hyperplastic glands occurred in 
animals on an iodine-deficient diet and that their histo- 
logical picture reverted towards normal when iodine was 
given. The explanation put forward is that on the 
deficient diet the tissues suffered from lack of the iodine- 
containing hormone; normally such a state is corrected 
through the agency of the thyrotropic hormone of the 
anterior pituitary gland which stimulates the thyroid 
gland to become hyperplastic and more active. 
even a hyperplastic thyroid cannot manufacture the 
thyroid hormone without iodine, and so the stimulus 
continues and the hyperplasia intensified. When under 
such conditions iodine is given, the thyroid: hormone is 
produced in quantity, the stimulus to hyperplasia of the 
hia abates and the gland reverts to its ‘‘ resting ” 
state. 

It can easily be seen that the clinical state of hypo- 
thyroidism in association with a hyperplastic thyroid 


gland, such as occurs after administration of thiourea 


to normal rats, could be explained on the basis that 
thiourea neutralised the action of thyroxine in the body 
tissues. But such an explanation is immediately dis- 
proved by the observation that thyroxine has a normal 
action in animals under the influence of thiourea. It has 
also been shown that the condition of thyroid hyperplasia 
following administration of thiourea differs from the 
hyperplasia of iodine deficiency in that administration 
of iodine does not result in its disappearance and a 
return of the gland to the resting state. The question 
now arises: Is the hyperplasia of the thyroid tissue 
following treatment with thiourea mediated, as are 
other experimental thyroid hyperplasias, by the anterior 
pituitary gland ? That this is the case is shown by the 
fact that hyperplasia after thiourea does not occur in 
hypophysectomised animals. It appears, therefore, 
that excessive secretion of thyrotropic hormone of the 
anterior pituitary gland occurs in animals treated with 
thiourea. We know, however, that when thyrotropic 
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hormone is injected into normal animals it not only 
produces Hyperplasia of the thyroid but also the condi- 
tion of hyperthyroidism. The problem is why the 
hyperplasia after thiourea, which is apparently brought 
about by the agency of the thyrotropic hormone, is 
associated with hypothyroidism. The answer is given 


by. the observation that thiourea ‘prevents the develop- . Í 


ment of hyperthyroidism which normally follows injec- 
tion of this hormone while not preventing the hyperplastic 
effect of the thyrotropic hormone on. the thyroid gland. 


The suggestion follows. that thiourea prevents the syn- 


thesis of the thyroid hormone. Experimental. evidence 
supporting this view has recently been produced. by 
Geish (personal communication quoted by Mackenzie 
and Mackenzie 1943), who has shown that the colloid 
in the thyroid glands of animals treated with: thiourea 
citer from normal thyroid colloid in being devoid. of 
iodine. . A 

These considerations provide theoretical grounds: for 
suggesting the ultimate effect of treatment with thiourea. 
Marine (1935) has shown that hyperplasia of the thyroid 
gland, if unrelieved, ultimately gives way to atrophy with 
consequent hypothyroidism. It is possible therefore 
that long-continued administration of thiourea to 
human cases of: thyrotoxicosis, in that it does not tend 
to diminish the hyperplasia but on the contrary has 
theoretical possibilities of intensifying it, may tide the 
patient over until atrophy of the gland supervenes and 
the state of thyrotoxicosis is thus cured by destruetion 
of the source of the thyroid hormone. l 


SUMMARY S 

The claims of. Astwood regarding the strikingly bene- 
ficial effect of thiourea on cases of thyrotoxicosis have 
been confirmed in six cases, so far as the initial effect of 
the drug is concerned. 

‘The evidence at present available indicates that 
thiourea acts by interfering with the synthesis of 
the thyroid hormone. ° 
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STERNAL PUNCTURE 
IN THE DIAGNOSIS OF MALARIA 


G. J. AITKEN, MB GLASG, FRFFS 
SQUADRON- LEADER RAF 


From an RAF Hospital in the Middle East) 


It has been recognised for some time that examination 
of the sternal bone-marrow may help in the diagnosis 
of malaria, but the full value of this relatively simple 
procedure does not seem to be appreciated. This initial 
series of 105 cases may draw attention to its value and 
limitations as a diagnostic method. 


METHOD 


A sternal-puncture needle is unnecessary, a stout lumbar- | 


puncture needle serving satisfactorily. It may if desired. be 
cut down to about 2 in. and an adjustable stop with. fixing 
screw can be fitted over the needle. All danger of serious 
penetration of the mediastinum can equally well be avoided, 
however, by means of a distance piece of glass or metal 
tubing, with a protective rubber buffer at each end, through 


which the needle is inserted, leaving only 1 in. of free needle, . 
When it is used for diagnostic purposes only it is not essential 


for the needle to be perfectly dry, so that any of the recog- 
nised methods of sterilisation suffices. No premedication 
is required, and with suitable local anssthesia only minor 


discomfort is experienced by the patient, who should be . 


lying flat, on a firm bed without a pillow. 


The site is the centre of the sternum, at the level of the ` 


second interspace, easily localised just below the angle of 
Louis, The needle is inserted vertically through skin and 
subcutaneous tissue to bone and firmly pressed through the 


cortex with small to-and-fro rotating. movements, the butt ` 


resting on the thenar eminence and the needle being steadied 


. . — AAo 


at an angle of 30 to the sternum and allowed to penetrate 
0˙5-1 om. into the marrow cavity. E 


N 
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with the index finger. The resistance decreases distinctly 
when the marrow is penetrated. The stilette is then removed 
and 0-5-1 c. em. of marrow fluid aspirated. , Films may be 
made directly or the fluid ejected into an oxalated tube and 
examined. within half an hour. ' 

Various other satisfactory methods of sternal puncture 
have been described, but the only one comparable in its 
simplicity is that originally described by Arinkin, in which a 
spinal-puncture needle is inserted directly into the sternal 
marrow through the angle of Louis. The needle is inserted 


Properly prepared films, stained by a Romanowsky stain, 
covered with a thin layer of immersion oil and examined with 
the 3 in. dry lens and a no. 2 ocular is the method of choice. 
Ring and other forms are easily detected and any suspicious 
object can be ‘quickly scrutinised by the yy in. oil-immersion 
lens. Long and tedious search of films is often necessary 
before any decision can be made, and preliminary examina- 
tion of thick-drop preparations is often helpful. The value 
of the thick-drop method lies in the relative rapidity with 
which the probable result can be reached. In the present 
series no positive result was reported until search of marrow 
films had confirmed the thick-drop. findings. In the films, 
no extracellular form was recognised as diagnostic. | 


PRELIMINARY EXPERIMENTS 


To obtain a picture. of the findings in the sternal 
marrow fluid in malaria, sternal puncture was performed 
in 10 cases with parasites in the peripheral blood. 
Counts were made of the relative numbers of erythro- 
cytes containing parasites in peripheral blood and in 
marrow fluid, from films prepared simultaneously. 


TABLE I— BLOOD FILMS AND MARROW. FILMS COMPARED 


Blood : Sternal marrow 
= pt 7 joo 
e ß eee e 
ng containing er evidence 
reds in Forms “reds in | Cominant ol infection 
5000 cells 5000 cells 
— — ——ͤ—f— 
. a (00) | y | 
O-4 | Rings 1-9 | Rings Pigment; pha- 
; | A | | | Bocytosed ro- 
mains 
0°8 Rings 1:6 Rings 3 
| 
0°85 Rings 1-4 Rings e eed 
remains: sch. 
0-26 ‘Rings 0 ·4 Rings . 155 
075 Rings 115 Rings Phagocytosed 
s ! remains: pig- 
, ment 
P. rivaæ (%) c 
06 : Troph.; | 0˙0 5 Troph.; Phagocytosed 
gam. ; sch ‘gam, ; sch. remains 
0-35 Rings | 0-85 | Rings; sch ae 
0-9 Troph | 11 Troph. Pigment; gam. 
008 | Troph.; 0-13 Troph. ; 
; m.; i gam. s 
0-7 roph. | 1:1 Troph. 


Troph. = trophozoites; gam. = gametocytes; sch. = schizonts. 


Table 1 shows that the marrow fluid in each case con- 


tained a substantially higher proportion of parasite- 
containing cells. I realise that these proportions are 
not necessarily applicable when parasites are very 
scanty, but it is reasonable to assume that any change’ 

ill be in favour of a higher proportion in the bone- 
marrow. . „ ' 

. DIAGNOSTIC SERIES 

Sternal puncture was performed in the 95 cases 
described below only when serial thick drops taken at 
six-hourly intervals had proved negative. In all cases 
further blood thick-drop examinations were made at 


the time of the sternal puncture, and in 10 cases, blood- 


concentrates, prepared by Bass and John’s method 
of repeated centrifugalisation, were examined. In 
one case only was a positive finding recorded and that 
ina case positive to sternal puncture. It was not con- 


' sidered justifiable to subject the patients to the intra- 
i venous injection of adrenaline in saline or to other 


severe provocative measures; but of 12 cases in which 


“, subcutaneous injection of 1 c. em. of adrenaline had been 


tried with negative result 3 proved positive on sternal 
puncture. In a further 5 cases with negative sternal 
puncture, later injection of adrenaline and examination 
of serial thick drops at half-hourly intervals, gave no 
positives (table 11), It is evident from the figurés that 
examination of sternal marrow fluid is significantly more 
efficient than.the other methods tested. 


TABLE II—RESULTS OF DIFFERENT METHODS COMPARED 


Examination | 
Sta a 
— | RE | Baon e, aman 
methods | adre after sternal 
At time of sternal puncturo | puncture 
Cases .. 95 10 : 10 ! 5 
Positives 8 R. 1 0 | 0 
Positives by ster- | 
nai puncture 


39 6 38383 | 


This series of 95 falls naturally into two main groups. 
Into the first group are those cases which clinically merit 
a diagnosis of malaria, but in which repeated examina- 
tion of the peripheral blood has shown no parasites. 
Most of this group consists of patients who have been 
taking suppressive quinine until admission or shortly 
before. In such cases it is not uncommon to find that 
parasites appear in the blood, if they appear at all, only 
after one, two, or more days in hospital under observa- 
tion. Sternal puncture elucidates the diagnosis in most 
of these cases. Of the 6 cases with negative sternal 
puacture diagnosed and treated successfully as malaria, 
2 have been on full antimalarial treatment for 30 and 40 
hours before sternal puncture was performed. | 

The second group consists of clinically atypical cases, 
having a history of exposure to infection, not necessarily 
recent, in whom routine examination of the peripheral 
blood has proved negative. Patients in whom latent 
malaria is wakened to activity, but is completely over- 
shadowed clinically by some superadded disease, form 
a subgroup worthy of separate mention; 3 cases of this 
type are included in the series ; 2 had been on suppressive 
quinine until admission and this may explain the absence 
of malaria parasites in the peripheral blood. The 
findings in the two main groups were as shown in 


table III. : 8 
TABLE III 
a Clinically Clinically 
malaria atypical 
Cases ee ee ee ee oe ee 35 60 
Average age (years) .. 825 a -. 26-4 25˙4 
Negative thick-drop éxaminatians (average aa 920 ; 
no. oe ` e¢ ee oe ee ' 8 ae bg 
Positive sternal punctures... A ae 5 13 
Average time before temp. fell after treat - 
ment in + ve cases (days)... aks 925 2.84 3°5 
- Negative sternal punctures .. > à 5 9 ra 47 
Negatives treated successfully with quinine 6 as 2 
Negatives diagnosed otherwise sy Bx 3 999 45 


CLINICAL PATHOLOGY 


Only those bone-marrow findings of significance in 
the diagnosis of malaria will be discussed. With one 
exception, in which pigment was the sole positive finding, 
only those forms commonly present in the peripheral 
blood were diagnostically important. Intracellular pig- 
ment particles, othef phagocytised sporozoal remains, 
and the more mature trophozoite forms and schizonts 
of P. falciparum were disappointingly scanty. Phago- 
cytosed parasites were seen only in the preliminary series, 
with relatively heavy blood infection and in 3 cases of 
the diagnostic series. | ` 

It is probable that removal of marrow by trephine 
would consistently reveal mature forms of P. falciparum 
as well as evidence of parasite destruction, but this small 
advantage does not jùstify the more elaborate technique 
which it would entail. The findings in relation to the 
clinical picture at the time of sternal puncture are 
beyond the scope of this article, but it is of interest to 
note that no malignant tertian gametocytes were found 
in the sternal-marrow fluid of the cases of subtertian 
malaria in the series, though in a proportion their 
presence was expected. This finding is in accordance 
with Plehn’s statement that these forms are few in 
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number in malaria in the tropics, though often seen in 
such cases in England. | : 

Marrow reticulocyte and differential counts, using 
supravital staining methods, have not been proved 
to hold any advantage over the corresponding peripheral 
blood. examinations. Actively motile primitive mono- 
cytes were seen in one case with a blood mononucleosis 
of 19%. The significance of this finding is at present 
obscure. Fresh wet films of sternal marrow fluid were 
examined in each case but this method was found of 
little diagnostic value when parasites were scanty. 


Artefacts.—Marrow films contain numerous small 


protoplasmic masses which superficially resemble 
sporozoa. Platelets, many aberrant in form, are more 
numerous than in the peripheral blood and are a fruitful 
cause of difficulty. Singly they may resemble rings or 
the gametocytes of P. falciparum and in clusters mero- 
zoites. A Howell-Jolly body, by no means a rare 
finding in the marrow, if lying towards the edge of a 
ring-stained erythrocyte is easily mistaken for the 
chromatin of a ring form. Basophilic red cells, often 
large, irregularly stained and stippled may present 
puzzling appearances and resemble erythrocytes con- 
taining Schuffner’s dots and badly stained trophozoites. 
Rounded-off portions of disintegrated myeloid cells 
containing small reddish-staining particles or clusters 
of swollen and degenerated myeloid cell granules may on 
st inspection be interpreted as stages in the develop- 
ment of schizonts. The non-specific nature of these 
artefacts is usually easily recognised by the absence 
of any hemozoin and of a containing erythrocyte. 
Thick-drop examination naturally holds out better 
prospects of finding scanty malaria parasites in. the 
marrow fluid, but there are a number of limitations to 
this method; the parasites are often distorted and 
when they are scanty, it may be hard to locate an 
unequivocal form, while—especially in preparations 
‘stained by Field’s method—the trophozoites and game- 
tocytes of P. vivax can often be recognised only with 
difficulty, being easily overlooked as cellular detritus 
amid the mass of marrow cells. In thick-drop prepara- 
tions artefacts present greater difficulties; the baso- 
philic erythrocytes appear as slightly reticular masses 
stained a dull blue by Field’s or Giemsa’s method, and if 
a platelet or other red-stained body is superimposed upon 
one it may easily be mistaken for a malarial trophozoite. 


DISCUSSION 


It is possible that a somewhat distorted picture of the 
importance of the type of case under review results 
from the fact that the patients were drawn from a body 


of young men, physically exceptionally fit and mostly 


on suppressive quinine, in whom considerable resistance 
to the free multiplication of the malaria parasite might 
be expected, even under the debilitating influence of 
some concurrent disease. In- these circumstances, 
however, there may be a. delay of up to several days 


before specific treatment is begun, if diagnosis has to be 


based on clinica] observation. It may even be justifiable 
to proceed directly to sternal puncture in every case 
after a limited number of negative blood-slides. Over 
a period of time this would save much bed space in 
hospital, shorten the time lost by highly trained per- 
sonnel and increase the comfort of patients by ensuring 
earlier treatment. 

The second group illustrates the variety of the possible 
clinical manifestations of malaria- and the importance 
of excluding malarial infection by all possible means in 
every case of pyrexial illness in the tropics in which the 
slightest suspicion exists. In a series of 250 cases of 
malaria, 46 gave a history of a short pyrexial illness 
with negative blood films within 3 weeks of admission. 
The illnesses had been labelled variously nasopharyngitis, 
tonsillitis, coryza, sandfly fever, dengue fever, gastritis, 
enteritis, heat exhaustion, and PUO. Of 250 unselected 
hospital patients questioned, only 18 have a similar 
history. In the absence of opportunity to test the 
question by a controlled series, it is interesting to 
speculate on the proportion of such cases in which 

ial parasites would have been demonstrated by 
sternal puncture. 
CONCLUSIONS 


Sternal puncture is simple and easily performed. In 
malaria the parasites and their metabolic-disintegration 


products are more numerous in the sternal bone-marrow 
than in the peripheral blood. 

Examination of sternal marrow fluid is of value in 
the diagnosis of malaria and should be carried out in 
cases in which repeated examination of the peripheral 
blood is negative. it elucidates the diagnosis in a 
number of cases of obscure illness. 

The interpretation of stained preparations of sternal} 
marrow fluid, especially thick drops, is not a responsi- 
bility to be undertaken lightly by the inexperienced. 
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LESLIE NANCEKIEVILL, MB LOND 
FLIGHT LITUTENANT RAF 


(From an RAF Hospital in the Middle East) 


EXAMINATION of peripheral blood is the keystone of 
malarial diagnosis, and where there is free sporulation 
in the periphera] blood there is no better method. . There 
are some cases, however, in which the peripheral-blood 
parasites are so scanty as to be absent for practical 
purposes, and in which serial blood films are a source of 
hope rather than certainty. In an unselected series of 
294 cases of malaria treated at this hospital, 256 were 
diagnosed from peripheral-blood examination, the 
remaining 38 revealed the parasite only by sternal 
puncture. Of the latter cases, many were so atypical 
as to have obtained such provisional diagnoses as 


neurasthenia, -affective disorder, sandfly fever. 


Serial blood-drops taken from them and stained by 
Field’s method proved consistently negative, yet a 
positive diagnosis of malaria was a made by the 
demonstration of parasites in the sternal marrow fluid. 
This accessory method in diagnosis of malaria has 


enabled a heterogeneous group of apparently unrelated 


illnesses to receive appropriate diagnosis and treatment. 
While this group forms only a small part of the total 
malarial casualties, it is one which is associated with 
much hospitalisation until the underlying i 
pathology is appreciated. These considerations have 
prompted us to indicate the value of sternal puncture 
in the diagnosis of such cases. 

These cases comprise two main groups: Group A, 
latent or chronic malaria ; and Group B, acute primary 
malaria. 

. GROUP A, LATENT MALARIA 

This group has been a recurring problem in the Middle 
East, which though relatively healthy -itself, has a 
shifting service population from hyperendemic areas in 
tropical Africa. They provide a source of;subtertian 
malaria normally alien to the Middle East, where the 
indigenous illness is benign tertian malaria. Both 
varieties, however, provide instances of latent illness 
which are problems for diagnosis. Stich cases are 
notoriously protean in character, but most of them fall 
naturally into three types which are conveniently 
described by case histories. ae 
Type 1.—Obsctre illness. The course of the illness 
may be long, the symptoms mild and vague. Such 
symptoms are a debility of insidious onset, accompanied 
perhaps by occasional headache, loss of weight, and in 
some instances by syncopal attacks. The patient may 
run an irregular low-grade pyrexia of 99° F in the evenings, 
but this is not a constant finding. There may be no 
history of previous malaria or sandfly type pyrexia. 
There is nothing on clinical examination, or in the blood 
findings, | 
revealed by sternal puncture. 

CasE 1.—Nursing orderly, 
malaria (BTM) in August, 1940; routine cure. 


aged 24. Benign tertian 
November, 


1940, and July, 1941, treated for acute gastritis, but from the 


description of these attacks they may have been recurrences 
of malaria. He was symptom-free until March, 1942, when 
he noticed that he was feeling off-colour but had no definite 
symptoms. This general debility persisted through the 
summer until October, 1942, when he started to get headaches 
and occasional transient temperatures of 99° F in the evenings. 
On Oct. 29, after walking downstairs, he had a syncopal 


to suggest the malarial infection which is 
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attack, fell and hurt his hip and elbow. This attack was not 
witnessed, and though he does not know how long the coma 
lasted, probably it was only a few seconds, On examination, 


temperature 99° F, no abnormal physical signs discovered 


in any system. Blood - pressure 140/88 mm. Hg. No abnor- 
malities in complete blood-count, nor were any parasites 
seen. Sternal puncture demonstrated BT-rings. He re- 
covered his previous good health after completing a full 
course of treatment. 

CasE 2.—Pilot, aged 22. No previous history of malaria. 
Not previously stationed in a highly malarious district. 
Admitted om July 30, 1942. Treated for acute rheumatic 
polyarthritis which responded well to salicylates, but at a later 


date he developed mortic reflux. On Aug. 28 he developed 


W awe 


a 


e 


or 
. 


el 


99° F; 18 serial blood slides were negative. 
showed infection with Plasmodium falciparum. Routine ` 


a low-grade pyrexia, with associated mild polyarthritis, which 
was salicylate-resistant. Nine consecutive blood drops were 
negative for malarial parasites. Sternal puncture demon- 
strated the presence of BTM trophozoites and gametocytes 
in,the marrow. The condition responded immediately to 
quinine. 

Type 2.—Cases in which symptoms are predominantly 
psychological, presenting as neurasthenia or affective 
disorder. 

Case 3.—Pilot, aged 22. He had a good service record: 
and had been awarded the DFC. Stationed for a week in 
April, 1942, at a coast town in a highly malarious district. 


About two weeks later gradual onset of anorexia, headaches 


and occasional vomiting. These symptoms progressed, and 
he was therefore admitted to hospital for investigation on 
July 15. He had-lost 15 lb. in weight over the period. 
Physical examination disclosed no abnormality except for 
the loss of weight. Spleen not palpable. Mentally he was 
apathetic, uninterested in his work and suffering from in- 
somnia. His whole picture simulated an anorexia nervosa. 
Investigations (including barium meal, fractional test meal, 
and stool examination) negative. His blood sedimentation 
ráte, however, was raised to 45 mm. in an hour (Westergren) 
and he was running an occasional evening temperature around 
Sternal puncture 


treatment was followed by complete recovery from both 


physical and mental symptoms. After he had been discharged 


from hospital he felt so well that he volunteered for particularly 
hazardous duties. 

Case 4.—Pilot, aged 38, with a good service record and, 
as far as could%e ascertained, no clear predisposing neurotic 
trends. He complained of mental depression, lassitude and 
loss of interest in his work, for which he no longer felt confident. 


| He had suffered from insomnia for several weeks, and the 
picture was that of. a mild depressive state. 


He had been 
in and out of malarial country for many months and had 
regularly taken daily prophylactic quinine. The only positive 
clinical finding was an irregular evening temperature of 99° F. 
Serial blood films gave no positive information, but malignant 
tertian malaria rings were found in sternal puncture fluid. 
He responded rapidly to mepacrine and pamaquin therapy 
and returned to duty with zest and enthusiasm. 

Type 3.—Self-limited short-term fevers without posi- 
tive blood findings. These may have been diagnosed. 
as sandfly fever, or as clinical relapsing fever if there is 
a history of previous attacks at short intervals. The 
medical histories of these cases often show several 
previous admissions, each of short duration, to various 
hospitals. | 

Case 5.—Test pilot, aged 26. No history of malarial 
illness, but during the previous 3 months he had been in two 
different hospitals suffering from ‘‘ sandfly fever. He had 
felt quite well in the interval. He was admitted at the end 
of 3 days’. pyrexia considered to be an attack ðf sandfly fever. 
Serial blood-films taken over 2 days showed no malarial 
parasites, and he claimed to feel quite well. Sternal puncture 


i revealed ring-form parasites; the type was not determined, but 


was probably P. falciparum. The spleen was not clinically 
enl . The only positive sign was 9 subtertian type of 
temperature of 99° F. : 

Case 6.—Pilot, aged 24. Stationed in a malarious area, 
but not taking any prophylactic quinine. One month before 
admission treated in a hospital for sandfly fever. Soon after 
discharge complained of diarrhoea, no associated blood or 
mucus in the stools and no tenesmus. Admitted to hospital 
for gastro-intestinal investigation. All routine tests negative. 
spleen not palpable. Evening temperature of 99°F. Ten 
serial blood smears negative. Sternal puncture showed 


Severe cases. 


MTM rings. His intestinal disturbances subsided com- 
pletely under malarial therapy. . 

Case 7.—Pilot, aged 22. Had arrived, 4 days before 
admission, from an highly malarious district. Had been 
taking prophylactic quinine. Seven weeks before, while in 
that area, treated for “‘ cough and bronchitis,” 3 weeks before 
treated for bronchopneumonia with sulphonamides. Ad- 
mitted complaining of recurrence of cough and malaise. 
X rays of chest showed pneumonic areas. Six serial blood 
slides were negative. Sternal puncture showed MTM rings. 
Rapid recovery after routine malarial treatment. The 
earlier attacks of bronchitis and bronchopneumonia were 
almost certainly malaria, suppressed by quinine, with respira- 
tory complications. i 

GROUP B, ACUTE PRIMARY MALARIA 

These cases had primary pyrexia compatible with 
malaria, but though they were commonly treated as 
such, they could not he proved positive by peripheral- 
blood examination. 

Case 8.—Clerk, aged 26, stationed in an area where 
primary malaria is uncommon. - Had been perfectly fit. No 
prophylactic quinine taken and no antimalarial measures 
practised. Admitted to hospital after two days’ headache, 
malaise and shivering. Temperature swinging to 105° F. 
Spleen not palpable. Seven serial blood-slides negative. 
Sternal puncture revealed BTM rings. Rapid response to 
routine treatment. 

Case 9.—Pilot, aged 25. Stationed in a malarious area 
for a month before admission. Admitted on account of 
frontal headache, malaise, and tertian type fever. Spleen 
palpable. Six serial blood slides and a blood concentration 
test failed to reveal malarial parasites. Sternal puncture 
demonstrated MTM rings. No suppressive quinine before 
admission. Responded to routine treatment, 


CONCLUSIONS is 

Sternal puncture is accessory to examination of peri- 
pheral blood, and does not replace it. 

It is of especial value in the diagnosis of latent malaria 
presenting as obscure illness, and may provide a positive 
diagnosis for some cases of tropical neurasthenia.“ 
Most pyrexial malaria] cases can be diagnosed by examina- 
tion of the peripheral blood, but sternal puncture offers 
a supplementary way of diagnosing those cases where 
sporulation is so scanty that peripheral blood parasites © 
seem to be absent. . 85 N 
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FIduRES for the mortality from gastroduodenal 
hemorrhage published during the last 10 years vary 
enormously. In publications from many places (e. g., 
Finsterer 1939, Blackford and Williams 1940, Bohrer 
1941, Walters and Cleveland 1941, and Gordon-Taylor, 
1937-8), where the results of medical treatment have not 
been entirely satisfactory, surgery has been advocated. 
This form of treatment is, however, not generally 
desirable. As Professor Witts has said, ‘‘ Every surgeon 
cannot be a Finsterer.“ 

In the present series of cases, most of them severe, 
treated entirely medically—with complete rest, morphine 
when necessary, a modified Witts’s diet, a kaolin mixture 
and vitamin C—the results were satisfactory. This has 
been in large measure due to the additional massive 
and enthusiastic transfusion treatment adopted in the 
This form of treatment has only recently 
become possible in virtue of the greatly increased supplies 


of blood for transfusion now available with the system 


of widespread blood-storage by the War Emergency 
Blood Transfusion Services. On account of these en- 
couraging results obtained by this new form of treatment, 
this series of cases, although small, was thought worthy 
of report. — 

Accurate classification of hematemesis is impossible 
and hence most of the published statistics are not com- 
parable. In this instance, we have followed Witts in 
grading all cases of multiple hemorrhage as severe ; 


~ 


a Me ae had a large hematemesis in the hospital. 
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single hsemorrhages were also regarded as severe if signs 


of secondary shock were produced and particularly if 
the shock had been allowed to persist. = 


Where frank signs of established shock (usually manifested 


by pallor, sweating, coldness, cyanosis and disturbance of- 


pulse-pressure or fall in systolic pressure) were present, the 
cases were given whole blood at a moderately rapid rate— 
e.g., 500 c. m. per half hour, until there was clinical improve- 
ment, paralleled by a rise in systolic blood-pressure to 100 mm. 
Hg or a restoration of a more normal pulse-pressure. The 
transfusion was then slowed to a drip-rate of 40 tg 60 drops 
a minute. Cases not showing the clinical phenomena of shock 
but with a hemoglobin below 60% (Haldane) were transfused 
at a drip-rate throughout either with whole-blood: or con- 
centrated red-cell suspension (MacQuaide and Mollison 1940). 
For all cases, blood stored in the standard sodium-citrate 
glucose anticoagulant (MRC War Memorandum 1940) for 2 to 
14 days was used. l Da a 
CASES TREATED 


In the last 12 months 30 cases (16 men and 14 women) 
of haemorrhage were admitted to a general hospital. 
Some were too mild to need transfusion, but all cases of 
hematemesis or melena, or both, were treated by the 
above routine, They have been classified in the table. . 


1 


Hæmorrhage 

Age pO Mila a 8 | Severe cases 

30-40 ' ii wae i 

40-50 | : 1 

50-60 | : E i 

60-73 3 : 
Total — — = 
Transfused °.. | 4 | au 


The cases fell into 4 clinical groups : 


1. Single hemorrhage without shock, 11 cases. 
2. Single hemorrhage with shock, 2 cases. 


Case 1.—Woman aged 37, with a 4 years’ history of vague 
d After 
an hour’s conservative restorative treatment, she was still 
pale, cold and clammy ; 
Hb 84%. She was given 500 c.cm. of blood in } of an hour 
and a further 500 c. em. in the next 2 hours. There was a 
satisfactory rise of blood-pressure. An wiNnterrupted re- 
covery followed. Final (gastroscopic) diagnosis: multiple 
gastric erosions. | 


3. Multiple hemorrhages in a young person (age. less 
than 45). 
typical. l 

CasE 2.—A man aged 35, with a 5 years’ history of peptic 
ulcer vomited a pint.of blood at home; Hb on admission 
95%; BP 125/90 mm. Hg; 36 hours later he vomited 3 pints 
of blood. BP 90/70 mm. Hg. He was given 500 c. em. of 
blood in half an hour. The BP rose to 105/60 mm. Hg; 
a further 1000 c. em. of blood was given at a drip rate. The 
next day he received 500 c.cm. of a concentrated red-cell 
suspension. On the next day he had another hematemesis 
and another transfusion. On each of the next four days he 
had several hematemeses.of 24 pints, and each day was 
transfused accordingly. His Hb was 50-65% during this 
time and the BP satisfactory. For the next 4 days he was 
not transfused and had no hæœmatemeses but persistent 
melena. The Hb fell to 35%. He was therefore given 
1000 c.cm. of concentrated red-cell suspension, Four days 
later, his Hb had again fallen from 65% to 50%. A further 
transfusion of concentrated red-cell suspension (1000 c.cm.) 
raised his Hb to 80%, after which he made an uninterrupted 
recovery. Within 15 days he had received 9000 c. em. of 


whole blood and 4000 c. em. of concentrated red-cell sus- - 


pension. 
ulcer. l 
4. Multiple hemorrhages in an elderly person (with or 
without hyperpiesia) ; 8 cases. | 
. Case. 3.— A woman aged 73, with a many years’ history of 
peptic ulcer, had a hematemesis of 2 pints at home. On 
admission her BP was 140/90 mm. Hg, Hb 55%. She was 
given 500 c.cm. of whole-blood slowly, but contmued to vomit 


Final (radiological) diagnosis: chronic duodenal 


blood-pressure 100/50 mm. Hg, 


There were 8 cases, of which the following is 


small amounts of blood. The next day she received a further 
1000 e. em. of blood. The following day her Hb was 70% and 
her BP 190/100 mm. Hg. She made an uninterrupted re- 
covery ; the hypertension persisted. With a barium meal no 
ulcer was seen, but there was extensive calcification of the 
splenic artery. a | | 
The only déath in this series occurred in this group. 
. CASE 4.—A woman aged 71 with no previous history of 


dyspepsia.. On the day before admission she vomited 2 pints 


of mixed blood and food. Her condition was satisfactory 
for 48 hours after admission. She then had a small hæmat- 
emesis and another the following day, BP 90/45 mm. Hg, 
Hb 57%. She was given 1000 c. em. of blood, but the Hb 
at the end of transfusion was only 60%. The following day 
she was therefore given 500 c. em. of concentrated red-cell 
suspension. The day after that she had another hæmat- 
emesis and another transfusion, after which her condition was 
good for 48 hours. Another series of hæmatemeses followed 
with severe signs of shock; 2500 c. em. of blood were given ïn 


20 hours; all signs of shock disappeared and the Hb was 


65%; 24 hours later, however, the hemorrhages were 
repeated with profound collapse. With heroic transfusing 
her BP was raised gradually from an unreadable figure to 
110/60 mm. Hg, and Hb to 80%, 4000 c.cm. of blood being 
given in 19 hours. She died suddenly and unexpectedly 10 
hours later. At autopsy one doubtful erosion only was found 


‘high up on the posterior wall of the stomach. It overlay a 


pale nodule about 3 mm. in diameter. Histologically this 
proved to be an erosion of the mucosa over an abnormally 
large submucous artery which had perforated, the nodule 
being a fibrin clot. The artery was otherwise histologically 
normal, 
confluent central necrosis of the liver, presumably due to 
anoxeemia resulting from theunduly long state of collapse the 
day before death. The lungs were dry. 


DISCUSSION 


“ Blood transfusion correctly applied is the most 
important single factor in saving life in severe gastro- 
intestinal hemorrhage,’’ was the opinion expressed by 
Bennett, and his colleagues (1942). l 

Ideally this treatment should be controlled by repeated 
blood-volume estimations. In practice skilled personnel 
is required for the determinations, and reliable methods 
—except perhaps that of Crooke and Morxis (1942)—are 
not sufficiently rapid. Moreover, if bleeding begins 
again after the dye has been injected, more dye must be 
given to form a new base line. With Evans’s blue only 


à maximum of 150 mg. in divided doses is permissible. 


This maximum may well be reached in 48 hours. Also, 
the best methods, assuming they are accurate, measure 
only the volume of circulating plasma. It is possible 


that variations in the volume of non-circulating plasma 


may be of importance in cases of shock secondary to 
hemorrhage. , Pas 
In the absence of blood-volume estimations the indica- 
tions for transfusion usually cited (e.g. b 
are a systolic blood-pressure of less than 90 mm. Hg, a 
pulse-rate greater than 140, a blood-urea greater than 
100 mg. per 100 c. m. and a hemoglobin of less than 40%, 
Human subjects however vary so greatly in their fe- 
sponses to all forms of injury or disease that in clinical 
medicine it is impossible to lay down hard and fast rules. 
Grant and Reeve (1942) studying air-raid casualties in 
which hemorrhage plays an important part but is not. 
the sole factor involved could find no constant sign 
which could be taken as a measure of severity. Fi 
are, therefore, notoriously fallible and if quoted must 
allow the widest possible margin for safety. In.the case 
of hemorrhage, a patient can be profoundly shocked and 
yet his systolic pressure may be well over 90 mm. Hg, 
even above 150 mm. Hg, depending in some measure 
upon the systolic pressure prior to the hemorrhage a, 
figure which often is not known. An equally important 
figure is the pulse-pressure. The pulse-rate by itself 
is not so important as an indication for transfusion. 
Many of our severe cases, even at their worst, never had a 
pulse-rate above 140; the degree of tachycardia was 
often not proportional to the severity. The figure for 
the blood-urea given by Witts is also, in our opinion, high. 
We prefer, therefore, not to diagnose shock in terms 
of figures for blood-pressure. &c. The diagnosis in the 
present state of knowledge is a clinical one; it may well 


The most notable post-mortem lesion was a severe 


Witts 1937) 


=| massive trans 
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vary with the individual observer. It is our experience 
that shock in gastro-intestinal hemorrhage, if it does not 
quickly respond to more conservative measures, does 80 
with adequate transfusion therapy unless it has been too 
long established. 

i with elinioal signs of shock were transfused 
rapidly to avoid the. irreversible changes seen in tissues 
subjected to prolongation of this state (Dunphy et al. 
1941}. This procedure raises the blood-volume towards 
normal and thus increases the renal blood-flow and tends 
to reduce azotemia (Black 1942). It has been claimed 
that this practice by increasing the blood - volume and 
pressure dislodges the thrombus in the bleeding vessel 
and restarts the hemorrhage. There has never been 
any evidence supporting this. It has also been claimed 
that vascular constriction of the arteriosclerotic arteries 
of the elderly, and of the arteries in the bases of pene- 
trating ulcers is deficient. In the present series hemo- 
stasis was, with one exception, well maintained in the 
elderly, and in this case the artery was histologically 
normal. Although it appears established in the United 
States (Blackford and Cole 1939 ; Blackford and Williams 
1940; Walters and Cleveland 1941) that the mortality 
is greatest over the age of 45, most of the really dis- 
turbing hemorrhages in this series occurred in the age- 
group under 45. Several of the cases were found by 


gastroscopy, 3—4 weeks after the cessation of the hemor- | 


rhage, to have large penetrating ulcers. . 

Bennett and his colleagues (1942) quote figures to 
show that the drip-rate of transfusion at least does: not 
tend to restart hemorrhage. 
exclusion of pyrogens from transfusion fluids has elimin- 
ated” dangerous xial reactions. In this series there 
Were no pyrexial reactions of such severity as to cause 
anxiety. The criticisms of Hurst and Ryle (1937) 
are thus answered. 

When the subject is not in a clinical state of shock 
but is anzemic as a result of the hemorrhage, transfusion 


is again indicated, not only for the correction of the. 


existing anemia but also as an insurance against a 
further haemorrhage, which may be of such severity as 


would be well withstood by one with a relatively normal 


blood-content but not by a debilitated anæmic on. 
The most generally available guides to the severity of 
the anzemia are hemoglobin determinations, but these 
are so fallible that with their use again a wide margin 
of safety must be allowed. We recommend the trans- 
fusion of all cases with a Hb below 60%. On occasion, 


this figure may be obtained with a red-cell volume of 


700 c.cm., the lowest safety limit set by Bennett and his 
colleagues. , Here again it is our experience that trans- 
fasion does nothing but good. The circulating heemo- 
globin is restored to a more or less normal level and the 
dangers of anemic anoxia of vital tissues, such as the 
brain and myocardium, are avoided. 

With repeated bleeding, the transfusion should be 
repeated as often as the bleeding, or as often as will keep 
the Hb greater than 60% (e.g. case 2; or another man 
who received each day for 9 days 500—1500 c.cm. of whole 
blood or concentrated red-cell suspension, a total of 
1 litres of blood and 5 litres of red-cell suspension). 

For the cases transfused the average number of donors 
required for blood or red-cell suspension was 9 (range 2— 
34). In these cases of persistent bleeding the hemo- 
globin level can be maimtained for long periods by these 
fusions. We are indebted to Wigglesworth 
and Cohen, for information about a case of melœna (later 


nf Shown to be due to a secondary neoplasm of the gut) 


a young soldier who received in 7 weeks the blood or 
red-cell suspension from 193 donors. 

For the slow persistent bleeders it seems safe to give 
up to 14-2 litres per day at-a drip rate. When the blood- 


volume is depleted by intercurrent hemorrhages larger 
amounts may be required (e.g. case 4). 


The treatment of mild hæmorrhage, especially in 


i ' young patients, appears to be universally accepted as 


Medical; that of severe hemorrhage is arguable. We 
believe medical treatment to be the one of choice because 
of: the common difficulty of diagnosing the presence 
and site of a peptic ulcer ;, the difficulty of differentiating 
in the first 48 hours (as recommended by Finsterer 1939) 
the hæmorrhage which is to be the forerunner of multiple 
severe heemorrhages from the mild single hemorrhage; 


| the paucity of surgeons practised in operating on such 


— = 


They also note that the N 


. and increased muscle tone. 
.followed blood-pressure changes, 


cases, Again, except in a few instances, the statistics 
of medical treatment are at least as good as those of 
surgical treatment, and’ improvement in transfusion 


tactics and supplies have added greatly to the physician's 


armamentarium. Surgery appears to be indicated only 
in special clinics or where there are additional indications 
such as obstruction or perforation. 


SUMMARY | 

A small series of 30 cases, 19 of them severe, of gastro- 
duodenal hemorrhage have been treated entirely 
medically. ` - / N 

The severe cases were transfused much more enthusi- 
astically than is usual, and clinical results were highly 
satisfactory. There was only one death. l 

Indications are given for transfusion. 


We should like to thank Dr. E. B. Brodke and the nursing 
staff of St. Helier Hospital, for their great help and 
coöperation. l 
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AT the Academy of Sciences in Moscow, Stern (1942 
a, b) has advocated the use of potassium phosphate in 
patients suffering from shock after trauma or hemorrhage. 
Animals in a state of shock following serious wounds, 
with or without hemorrhage, are said to have recovered 
dramatically after the injection of a small quantity of 
potassium phosphate (equivalent to 3-4 mg, potassium) 
into the cisterna magna. Blood-pressure rose to normal 
in 30 seconds and respiration and reactivity became 
normal. Furthermore, shock following hemorrhage 
could be combated by potassium injection without 
transfusion. Few details are given (e.g.,- there is no 
record of the anesthetic used or the criteria of shock), 
but on the basis of these experiments a technique for 
stimulating ‘‘ exhausted sympathetic centres by potas- 
sium phosphate injected intracisternally into man is 
described. The Russian workers claim that this pro- 
cedure has proved its value in the field, although the 
naval methods of treatment are employed at the same 
ime. , 

It is generally recognised that potassium salts in 
small quantities excite and in larger doses depress 
nervous tissue, but there have been few records of the 
general effects of applying the ion to medullary centres. 
Stern and Chvoles (1933) found that intracisternal 
injection of potassium chloride caused a rise of carotid 
blood-pressure, confirmed by de Vleeschouwer (1935). 
Hermann and others (1938) showed that injection of this 
salt intracisternally in chloralosed dogs caused both a rise 
of carotid blood-pressure and secretion by the adrenal 
medulla. The pressor response persisted after bilateral 
sareno romy with bilateral vagotomy. In 1941 Stern 
reported that injection of potassium salts into. the 
cerebral ventricles of various animals caused a well- 
marked rise of blood-pressure, augmented respiration , 


presumably in the 


arm, of 3 psychotic patients, not shocked or bled. Of 
11 injections carried out according to Stern’s directions, 


6 4 


Ainslie and Dax (1942) 


= 
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‘only ane was followed by significant rise of pressure. 
In 6 cases there was a transient fall, accompanied by 
slowing of the heart by as much as 45% of the initial 
rate. The sequels included. nystagmus and sweating ; 
respiratory activity was said to change very little even. 
when other signs were pronounced. 

In the experimental work no reference is made to the 
height or duration of the pressor effect. There is also 
some inconsistency in the effects on blood-pressure and 
respiratory activity. The following work aimed at 
investigating in more detail, first, the effects of intra- 
cisternal injection of potassium phosphate on the cardio- 
vascular and respiratory systems; secondly, whether 
hemorrhage 
altered the res- 


3 ponses; thirdly, 
2 whether injection 
z 8 cf a large dose 
3 8 would perman- 
8 2 ently damage the 
= brain stem. 

2 METHOD 


Adult rabbits 
were aneesthetised 


MIN. O 2 . 4 6 8 10 e s 
TIME AETER INJECTION 1s by injection of 
Fig. 1—Rise of mean carotid blood-pressure after urethane or pento- ’ 


intracisternal injection of 0-05 ml. potassium phos- 
phate solution. Pressure had been previously 
lowered -by rapid bleeding from femoral artery. 


barbital solution 
into an ear vein. 
Carotid blood- 


A. initial BP. 
B. Response to potassium phosphate after pressure was 
bleeding. recorded by mer- 


C. Response to control injection of 0°05 ml. 


normal saline intracisternally after bleeding. CUTY man ometer 


, or optically. The 
latter method allows of accurate counting of heart-rate. 
Respiration was recorded by a balloon strapped to the 
epigastrium and connécted to a tambour and writing lever. 
For optical records it was simpler to connect a sensitive 
tambour carrying a mirror to a side arm of the tracheal 
cannula. Injections into the cisterna magna were made 
with a hypodermic needle pushed through the atlanto-occipital 
membrane. In later experiments we punctured the mem- 
brane with a wide-bore needle and left it in position during 
the experiment; solutions were injected along a fine needle 
passed into the larger one. This procedure entailed reduction 
of the cerebrospinal fluid pressure to atmospheric, puncture 
of the membrane being signalled by the escape of about 
0-5 ml. of clear colourless fluid. Autopsy confirmed the 
entry of the needles into the cisterna magna and the absence 
of damage to the medulla. The animals were bled from a 
cannula in the fémoral artery or from the carotid cannula 
itself. 

The following solutions of potassium phosphate were 
used: (a) 4 molar potassium dihydrogen phosphate diluted 
with } molar potassium hydroxide to pH 7:6 (colorimetric) ; 
(b) à molar phosphoric acid diluted with potassium hydroxide 
to pH 7-6, provided sterile in 1 ml. ampoules. 


RESULTS OF INJECTION WITHOUT BLEEDING 


Intracisternal injection of potassium phosphate caused 
alteration of blood-pressure, respiratory activity and 
tone of skeletal muscle. ; 

Blood- pressure changes.—Carotid blood-pressure in- 
creased after a latent period of 4-1 minute. This change 
was usually slow, and followed by a slower fall to the 
initial level (cf. fig. 1). The average duration of the 
pressor effect was about 15 min.; only rarely was the 
effect prolonged up to 45-60 min. Rise of blood-pressure 
is not a constant result of the injections. Of 57 injections 
which caused alterations of respiratory and skeletal 
muscle activity, 35 caused a rise of blood-pressure; in 
20 the rise was 20-40 mm. Hg, and in one animal 78 mm. 
Hg. ‘The rise was often preceded by a transient sharp 
fall, which began about 5 sec. after injection and lasted 
1-2 min. Some animals showed only the depressor 
effect, without subsequent pressor effect. We could 
observe no cause for this variation in response to the 
injection, but it is possible that the anzsthetic was a 
contributing factor. The initial fall of pressure was 

accompanied by slowing of the heart. Section of both 
vagus nerves in the neck did not modify the fall of 
pressure (fig. 2). Alterations of reactivity of the animals 
may have masked any quantitative change due to the 
nerve section, but our results do not suggest this. The 


followed by 80 


flexion- extension movements of the limbs. 


time relations as those previously 


form of the pressure tracing and the slowing of the 
pulse were similar before and after vagotomy. 
Respiration.—After a brief latent period respiration 
became quicker and deeper. These changes were 
noticeable before any alteration of blood-pressure 


occurred, and served as a useful index that the injection 


had been effective; indeed the first respiration after the 
injection was altered. After rapidly increasing to a 
maximum in 4-2 min., breathing gradually returned- to 
normal; as a rule the respiratory change lasted as long 
as the blood-pressure change, although there might be 
no pressure change in spite of respiratory alteration. 
Hy Per pnO a , 

555 5 E 
all and rise of £ -RAT 
blood-pressure. &% a 
With larger doses w 
respiration might < 
be inhibited fora ¢ 
few cycles, but & 
always increased <x 
subsequently. In 
one animal, under 
deep pentobarbi- 220 
tal anzesthesia, the 
injection was & 60 

2 


BLOOD -PRESSURE 


long an inhibition 4 20 
that artificial œ 
respiration was 
necessary. 
Skeletal muscle. 
—Tone of volun- 
tary muscle 
increased. The 
smallest effective injection caused ‘increased tone 
and slight tremor of shoulder muscles. With increased 
dosage the signs were more widespread, notably head- 
‚retraction, strong extension of the limbs, deviation of 
the eyes and constriction of the pupils. Convulsions 
might supervene quickly, being preceded by strong 
The con- 
vulsions lasted only a minute or two but the muscle tone 


SEC. 0 20 40 60 80 
TIME AFTER INJECTION 


Fig. 2—Change of carotid blood-pressure; heart-rate 
and respliration-rate after intracisternal infection 
of 0:02 ml. potassium phosphate solution, without 
bleeding. Vagi cut In neck. 


™ 


decreased very slowly. The latent period of these 


tonus changes is very short, tremors of muscles preceding 
any blood-pressure change. : 

Control.—The alterations of body activity are not due 
to intracranial pressure changes. Control injections of 
normal saline produced no significant alteration of 
blood-pressure or any other visible effect. 

Section of spinal cord with bilateral vagotomy decreased 
the responses considerably, but did not entirely abolish 
them. en the cord was cut across between the first 
and second cervical roots and both vagus nerves were 
cut in the neck a slight fall of blood-pressure was followed 
by a slight rise which persisted. The alterations were 
not greater than 5 mm. Hg either way, but had the same 
described. The 
persistence of the effects suggests that some alteration of 
the state of the vessels of the head was still possible. 
The intracisternal injection caused tremor and increased 
tone of facial and upper neck muscles, but no alteration 
in the tone of the muscles of the rest of the body. In- 
travenous injection of the salt in doses ten times greater 
than the intracisternal dose caused no change, of carotid 
blood-pressure ; this suggests that the effect is due to 
direct action on the medullary centres, and not to an 
increase in circulating blood potassium. 


RESULTS OF INJECTION AFTER BLEEDING 


Central blood-pressure was lowered by rapid arterial 
bleeding. Loss of 30-40 % of the blood volume (assuming 
blood volume of rabbit is 7% of body-weight) reduced 
the pressure to 30-50 mm. Hg; the subsequent recovery 
was usually slow enough to give a base line. If recovery 
was too rapid, a second bleeding up to 10% of the 
volume lowered the pressure again and was followed by 
a slow recovery. l 

The effects of intracisternal injection of potassium 
phosphate before and after bleeding were qualitatively 
the same. The sensitivity of the animals varied during 
the experiments and quantitative comparisons were not 
possible. The same dose of phosphate often caused a 
different blood-pressure response when repeated without 


3 ERT a 
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bleeding. Our results did not indicate any regular 
alteration of the blood-pressure response after the 
bleeding ; a rise of pressure was not maintained, the 
pressure falling again to the initial low level (fig. 2). 


DOSAGE OF POTASSIUM PHOSPHATE 

The range. of volume of phosphate solution injected in 
these experiments was 0:01-0:05 ml. The smaller 
amount was not always effective, while the larger dose 
often caused convulsions. In most cases 0-02 ml. caused 
blood-pressure and respiratory alterations without 
excessive limb movements. This volume of solution 
contained only 0-24 mg. of potassium. 


. ABSENCE OF PERMANENT TOXIC EFFECT 
Rabbits were anzsthetised with ether, and sterile 


-potassium phosphate solution was injected into the 


The animals were then allowed to 
recover from the anesthetic. 

Injections of 0-05-0075 ml. caused a temporary 
stimulation of respiration and some increase of tone of 
the limbs. The animals recovered normally from the 
anesthesia and did not show any subsequent ill effects. 
A very large.dose, 0 20 ml., caused a well-marked increase 
of respiratory rate and muscle tone; flexion-extension 
movements of the limbs began, but ceased on deepening 
the angesthesia. On recovery from the anesthetic the 
respiratory effect persisted for some time, and the 
animal showed a spastic paresis of the hind limbs; this 
latter condition cleared up rapidly, the animal behaving 
normally within an hour of the injection. 


DISCUSSION 


The reactions evoked by increasing the potassium - 


content of the cerebrospinal fluid are due to excitation 
of nervous centres above spinal-cord level. Rapid 
injection of. such a small dose of the phosphate into a 
vein has no visible effect, and the responses to the 
intracisternal injection’ are almost abolished by high 
section of the spinal cord with the vagi cut. Further- 
more, Mullin, Hastings and Lees (1938) have shown that 
replacing the cerebrospinal fluid of dogs by fluid of high 
potassium or low calcium content increases muscle tone 
and may produce rise of blood-pressure, but irrigating 
the spinal cord or spinal roots with the fluid was in- 
effective. It is well known that injection of potassium 
salts into the circulation may alter the blood-pressure 
level and cause secretion by the adrénal medulla. The 

uisite dose, however, is larger than any used here. 
en injection of, a dose ten times greater than 
the effective intracisternal dose was without effect. 

The transient slowing of the heart and fall of blood- 
pressure following some of the injections would be most 
simply explained by direct stimulation of vagal centres 
by the salt. That this is not the true explanation is 
shown by the persistence of the responses after section 
of the vagus nerves, and it seems rather that there is a 
temporary depression of sympathetic centres. The 
increased tone of the muscles probably accentuates any. 
rise of blood-pressure by a mechanical effect on the 


‘vessel, but it is clear that the pressure and tone. changes 


are of independent origin. Small doses of phosphate 
always produced increase of muscle tone, but the blood- 
pressure might rise, fall or remain unchanged. Further- 
more, Mullin, Hastings and Lees still obtained a rise of 
pressure after exhibition of curare in doses sufficient to 
paralyse voluntary muscles. 


It is remarkable that the injection of equal doses of the 


salt may produce very different responses, even in the 
same animal, with no apparent change of general con- 
dition. The number of failures to produce a rise of 
ressure may be related to the use of anesthetics ; 
Hullin, Hastings and Lees found that the responses were 
greater in unangesthetised than in angesthetised dogs. 
On the other hand, Ainslie and Dax (1942) had many 
failures in unanzsthetised men, and Stern herself indi- 
cates that the injections are not always effective. When 
a rise of blood-pressure occurs it does not last long. 
The duration may be curtailed under the experimental 
conditions, but it is noteworthy that Ainslie and Dax 
observed pressure changes in man more transient than 
those described above. i ue 
The short duration and erratic appearance of rise of 
blood-pressure after the intracisternal injection of 
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potassium phosphate do not suggest that these in-- 
jections would be of value in conditions of low blood- 
pressyre following acute hsmorrhage. It is possible 
that a rise of central blood-pressure, however short« 
lived, might increase the blood flow through the vital 
centres at a critical time, but n> such beneficial result 
was found by us. When the blood-pressure was low, 
potassium phosphate injections caused a tempo 
rise in some cases, but this was followed by a fall of 
pressure again to the low level. If however these 
injections should be fried as a form of therapy on shocked 
patients, the animal experiments show that there is not 
much danger of damage to the brain stem even from 
large doses. 

. ` SUMMARY 

Potassium phosphate solution, prepared according to 
the directions of Stern, when injected into the cisterna 
magna of anesthetised rabbits, caused a rise of blood- 
pressure, augmented respiration and increased muscle 
tone. The pressure change lasts only some 15 minutes 
and rarely exceeds 40 minutes. Theré is often a fall of 
pressure, with slowing of the pulse ; both of these changes 
are independent of the vagus nerves. The responses are 
not altered by previous hemorrhage. The pressure 
change is not wholly due to the alterations of muscle tone, 
but is due to some action of the salt at supraspinal 
levels. No permanent toxic effects follow the injection. 


Note.—After this paper was written E. A. Smolik described 


the injection of 0-4-0-5 ml. of Stern’s phosphate solution 


intracisternally in dogs anesthetised with barbital (Proc. 
Soc. exp. Biol. Med., N. F. 1943, 53, 70). Dogs with normal 
blood-pressure showed increased respiration, after initial 
inhibition, and rise of arterial pressure. After prolonged 
hypotension following bleeding, Smolik found that the 
responses were not uniform but he does not describe the 
variations encountered ; in this series of animals 3 died of 
respiratory failure after the injection. Four times the usual 
dose of phosphate caused rise of blood-pressure and stimu- 
lated respiration, but 6-10 min. later blood-pressure fell 
abruptly and the animals died. 

We are grateful to Prof. B. A. McSwiney for his advice and 
assistance in performing the recovery experiments; and to 
Crookes Laboratories Ltd. for a supply of sterile potassium. 
phosphate solution. 
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„STRESS“ FRACTURE OF FEMORAL NECK ' 


LEON HENRY, MD LPOOL, FRCS 
SURGEON EMS 


A NUMBER of cases have lately been reported of 
fractures in young adults with no history of any specific 
trauma to account for them. These commonly occur in 
men undergoing military training, usually within the 
first 6 months of their service. They complain of pain 
in the region of the affected bone, inability to stand up 
to their training, and in some cases a painful swelling 
at the fracture site. Their practical importance lies in 
two points—that the radiological appearances may 
simulate those of Ewing’s sarcoma, and that if not 
detected in time the fracture becomes complete and the 
treatment is then prolonged by many weeks. The 
following is a typical case. 

An aircraftman, aged 21, came to surgical outpatients on 
March 15 complaining of pain in his right hip for 7 weeks. 
It began some 4 hours after he had been on a five-mile cross- 
country run. Though he had been on such runs before he 
had not worn heavy boots or been paced as on this occasion. 
He was not conscious of any sudden strain or injury during 
the run, but felt very exhausted afterwards.. He had felt 
pain in the hip intermittently ever since, and was excused 
PT and running on this account. The pain began in the 
thigh muscles over the upper and outer aspect. Later he 
felt it over the great trochanter. There was also some 
stiffness in the knee. The pain had been bad enough to keep 
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‘wes no muscle wasting. in the right thigh, and no 

in power on the two sides. 
and external rotation of the right hip were limited by about 

50, abduction by 15° and extension by 10°. 


level. was 12-1 mg. per 100 c. om. 
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ee awake some nigate, > but was improving at the time he 


; was seen, though he had never been kept off his feet. 


He was a alightly built but healthy looking man. There 
erence 
Compared with the left, internal 


Pain was com- 
| plained of over the great trochanter on reaching the extremes 


of flexion, rotation ‘or abduction, and on hyperextension. ’ 
— There. was. no flexion deformity. at. the: hip. There was very 
..” glight tenderness on compression of the two great trochanters. 


IJ rays (see figure) revealed a. fine fracture line across the 
neck of the- Poin with some, callus thrown out at the upper 
l end, and some sclerosis in the 

centre. There was no dis- 
placement. He was treated 


transverse bar of wood nailed 
wy across the heel of his slipper 
to prevent. outward rotational 
strain. This was maintained 
for 8 weeks; union proceeded 
uneventfully: ana in perfect 
. 8 8 


me SS oe DISCUSSION © 
‘Similar cases of fractures. 


in the 
' without trauma or displace- 


Samuel (1942) and Mansi 
- (1948), and mentioned 185 
`- Nordentoft (1940). 
Mansi's case the patient 75 
never confined. to bed, but 
‘the fracture united without 


flbula and other bones have 


e been recorded, notably. by Hartley (1942), who mentioned 


14 cases. Changes in the structure of bone preceding 


fatigue fractures are. described by Henschen (1941) as 


of two kinds first, affecting the crystalline structure, 
and secondly, . the physiological formation, whereby 
lamellar bone is replaced by more fibrous bone with 
a low calcium content; there are fibrous changes in the 
marrow, and may be subperiosteal thickening. 
No abnormality of calcium metabolism has been 
described, and in the present case the blood- calcium 
Though vitamin C is 
now known to be important i in the formation and repair 
of bone no note of its level in such cases could be traced. 


E In the case recorded it was only 0:27 mg. per 100 C. m., 
which is below the minimum value (0:5 mg.) desirable in 


the blood, but above the figure (0-15.mg.) below which 
scurvy occurs (Goodman and Gilman 1941). 


out the deficiencies in strength and weight of bone in 
animals on a diet containing suboptimal amounts of 
vitamin C, this may be significant in the ætiology of these 
cases, though vitamin- C e is common and these 
fractures rare. 


J. should like to thank Mr. J. Bastow, orthopedic con · 


sultant to the EMS for allowing me to retain the case ; Dr. 
.Phyllis Fraser for making prints from the radiograms ; ` 
Lieut.-Colonel Hazard of the US Army for the ascorbic acid 
estimation; and Dr. J. H. Gubbin, medical superintendent, _ 


for . to publish the case. 


REFEREN NOES 


Goodman L. and Gilman, A. The Pharmacological Basis of Therapeutics. 
New York, 1941, p. 1265. 


Ham, A. W. and Eliot, H. O. (1988) Amer. J. Path. 14,328, ` 


Hartley, J. B. (1942) Brit. J. Surg. 30, 9. 

Henschen, quoted by Fuss, H. Med. Klin. 1941, 37, 1210. 
Mansi, R. L. (1948) Brit. J. Radiol. 16, 184. 

Nordentoft, J. M. (1940) Acta radiol. Stockh. 21, 615. 
Samuel, E. . (1942) Brit. J. Radiol: 15, 77. l 


7 


NATIONAL SMOKE ABATEMENT SOCIETY. — The annual con- 


` ference of the society will be held at 10 Au, on Friday, Nov. 5, 


at the Caxton Hall, Westminster, S.W.1, when measures for 
the prevention’ of smoke in relation to plans for postwar 
reconstruction will be discussed. 
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i “UNTOWARD | EFFECTS. o VITAMIN: By 


[oe os 
Z. A. LEITNER, MD BERLIN, 'LROPE l 
CLINICAL ASSISTANT AT sr. MARY’S HOSPITAL, PADDINGTON 


THE purpose of this paper is to draw attention to a E 
clinical condition occasionally observed after adminis- 


tration—mainly parenteral—of large doses of thiamine 
Little has been ‘reported about toxic. 
effects of excessive administration: of vitamin Br; I. 
neve) only been able to find the instances referred to 
below. 


The considerable e effect of the vitamin B group 
' appears to be due to their catalytic activity. in intracellular 
oxidation (Leitner 1942), 
o- enzyme systems affecting intracellular respiration. Thus 


in the intracellular metabolism of glucose the pyruvic acid is x 


broken down to acetaldehyde by the .co-carboxylase Which 
is. the _ pyrophosphate of vitamin Bi. Metabolism in the 
brain and in the specific nervous tissue depends almost 
In vitamin -B; 1 deficiency 
yruvic acid accumulates in excess in these tissues and cannot - 
be broken down to carbon dioxide and. water. Furthermore 


lack of vitamin B, is nearly always . of a ane defi- 


oiency (Goodhart and Sinolair 1940). 


| GASE-HISTORIES S 
1 have: recently observed the following two cases. 


Cask 1.—A man aged 71, seen on March 2, 1943, had bean. 
in good general health up to the beginning of February and 
able to carry on a fati g and responsible job. About 
4 or 5 weeks before he had become restless, irritable and 
tired; he experienced what he described as thumping ” 
throughout the body which led to disturbed sleep and in- 


creased exhaustion. In the last few days this thumping ” 
had appeared increasingly during day time as well, while 


restlessness, exhaustion and insomnja became worse in spite 
of drugs. Itching began, mostly on the extensor ‘surfaces of 
the limbs; he became more and more depressed and tired. 
For some days he had been in bed with asthmatie attacks, 
each lasting for 2-4 hours with sneezing, palpitation, difioulty 


of breathing and extreme anxiety at the end of which be was - 


completely exhausted. 

Previously he had always been healthy gad had never had 
any serious illness except herpes zoster in 1938 along the 
first division of the trigeminal nerve. During and after this 
attack, in which he experienced considerable pain, he was 
given a long course of injections ‘of vitamin Bi, and Dp, 
symptoms gradually i improved. 

He Was a tall well-nourished patient, much agitated, 
apprehensive and depressed. Apart from some subjective 
and objective interference with sensation in the distribution 
of the ophthalmic. division of tlie fifth nerve, and some 
' lichenification, , thickening and reddening of the extensor 
surfaces of both upper limbs no physical signs were found. 
Blood - pressure 175/85 mm. Hg; urine normal. Blood 
sedimentation- rate: 3 mm. in 1 hour. ‘Blood-counit : red 
cells 4, 400, 000; Hb. 12-6 g. per 100 c. em.; white cells 7900. 
: Polymorphs 33. 5%, lymphocytes 26˙5 %. basophils 05% ; 
monocytes 6%; eosinophils 34.5% (ie. 2725 per o mm.). 
Subsequent differential counts are shown i in: the table. ; 
The high eosinophilia`led to further inquiries and it was 
found that on casual advicé injections of 25 mg. 
Bi had been administered repeatedly in the last 3 ör 4 Weeks 
by a nurse in his office, and that the beginning of these’ 
The first 
_“ dsthmatic attack began 7 hours after the fourth injection 


although some shortness of breath had ‘already followed 


Previous injections. A very serious attack occurred about 
an hour after the ‘fifth injection. Dr. D. C. Norris, who 
witnessed this attack, described it as follows: ‘‘ The patient 
had: a normal temperature and pulse: rate but felt weak and 
shaky and, unable to maintain a conversation. His ex- 
tremities were cold and he complained of thumping * in the 
chest. The blood-pressure was 120/70 mm. ‘Hg. 

Skin tests ‘with vitamin B; produced a weal of about 
2 cm. diameter. The vitamin-B 1 injections were stopped and 
autohemotherapy carried out; there were no more attacks 
‘afterwards. Repetition of akin teats after 4 weeks did not 
produce a weal; 3 mg. tablets of vitamin B, thrice daily 
for 2 subsequent days; and afterwards injection of 5 mg. 
thiamine, did not produce anv v adverse e The ponent 
was nọw quite well. : 


They are essential constituents of 


f vitamin 


- 


— — 


* 


U a 
— 


2 
— & 


. E og 
: ole ther 


As} 


— 


„ AAA 


. 
— 


„ 


eet e g . f. g J 


7- 


— VN 
. ef rg £ 


— Draw! ay a — 
as 3 ci 4 
2 „ 


. 
8 


e — 


K ie 


d 
THE LANCET] 


DE. LEITNER : UNTOWARD EFFECTS OF VITAMIN: B, 


7 . 


[ocr. 16, 1943 475 


DIFFERENTIAL WHITE-CELL COUNTS IN CASE 1 
March 2 March4 March 15 March 26 April 5 
9 o o o ; o% 


70 % % % A 
Neutrophils ~ 3835 . 37 56 82 60 
Lymphocytes 26°5 . 26 24 \ 23 30 
Monocytes 5. 5 442 d 88S . 7 
Basophils, 05 . O35 .. Ob ac. asc as zs 
Eosinophils 34:5. 31 . 165 7 3 
Eosinophils per | 
mn a E 2480 1162 490 216 


CASE 2—A married woman aged 42 was seen in June, 1941, 


with polyneuritis. As a child she had all the common fevers 


and later on had suffered from constipation and mucomem- 
branous colitis for years. All her illnesses were very 
serious and had unexpected complications.” 
she had experienced great difficulties in managing her life, 
and before the war she was having psychotherapy. Owing to 
her self-chosen-diet and abuse of aperients she had a multiple 
vitamin-deficiency going back for years. She had been given, 
intermittently, large doses of vitamin B, by injection and other 
vitamins as well previously. A change of diet and injections 
of 25 mg. of vitamin B, were advised. When seen 2 weeks 
later she was very excited, had tremor, insomnia in spite of 
large doses of sedatives day and night and complained of 
headaches, palpitation and giddiness. Although not familiar 
with the condition of vitamin B, overdosage at that time, I 
thought it advisable to discontinue the injections, especially 
as the polyneuritis had improved. The tremor, giddiness and 
palpitation had disappeared when the patient was seen a 
week later. 


DISCUSSION 


‘These two cases and those published by other workers 
suggest that untoward effects of vitamin-B, therapy 
1 be either purely allergic, or similar to a thyrotoxic 
state. 

Ataxia after injéction of vitamin B, in animals was first 
observed by Kreitmair and Moll (1935). Irritability, restless- 
ness, transient dyspnoea, and with increased doses death, in 
animals, were described by Molitor et al. (1936) and Hecht et 
al. (1937) ; and interference with lactation and loss of nursing 
instinct with consequent starvation of the young by Perla 
(1937). 
anias were first, reported by Steinberg (1938). In 3 cases 
herpes zoster was produced after 4-8 weeks’ treatment, which 
disappeared in each case after cessation of the injections, but 
returned when vitamin B, was given again. In two of these 
cases nausea, fullness in the epigastrium, constriction of the 
throat and severe cramps appeared a few minutes after intra- 
venous injection of vitamin Bi. Mills (194la) reported a 
woman of 47 who had 10 mg. of thiamine daily for 24 weeks, 
when headache, irritability, insomnia, rapid pulse, palpitation 
and trembling appeared. The symptoms cleared 2 days after 
the drug was discontinued. After a week’s rest 5 mg. of 
thiamine was given aggin daily and the same symptoms 
developed after 44 weeks, 

. Allergic symptoms. were experienced in the following 
cases. A woman of 72 who had never had allergic symptoms 
before (Laws 1941), had 26' injections of 25 mg. of vitamin B,, 
first daily, later. weekly, with no untoward symptoms for 
about 2 months except occasional sneezing and slight weal 
reactions. Suddenly—-when the interval between injections 
was increased to 10 days—about 30 minutes after the injection 
violent sneezing, œdema of the lips and eyelids, and large 
urticarial weals covering the whole body appeared, followed 
by dyspnœa, collapse, cyanosis and audible wheezing. The 
symptoms were controlled by adrenaline. Intracutaneous 
and passive transfer tests were both positive. In another case 
(Schiff 1941) 57 injections of 25,mg. of thiamine were given 
weekly without ill effect. A few minutes after the 58th 
injection (6 injections had been already given from the same 
bottle, the last one 9 days previously) the patient developed 
nausea, vomiting, profuse perspiration and collapse; the 
pulse disappeared, respiration ceased and heart sounds 
became inaudible. Mills (1941b) reported a case of sudden 
death after parenteral administration of vitamin B,; at 
autopsy multiple ecchymoses beneath the pia mater over 


both cerebral hemispheres with areas of encephalomalacia and 


perivascular hemorrhage were found. Eisenstadt (1942) 
describes a woman of 31 who received 24 injections daily at 

ital and afterwards had continuous treatment for 10 
months without incident when suddenly, 5 minutes after an 
injection, angioneurotic cedema of the tongue, lips and eyes 


For years. 


Toxic effects in man after large intravenous doses of- 


appeared with flushing and unbearable itching. Adrenaline 
controlled the symptoms in 15-20 minutes. Skin tests were 
positive but transfer tests negative. In another of his cases 
only local reactions appeared after 14 injections. Stiles 
(1941) reported 2 cases who had taken thiamine orally and by 
injéctions intermittently for years without any ill effect. 
After a considerable interval, thiamine injections ranging 
from 8-90 mg. were again given twice weekly; and—in one 
case soon after the new series of injections, in the other case 
after 5-6 months’ continuous treatment—nervousness, flush- 
ing, tachycardia, profuse perspiration and tinnitus appeared 
within about an hour. Intradermal tests with thiamine were 
positive. | 


In all reported allergic cases the hypersensitivity — 
developed gradually. In my case 1 the large doses of 
vitamin B, given 4-5 years before had caused no un- 
desirable reaction; fairly severe allergic reactions, 
however, followed even after the first injection of the 
second course of treatment and the intensity and 
duration of attacks increased with subsequent injections. 
After the 5th and last injection—though there was 
some degree of recovery after 5-6 hours—the anxiety 
state, shortness of breath, palpitation, insomnia, tinnitus, 
headache and weakness persisted for 6-7 days. l 

The immunological response in the. published cases 
quoted was similar to protein sensitisation, the incuba- 
tion period needed to produce hypersensitivity always 
exceeding 7 days; with injections given at intervals of 
less than 7 days anaphylactic reactions were small or 
absent, and the most severe anaphylactic reactions 
followed intervals of 10 and 9 days. In my case 1, 
injections followed each other at 2-5 day intervals which 
may explain why reactions were not: more severe. The 
hyperthyroid-like irritability as indicated by the con- 
tinued restlessness, insomnia and fatigue was another 
feature of the case. The quoted cases seldom showed 
both types of manifestation, but possibly in the allergic 
cases the anaphylactic shock was so prominent that the 
Observers omitted lesser clinical manifestations. Skin 
tests in case 1 became negative after desensitisation 
which was complete after 5. weeks of abstinence from 
vitamin B,. Symptoms resembling thyrotoxicosis (case 
2) seem to suggest simple overdosage. _ | 

Lack of vitamin B, is often only a part of a multiple 
deficiency, especially of the vitamin-B group. In hot 
climates the vitamin B requirement is much higher than 


in cooler regions, but food grown there contains con- 


siderably less of the vitamin (Mills 1941b). Deficiency 
diseases of the vitamin-B group are prevalent in hot 
climates (beri-beri, pellagra, tropical nutritional anzemia), 
and in temperate climates usually arise in the summer 
months. Thiamine is very soluble in water and easily 
absorbed ; given as a pure preparation during summer 
it might convert a deficiency statė suddenly into over- 
saturation. Case 2 and thé similar published cases 
quoted all developed during the summer. | 
. SUMMARY * 

Two cases are described in which long administration 
of vitamin Bi, produced severe symptoms. Case 1 had 
had large doses of vitamin Bi by injection some years 
before without any ill effects, but after a course of 
injections of 25 mg. thiamine developed a condition like 
„„ shock, with eosinophilia of almost 

— #2 
92 i f 

Case 2 had symptoms resembling those of thyroid 
overdosage. | 

Published cases are compared with these. 


I am indebted to Dr. D. C. Norris for the description of 
the attacks in case 1, , 
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Note on the surgical aspect 
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HYPOGLYOÆMIA due to endogenous hyperinsulinism 
is a comparatively rare condition, first described ‘by 
Harris (1924). Since that time there have been a 
number of published groups of cases and reviews of the 
literature, among which the paper of Whipple and Franz 
(1935) may be mentioned in particular. The present 
case is described becausé the hypoglycemic attacks 
presented features involving some fundamental problems 
in medical, psychiatric and surgical diagnosis. l 


CASE-RECORD 

A married woman of 46 was referred to the Cassel Hospital 
in May, 1941, with a diagnosis of hysterical fits. She com- 
plained that she suffered from a series of attacks in some of 
which there was a disturbance of vision, in others shakiness, 
loss of the power of. concentration, inability to speak and 
sometimes unconsciousness. Severe attacks involving loss of 
consciousness had become more common recently until they 
were at least of daily occurrence. Symptoms would last 
from a few minutes to an hour and a half. Between attacks 
‘she felt quite well. The first attack of unconsciousness had 
occurred 18 months before admission, though she had had 
minor symptoms for 6 months before that. She was on her 
way upstairs to bed after a Christmas party when she collapsed 
and was found by her maid lying on the floor. She could 
recollect no prodromal symptoms and could not explain 
what had happened. She continued to have such attacks at 


intervals and was thoroughly investigated for organic cerebral 


disease. Investigations were negative, and anticonvulsive 
drugs, given on the supposition that the condition might be 
epileptic, produced no improvement. It was then decided 
that the attacks must be psychogenic and she was treated 
by psychotherapy. Gradually the attacks became worse and 
associated with violent bodily movements and loud screams. 
Still with the idea that the illness was hysterical the patient 
was persuaded to enter a mental hospital. 
produced no improvement ahd when convulsion therapy was 
proposed (the modern psychiatric panacea!) the patient 
discharged herself. Shortly afterwards, repeated physical 
examination having revealed no abnormality and the attacks 
resembling hysterical fits in general form, she was admitted 
to the Cassel Hospital. . ' D 

The family history was normal. She had led a reasonably 
stable existence, first in business and then as. a housewife. 
She had had a stillborn child 10 years before, after which 
there was occasional vomiting for a long time, apparently 
emotional in origin. She had had several attacks of abdominal 
. pain in recent years which were presumed to be due to 
cholecystitis. 

On admission she was having two major attacks every day, 
one during the early hours of the morning and one often 
about noon. The attack would begin with mental symptoms 
of which the patient appeared quite unaware; she would 


appear silly and irritable, with restless movements of body 


and limbs, and at times she would attempt to grasp the 
physician's hand. Next, twitching of the muscles around the 
mouth would be observed with alternate swallowing and 
protrusion of the tongue. By this time the speech would be 
slurred, but she would still respond to simple questions and 
would deny that therg was anything the matter. Clonic 
convulsions would appear, principally of the left arm and leg, 
associated with violent and grotesque writhing movements of 
the body and loud inarticulate cries. This point might be 
reached in 15-20 minutes from the onset of the attack and 
was often the maximum development. Symptoms would 
then continue for about half an hour and die away leaving 
her exhausted but quite rational after about 1 hours. 
would subsequently be amnesia for the events of the attack. 
During the first week no abnormal neurological signs were 
detected during the attacks or during the quite rational 
intervening periods. She gave a good history of her life and 


Treatment there: 


There i 


* 
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responded well to deeper psychological probing. A number 
of minor maladjustments and disharmonies were reyealed, 
such as might be found in many individuals, but no adequate 
psychogenic basis for the attacks was revealed. The gro- 
tesque. bodily movements and loud cries with some of the 
other symptoms mentioned bore a close resemblance to 
phenomena often observed in hysterical fits, and this had 
been the opinion of a neurologist of great clinical experience 
who had seen her shortly before admission. On the other 


hand, it is a wise rule to insist that a diagnosis of psychogenic 
symptoms be made only on a basis of positive psychiatric 


findings, particularly in the case of major hysterical 
symptoms arising for the first time in a patient of mature 
age. i 


The problem fortunately began to resolve itself when it 
was found that the patient bruised herself severely on several 


occasions and was once incontinent of urine during the attack. 
These findings pointed strongly away from the diagnosis of an 
hysterical disorder and were confirmed by the presence of 
patellar and ankle clonug and extensor plantar responses on 
two occasions. It was then nec to decide what other 


agency: could be responsible for these extraordinary periodic . 


disturbances of consciousness. A cerebral neoplasm seemed 
to be excluded by the previous investigations, nor did a 
further lumbar puncture show any abnormality. Idiopathic 
epilepsy does not give rise to an attack of such long duration. 
Status epilepticus ’’ consists of a series of attacks whereas 
this was clearly one continuous fit. The same objection 
applies to the possibility of the attack being in reality a brief 
epilepsy followed by a long post-epileptic condition. Careful 
observation showed that this was simply not so. Spon- 
taneous hypoglycaemia was next considered and it was 
immediately found that the administration of large quan- 
tities of glucose by mouth at the begimning of the attack 
would invariably abort it. Blood-sugar estimation showed a 
level of 21 mg: per 100 c. em. at the beginning of the attack; 
the diagnosis of spontaneous hypoglycemia was thus 
established 


This condition may arise from a number of causes. It 
may be due to a disorder of the islets of Langerhans or 


‘to the presence of excessively functioning islet-cell tissue 


outside the pancreas. It may also be due to hepatic, 
renal, suprarenal or pituitary disease. According to 
Conn (1940), who has made a careful survey of the 
field, most cases are due to hyperinsulinism (with or 
without pancreatic adenoma) or to liver disease. Con- 
vulsions are rare in hypoglycemic states resulting from 
renal, suprarenal or pituitary disease.: The lowest 
fasting blood-sugar readings are given by patients with 


hyperinsulinism, and a fasting blood-sugar below 50 mg. 


per 100 c. cm. (the previous diet being normal) is said to 
indicate hyperinsulinism with very few exceptions. 

In this patient the early morning fasting blood-sugar 
varied from 29 to 40 mg. per 100 c.cm., at which levels 
her mental state was often surprisingly normal. Inges- 
tion of 3 oz. of glucose produced a rise from 40 to 73 mg. 
in 15 minutes; the level then began to fall again and 


in the absence of further carbohydrate a fit supervened. - 


Indeed, it became increasingly difficult to carry out 
blood-sugar examinations beginning from the fasting 
state, because the patient began to develop more and 
more severe fits. The figures which were obtained, 
however, confirmed the diagnosis. 3 
A high carbohydrate diet was given with the addition 
of 12 oz. of glucose every 24 hours. This regime greatly 
reduced the number of hypoglycemic convulsions and 
the patient was transferred to Windsor Hospital under 


the care of Mr. Gaymer Jones, who describes the results. 


of surgical exploration of the pancreas below. 


DISCUSSION 


We would like especially to comment on the differential 
diagnosis of these fits. In their earlier and milder form 
they had borne a remarkable resemblance to hysterical 
attacks, so that the patient had received extensive 
psychotherapy. This was perhaps not merely a mis- 
diagnosis but rather a more fundamental misunder- 
standing which is all too common at present owing to 
the cleavage between the mental and physical aspects of 
the individual still implicit in many of our ways of 
thinking. 

The hysterical fit differs sharply in some respects from 
other types of fit, yet it has features in common with 
them. Hughlings Jackson, in his work on the symptoms 
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following the dissolution of the functions of the central 
nervous system, described a negative and a positive 
element. The negative element consists of the loss of 


‘function of the higher centres; the positive element 


consists of the release of lower centres from higher 
control. These phenomena may be observed whenever 
there is a dissolution of the functions of the central 
nervous system whatever the cause may be. Hysteria 
may be regarded as one such cause, hypoglycemia as 
another. In the hysterical fit there is abandonment of 
higher control, whether wilful or unconscious is a matter 
for discussion, and a release of lower centres bringing a 
stream of emotionally. toned and often highly symbolic 
activity. It is this emotional and symbolic quality of 
the release phenomena which gives the hysterical fit 
its characteristic appearance. Other agencies, such as 
hypoglycemia, which inhibit the higher centres may 
produce, particularly in the early stages, very similar 
release phenomena» Later of course, as in this case, the 
failure of higher centres will spread to involve the upper 


. motor neurones and other areas not involved in the 


hysterical attack. It is therefore dangerous to deduce 
from the er pean of the release phenomena in the 
early stages the nature of the inhibiting agent. ere 
the released activity is obviously symbolic and highly 
emotional, a mental conflict may be inferred with some 
certainty ; but even so the mental conflict may not be 
the cause of the release—it may appear on the surface 
only when the higher centres are deranged by some 
other agent. ‘There are few people without some degree 
of mental conflict; therefore if the character of the 
release phenomena is to be accepted as a criterion for 


the diagnosis of hysteria, mistakes will continue to be 


made. Such mistakes are fairly common: they occur in 
many other conditions, among which cerebral fumours, 
disseminated sclerosis, arteriosclerosis and presenile 
dementia are well-known examples. 

Whether in this case we should have arrived at the 


correct diagnosis had we not been fortunate enough 


to observe definite physical signs is questionable. It 
should, however, be possible for the psychiatrist to 
whom such a case is referred, in the absence of positive 
physical findings, to inform his medical colleagues that 
the psychological findings in the case are insufficient to 
accgunt for the symptoms. This is made easier by the 
fach that in our experience gross hysterical reactions 
have almost invariably a gross and not very deeply 
hidden immediate cause, and are generally grafted on 


the background of a personality showing a tendency, 


towards hysterical manifestations in the earlier life 


pattern. 
One other point worth mentioning is the abrupt onset 


of many of the attacks. This feature is mentioned in 


few of the recorded cases, in most of which the onset is 
slower and the whole attack lasts longer. The dramatic 
suddenness of the attacks here served.to direct attention 
away from the true etiologys Experience with induced 
j in coma in the treatment of schizophrenia has 
taught us what a wide variety of symptoms and modes 
of onset may be encountered. It may be worth while 
to employ the term ‘ paroxysmal hyperinsulinism ” in 
cases like this one to emphasise'that,the attack is acute 
and relatively brief. 
rapid, spontaneous recovery from deep coma (which 
occurs so much less readily in induced hyperinsulinism), 
raises biochemical problems far beyond the scope of our 
observations. 


Our thanks are due to the director and staff of the Stafford 
county pathological laboratory for biochemical investigations 
and advice. 


Surgical Aspect 
° MR. GAYMER JONES 


The patient was admitted to King Edward VII 
Hospital, Windsor, on Aug. 4, 1941. She had 3 fits 
in the first 32 hours, which lasted an average of three- 
quarters of an hour, It was found necessary to give her 
1 Ib. of glucose in 24 hours in addition to a liberal diet 
in order to keep her free from fits. Fits were very apt to 
occur during sleep, the most usual time being between 
5 AM and 6 am. The glucose was given in two-hourly 
doses of 14 oz. except that a double dose was given at 
midnight and at 4 Am and that she missed two glucose 
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feeds during daytime when fits were less likely. A blood- 

sugar estimation on Aug. 12 gave the following 

results : 

Sugar True 

_, (Folin-Wu) glucose 

“mg. per 100 c. om. 

During an attack (12.30 Au) 19 3 5 

After an attack (2 am) aa 74 oe 67 


A galactose-tolerance test disclosed nothing abnormal. 


It was decided to operate and if a search failed to reveal 
an adenoma in the pancreas to remove as much of the 
pancreas as possible on the assumption that the increased 
insulin output might be due to a generalised hyperplasia 
of the islet tissue. | ae 

Operation on Aug. 14,—Weight 9 st. 2 Ib: Anesthetics : 
avertin, gas-oxygen and ether, and local. A high long left 
paramedian incision was made, and the pancreas approached 
through the gastrocolic omentum. The lesser sac was 
partially obliterated by adhesions, which ran along the course 
of the top of the pancreas. Careful palpation disclosed no 
tumour anywhere in the pancreas. It was decided therefore 
to remove as much as possible of the pancreas. This was 
done by starting at the tail, the peritoneum being divided 
along the superior and inferior borders. The pancreas was 
gradually lifted up from the splenic vessels by dividing and 
suturing the arteries and veins of supply. This part of thé 
operation was tedious, because of the number of vessels which 
had to be dealt with, but not difficult; and when it had been 
completed the extreme tortuosity of the splenic artery was 
well displayed. The junction of the inferior mesenteric: with 
the splenic vein was noted and the superior mesenteric vessels 
were demonstrated. There was a considerable length of 
pancreas between the inferior mesenteric vein and the superior 
mesenteric vessels. The dissection proceeded to the neck of 
the pancreas, which was astonishingly narrow and appeared 
to contain little pancreatic tissue. This change from body 
to neck was definite, and the tail and body were now attached 
only by a narrow pedicle which was beginning to widen at 
the point where section was made, just over the superior 
mesenteric vessels. The stump was tied by two ligatures 
penetrating the neck and then by one surrounding it; because 
there was so little tissue this was easy and it made the super- 
vention of a pancreatic fistula very improbable. The portion 
of the pancreas removed weighed 36 g. and when measured 


(after a year in formalin) was found to be 54-6 inches long. 


Two corrugated rubber drains were put down to the site of 
the operation and the abdomen was closed in the ordinary 
way. The wound drained a little serous fluid and, in order 


to prevent any possibility of erosion of the skin, the whole 


area was smeared thickly with aluminium paste at the first 
and subsequent dressings. ; 


The incision healed completely in about a fortnight. 
Blood-sugar estimations were carried out on most days 
and showed a tendency to fall to 70-80 mg. per 100 c. m. 
when glucose was discontinued. Near the end of the 
second week the patient again began to have fits. These 
were minor and infrequent to begin with, but gradually 
became more severe and commoner until it was necessary 
to give 2 oz. of glucose every 3 hours from 2 Pu until 
8 AM in order to keep her fit-free. It was clear that 
something further would have to be done but it was 
thought advisable to let her go home for a period in 
order that the immediate effects of the operation could 
subside. An examination of the excised portion of the 
pancreas did not disclose any adenomata and its histology 
was normal. 

While the patient was at home it was found necessary 
to give her increasing amounts of glucose at 2-hourly 
intervals until she was taking 14 Ib. in the 24 hours. 
During the night her husband had to arrange for this by 
setting an alarm-clock to go off every 2 hours. Such 
amounts of glucose were difficult to obtain in war-time. 
She was readmitted on Jan. 12, 1942. Her weight had 
gone up considerably and even after 17 days of treat- 
ment was 11 st. 44 1b. on the day of the second operation 
—an increase of 2 st. 24 Ib. in the interval since the first 
operation. Her appearance also had changed remark- 
ably. She was now curiously blown up about the face 
and neck and there was an enormous amount of fat 
around her body. The act of speaking made her short 
of breath. 
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A blood-sugar curve carried out on Jan. 14 gave the 
following readings : 
Blood-sugar 


mg. per 100 c. em. 


Fas ting ie T i4 62 

After glucose 50 g.: 4 hr. as ee 141 
1 hr. 7 g .. 113 
II hrs. Ss a 42 
2 hrs. sa dite 27 


There was no sugar or acetone in the urine throughout 
the test. During the 12 hours preceding the test the 
patient had only taken glucose: it was necessary to 
allow this in order to prevent fits. The amount taken 
was 11 lb. in 30 oz. of water. An endeavour was made 
to reduce her weight by cutting down the glucose to 
4 1b. in 24 hours and giving a much lighter diet. On 
this treatment she remained almost, but not quite, free 
from fits. 
The second operation was performed on Jan. 29, it having 
been decided now to remove as much as possible of the head 
of the pancreas if an adenoma should again not be found. 


Anesthetics: avertin, gas-oxygen and ether, and local. No . 


intravenous glucose was given. The abdomen was opened 
by a right paramedian incision. The head of the pancreas 
was first palpated in situ and since no adenoma could be felt 
the duodenum and head of the pancreas were mobilised by 
‘dividing the peritoneum all round the right side of the curve 
of the duodenum ; this allowed these structures to be brought 
well up into the wound although the patient was fat. They 
were taut in this position and could be examined with a 
finger in front and a thumb behind. A localised tumour 
was then palpated in the middle of the head of the pancreas, 
towards its anterior aspeot. This area showed as dull pink 
in the yellowish-white of the surrounding pancreas, in the 
manner described by Whipple (1936). A small incision was 
made on the anterior surface and with a little blunt dissection 
an adenoma was shelled out without difficulty. There was 
one bleeding point which clearly represented its vascular 
supply. This was ligatured and the pancreas and duodenum 
allowed to fall back into position. The liver looked as if 
some fatty infiltration was present; the gall-bladder was 
found to contain a few stones but it was thought better. not 
to perform a cholecystectomy after the lower end of the 
common bile-duct had been manipulated, The stones were 
therefore removed and the gall-bladder drained. The 


appendix showed no evidence of disease and was not removed. 


A drain was placed down to the head of the pancreas and the: 
abdomen was closed. 


The patient was little disturbed by the operation and 


was discharged with the wound well healed 21 days later. 
A 6 curve done the day before she left 
showed : i 


Blood -sugar 
mg. per 100 c.cm. 


Fasting .. 5 5 F . 128 
After glucose 50 g.: 3 hr. a2: 955 .. 1171 
l 1 hr. pr bi .. 221 
lj hrs. Ys .. 210 

2 hrs. a .. 210 


/ 


The urine when she was fasting and 2 hours after glucose 
contained no sugar. 
seems to indicate a mild diabetic phase with a raised 
renal threshold.” 

The adenoma consisted of three small round tumours 
grouped into one mass, and weighed 1°31 g. Burtness 
and his colleagues (1941), in describing a similar case, 
estimate the approximate amount of islet-cell tissue in 
an average pancreas as 2°25 g.; therefore the adenoma 
removed in this case represented an increase in the 
insulin-secreting tissue of nearly 62°7%. The patho- 
logical report upon the tumour states: The tumour 
measuring approximately 2 cm. by 1°2 cm. is well 
encapsulated. Microscopically it shows areas of com- 
pact cuboidal cells associated with others in which 
similar cells form vesicles of varying sizes. In an 
occasional vesicle the epithelium projects inwards as a 
papilla. There is a scanty stroma of connective tissue. 
The picture is similar to that seen in the thyroid in 
thyrotoxicosis.” Analysis of one of the _ gall-stones 
showed it to be composed of cholesterol and bile pigment. 

The diastatic index on Feb. 18 was 25 units, estimated 
on. a 24-hour sample of urine. Removal of a large 
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had no fits. 


much emphasis. 


The pathologist remarked: ‘ This 
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amount of pancreas therefore had not, produced any 


effect. Analysis of the fats in dried fœces on March 23 


gave: neutral fats 8%, fatty acids 5˙1 %, soaps 8˙9 - 


(22% in all). The total fat therefore was within normal 
limits although the proportion of unsplit fat was a 
little high. mi 

Since leaving hospital the patient has kept well and 
On Aug. 27, 1942, her weight was 9 st. 4 Ib. 
and she had never felt better.” A galactose-tolerance 
test disclosed no abnormality of liver function. Micro- 
scopical examination of the fæces showed no excess of. 
undigested food and no evidence of defective fat splitting. 
Further glucose-tolerance tests on that date (A) and on 
July 14, 1943 (B), gave the following readings : 


Blood-sugar 


mg. per 100 c.cm. 
(A) (B) 
Fasting oe 8 Me ms . 161 80 
After glucose 50 g.: 3 hr. 3 “ae 256 136 
l hr. 35 .. 266 136 
14 hrs. es . 22} 107 
2 


hrs. sr ee 182 75 
No acetone or sugar in the urine. 


DISCUSSION 


This case illustrates the fact that 8 excluding the 
presence of an islet adenoma the duodenum with the 
head of the pancreas should be mobilised in order that 
proper examination of the head can be carried out. It 
is interesting that Whipple and Bauman (1941) report 
3 cases in which, since no tumour was found at the first 
operation, three-quarters of the pancreas was resected 
without result. In each case a second operation was 
performed and when the duodenum was mobilised an 
adenoma in the head of the pancreas was found and 
removed. Rudd and Walton (1941) describe a case in 
which the adenoma was situated in the gastrosplenic 


omentum about 1 in, beyond the lower part of the tail . 


of the pancreas. It is clear therefore that the search 
should also extend beyond the pancreas. An adequate 
search requires wide exposure of the pancreas and it is 
probable that a transverse incision offers the best 
approach. Whipple (1935, 1936) describes this incision 
dividing both recti, and Walton used it in his case. 
There seems to be no need or even justificatio® for 
removal of the spleen when resecting the tail and body 
of the pancreas for non-malignant conditions. Removal 
of the spleen would certainly not have made the first 
operation described above any easier and if the con- 
tention of those who adopt this procedure is that it 
overcomes the difficulty of separating the pancreas from 
the ‘splenic vessels, they are giving this difficulty too 
Removal of the spleen may even lead 
to trouble if the splenic vessels are lifted up and removed 


with the pancreas, because the inferior mesenteric vein 


may be encroached upon-and damaged. The removal 
only of that part of the pancreas to the left of this vein 
7 be quite insufficient to cut down the insulin 
supply. 

The evidence of fatty infiltration of the liver fits in 
with the experimental findings discussed by Orr (1941) ; 
he quotes experinients performed by Dragstedt and by 
Boyce. It seems that this fatty infiltration is due to the 
actual removal of part or the whole of the pancreas and 
not to the absence from the intestine of its external 
secretion. It does not develop for instance if the ducts 
are severed or ligatured and the pancreas is left in situ. 
In the present case the galactose-tolerance curve did not 
show any loss of liver function associated with the 
infiltration. 

The slight tendency for the glucose-tolerance curve to 
be of the diabetic type following the removal of the 
adenoma conforms with the findings of Whipple and 
Bauman, who also showed that after a period which 
may be as long as 2 years glucose utilisation assumes 
the normal rate. They point out that this return to 
normal occurred even in their 3 cases in which three- 
quarters of the pancreas had been removed, demon- 
strating that the human pancreas, like the kidneys and 
liver, has an enormous functional reserve. In my case 
the diabetic type of curve still persists 7 months after 
the second operation. Though about 75% of the 
pancreas must have been removed at the -first operation 
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the continuation of the fits showed that this did not 
balance the presence of a tumour which only contained 
insulin-secreting tissue equal in quantity to 62°7% of 
that present in an average pancreas. This suggests 
that the insulin-producing function of the cells in an 
adenoma, is greater than that of normal cells. Owing to 


war conditions it was impossible to investigate the 


insulin-producing properties of the cells of the adenoma. 
Loss of that part of the pancreas distal to the head, 
though equal to about three-quarters of the total pan- 

. creatic substance, did not interfere with the digestion of 
fat. starch or protein. 

7 | Summary 


A case of hypoglycemic convulsions due to a tumour 
of the islet cells of Langerhans in the pancreas had been 
under observation for nearly two years before admission 
to the Cassel Hospital and a diagnosis of hysteria had 
been reached. i 

The term “ paroxysmal] hyperinsulinism ” is suggested 


to describe cases of this type with a sudden dramatic . 


onset of the ‘hypoglycemic fit. 
At a first operation the tail and body of the pancreas 
were removed without improvement of symptoms; ata 
second operation an adenoma was found in the head of 
the pancreas only after the duodenum and the head had 
been mobilised. The adenoma was shelled out and the 
patient recovered. 
Mobilisation of the duodenum and head of the pancreas 
is necessary in every case where an ordinary search for 
such an adenoma has failed. 

I should like to thank :Sir Arthur Hurst and Dr. George 


Graham for their helpful advice; Dr. N., F. Maclagan and 


Dr. E. Sayle for their help with the pathological ye ee 
tions; and Mr. N. A. Miller for kindly assisting me at the 
operations. ; ” 
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PROSTATIC ENLARGEMENT 
TREATED BY THE BRAASCH-BUMPUS PUNCH 


WILLIAM A. SEWELL ROBERT MAILER 
MB GLAS, FR FPS M D BDIN, FRCSE, MS MINN 
VIBITING SURGEON TO THE VISITING SURGEON, SOUTHERN GENERAL 
VICTORIA INFIRMARY, HOSPITAL, GLASGOW 3 SENIOR ASSISTANT 
GLASGOW SURGEON TO THE VICTORIA INFIRMARY 

TREATMENT of prostatic enlargement by the per- 
urethra] route has been extensively employed during the 
past 10 years, but there is still some difference.of opinion 
about the scope of the procedure, the best available 
method, and the permanence of results as compared 

with suprapubic enucleation. 

In one general surgical unit at the Victoria Infirmary, 
during the past 8} years, the circular knife method of 
resection has been used in over 100 patients with bladder- 
neck obstruction. Our decision to try the perurethral 
method of prostatic resection in 1934 implied some 
dissatisfaction with results over the previous 10 years. 


—ů 


These- are summarised in table 1. The mortality figures 


TABLE I—MORTALITY IN 111 OASES OF PROSTATIC OBSTRUCTION 


(1924-33) á 
a | Cases | Deaths | Mortality (%) 
— . ' 
Suprapubic enucleation 4a | 64 12 | 18°7 
Suprapubic cystostomy .. | 25 14 56-0 
31:8 


Catheterisation only 22 7 

for suprapubic enucleation, usually a two-stage pro- 
cedure, are high. It is true that during the earlier years 
at least, the value of indwelling catheter drainage, and 


the technical refinements of the Thomson Walker one- 


stage operation had not been thoroughly appreciated. 
The salient fact remained, however, that there was a 
large group of patients for whom suprapubic enucleation 
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of the prostate was too formidable a procedure. We 
turned to perurethral resection as a possible solution 
of the problem of the poor-risk patient, and an attempt 
to eliminate as far as possible the misery of permanent 
suprapubic drainage. aia 
f ' CHOICE OF METHOD 33 
Most surgeons in this country have preferred the 
McCarthy instrument for endoscopic resection. Here 
the cutting is done by a wire loop carrying a high- 
frequency current. High-frequency cutting currents 
have the disadvantage, however, that unless accurately 


controlled, they may heat the tissues in the vicinity of 


the actual site of burning beyond their thermal death 
point. This leads to sloughing and sepsis. 

On theoretical grounds, the circular knife method of 
resection, in which only a coagulating current is used 
for hemostasis, seemed safer. We were further influ- 
enced in our choice of method by the fact that one of 
us (R. M.), while on the staff of the Mayo-Clinic nearly 
20 years ago, saw Bumpus getting excellent results 
by this method in minor types of prostatic obstruction. 

The Braasch-Bumpus resectoscope is a direct vision, 
instrument with a fenestrum near the beak in which the 
prostatic tissue is engaged and then excised by a circular 


knife. Hemostasis is secured either by a multiple needle | 


electrode before cutting, or by coagulation of bleeding points 
later by a single point electrode. This instrument has since 
been freely modified by Gershom Thompson! to permit of 
more rapid resection. We have used a Thompson resecto- 


scope of smaller calibre (24 F) in a few of our later cases 


where the larger Braasch-Bumpus instrument (30 F) could 
not be introduced. l 

Though Young of Baltimore must be given the credit 
for the introduction of the punch method of prostatic 
resection, it is at the Mayo Clinic that the method has 
been extensively developed. Up to 1930, only the lesser 
degrees of bladder-neck obstruction were dealt with 
perurethrally; these comprised the small fibrous 
prostate, the median har obstructions, and the smaller 
adenomatous enlargements, chiefly of the so-called 
middle lobe. Collectively they represented only 15% of 
the total number of patients, treated for prostatic 
obstruction. From 1980 onwards, the method was 
extended to deal with almost every type of adenomatous 
enlargement, so that by 1933, 98% of the patients were 
dealt with perurethrally. Coincident with this, the 
amount of tissue removed at one or more sittings was 
increased up to 40 g. or more fin the case of the large 
prostates. The aim during this period was not only 
to produce good immediate results even with the largest 
prostates, but to achieve a permanency of relief which 
would be comparable to that obtained by the open 
operation. More recently stress has been laid on the 
shortening of the period of hospitalisation. Many 
patients are in and out of hospital within a week.? This 
means that in a bulk of the cases, the preoperative period 
is cut down or dispensed with altogether, and that,from 
the standpoint of eligibility or readiness for operation, 
rather less importance than formerly is attached to 
urinary sepsis and high blood- urea values. At the Mayo 
Clinic also in cases with much renal damage it is con- 
sidered safer to drain by the urethra for a short period 
than to perform a cystostomy and drain for a much 
period in order to obtain better renal function 


TECHNIQUE 

Preoperative care. —At the Victoria Infirmary, we 
considered, oareful preparation just as important in 
perurethral resection as in suprapubic enucleation. 
Patients admitted with retention—and the vast majority 
were in this category—were drained with the Foley 
self-retaining catheter. In the average case, the patient 
was ready for operation in 10 days. In a large number, 
however, longer periods of preparation were necessary 
before urinary output was sufficiently increased, and 
blood-urea and urea-clearance values stabilised. In 
the worst cases, where drainage beyond two weeks was 
necessary, or the indwelling catheter was badly tolerated, 
we did not hesitate to do suprapubic puncture, and 
occasionally to send the patient home for a month or 
two, provided home conditions were satisfactory. 


1. Thompson, G. J. Proc. Mayo Clin, 1940, 49, 780. 
2. Wardill, W. E. M. Lancet, 1941, ii, 127. 
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Gershom Thompson, in his plea for the short hospitali- 


sation of these patients, has compared the elderly 


prostatic sufferer to a foundered horse, in that once he 
is down, it is difficult for him to get up. We agree it is 
advisable to get the patient out of bed within a few days 
after operation, but we are still convinced that in the 
case of the average patient with whom we have to deal 
in general hospital practice, a preoperative period of 
1-3 or even 4 weeks is always beneficial, and brings many 
an apparently hopeless case within the range of successful 
surgical treatment. Like Thompson we have come to 
attach less importance than formerly to actual blood- 


urea and urea-clearance figures, provided they were 
stabilised ; and in several instances we have operated. 


successfully on patients admitted to hospital with 
blood-urea values of 200 mg. and above, but stabilising 
1255 adequate preparation to between 100 mg. and 

O mg. „ et 

Selection of patients. The guiding principle was the 
reduction of mortality in the poor-risk patient, who was 
found for the most part, though by no means exclusively, 
in the 65-80 age-group. We started on the assumption 

‘that if, by perurethral resection, relief could be obtained 

for a period of 5-10 years, this would cover the average 
life expectancy of this advanced-age group. On the 
other hand, in the younger 50-65 group, with a life 
expectancy up to 20 years or more, we felt justified in 
dealing with the fibrous prostates, bar obstructions, 
and smaller adenomatous enlargements perurethrally, 
but we continued for the most part to enucleate the 
largest prostates suprapubically, unless this was ren- 
dered inadvisable by the poor physical condition of the 
patient. It was felt that in the case of the largest 
prostates, with limited experience, and within the 
arbitrary operating time-limits which we imposed upon 
ourselves, we could not hope to remove the large amounts 
of prostatic tissue which would make the final result 
comparable with that obtained by open operation. To 
redress the balance by lengthening the operating time, 
or by having recourse to two or more sittings, appeared 
to detract from the essential safety of the procedure, 
and to present no decided advantage over one-stage 
suprapubic enucleation. Occasionally the choice of 
open opefation was conditioned by inability to intro- 
duce the punch, while in 2 cases, enucleation followed 
failure to relieve obstruction perurethrally. 

Operation.—For anesthesia, light open ether with 
plenty of oxygen was preferred. In earlier cases low 
spinal anzsthesia was used; this certainly facilitated the 
introduction of the resectoscope, and permitted working 
in a relatively bloodless operation field. This advantage 
was, however, offset by the increased reactionary bleeding 
after the patient returned to the ward. With ether, on 
the other hand, the pressure is maintained, bleeding 
points are readily seen and controlled, and the danger of 
massive postoperative hemorrhage is reduced to a 
minimum. 

The large Braasch-Bumpus punch (30 F) is often 
difficult to introduce, and usually the external meatus 
must be dilated with straight bougies. Using the 
punch as a direct cystoscope, the bladder neck is first 
examined to determine the disposition of the obstructing 

. masses. The operation is begun by removing some 
prostatic tissue from the posterior rim of the bladder 


neck. This facilitates manipulation of the instrument 


within the bladder, and the lateral intravesical pro- 
jections are then removed methodically, starting from 
within the bladder and working towards the prostatic 
urethra. The tissue is first coagulated: with the 5 
prong electrode. We tended at first to over-coagulate, 
at times getting necrosis, sepsis, and slight secondary 
hemorrhage as a result. Preliminary coagulation was 
therefore cut down to a minimum and most reliance was 
placed on the single-point electrode at the end of the 
operation. 

The excised portions of prostate are flushed out of the 
bladder or removed by special forceps. The use of 
1% citrate solution as the irrigating lotion reduces 
clotting and keeps the fleld of vision clear. The inser- 
tion of a Foley self-retaining catheter completes the 
operation. The operating time has been kept down to 
80 minutes, which includes the time of induction of the 
anesthetic. After a little practice, we were able to 
remove about 10 g. or more of tissue in this time. If 


* 


MR. SEWELL, MR. MAILER: PROSTATIC ENLARGEMENT 


older and frailer patients. 
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the lateral lobes were fairly large, and the removal of 
more tissue was advisable, this was deferred to a second 
operation 10 days to 2 weeks later. A second operation 
was done in only 5 patients. In the minor degrees of 


. obstruction, the removal of 3-5 g. of tissue was usually 


sufficient. 


In the after-treatment, the bladder is irrigated every 


half hour during the first 24, and every hour during the 
second 24. The urine is often clear after 24 hours, 
and almost invariably after 48. The catheter is removed 
on the fourth to sixth day and the patient allowed up. 
In an uncomplicated case, he is allowed home on the 
seventh to the tenth day. : 
Complications. The postoperative course is usually 
uneventful and quite afebrile. Complications are due’ 
in the main to technical faults. Sepsis is the most 
serious, and is due mainly to overcoagulation. It shows 
itself by a swinging temperature between the seventh 
and twenty-first days, and there may be associated 
hemorrhage, though in only one case in our series has 
this been profuse. The single case of primary clot 
retention was due to a mistake in using lotion much too 
hot for irrigation so that the bladder was burnt. i 
unfortunate patient also furnished our single instarice of 


partial incontinence, which persisted for several months 


and then improved. Patients often complain of slight 
lack of control for a few days after the removal of the 
catheter, but with the exception of the case mentioned 
above, this has never.lasted beyond 10 days. The 


single case of rectal fistula, due probably to overcoagula- 


tion, emphasises the need for extreme care in operating 
in the middle line posteriorly. Penile stricture is mainly 
due to trauma associated with the large size of the 
instrument. It occurs in the anterior urethra, usually 
just behind the meatus, though in one of our cases ‘there 
was a more extensive fibrosis involving most of the 
length of the urethra. 

Technical experience is the main factor in avoiding 
complications. This is borne out by the fact that with 
one or two exceptions, all complications occurred in 
the first series of 50 cases. In the whole series of 101 
cases complications were as follows: clot retention, 1; 
sepsis, 5; epididymitis, 4; secondary hemorrhage, 3 ; 
stricture, 2; incontinence, 1; rectal fistula, 1. . 


RESULTS 


In the series of 101 patients submitted to perurethral 
resection, there were 10 cases of malignant prostate. 
In 13 patients suprapubic cystostomy was carried out 
as a preliminary measure, because it was impossible 
to pass a rubber catheter, the indwelling catheter was 
not tolerated, or drainage had to be prolonged beyond 
the usual 10-day period. In another 7 patients, per- 
manent suprapubic drainage had been instituted at 
periods varying from 3 months up to 5 years before 
admission. 

The eldest patient in the series was 87 and the average 
age just over 69. There were 7 deaths in the series, of 
which 5 occurred in the first 50 cases and only 2 in the 
second 50. This improvement in mortality figures was 
due partly to increasing technical experience, and partly 
to a realisation that the method had its limitations and 
that not every patient could be made safe for it. The 
results were classed as good in 68, fair in 15, and unsatis- 
factory in 11. The last group included patients who had 
to have subsequent enucleation because of failure to relieve 
obstruction by the punch ; patients in whom frequency 
and bladder discomfort remained prominent ; and cases 
of non-malignant ‘enlargement with recurrence of 
symptoms within 2 years after operation. We have had 
a very few recurrences after 3 and 4 years, but in most 
cases relief has been obtained for periods of 5 years and 


more. 
In the relatively younger and fitter patients with a 


large prostate, suprapubic enucleation is still in our 
opinion the operation of choice, but the perurethral 
procedure is a great advance in the treatment of the 
In general hospital practice 
this latter group is in the great majority, and the choice 
otherwise would lie between permanent suprapubic 
drainage and a hazardous removal by open operation. 
The drop in mortality attributable to the introduction 
of the punch operation becomes especially significant 
when taken in conjunction with the rise in the oper- 
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ability-rate over the same period. During the period 


1924-33 (table 1) only half the patients admitted with 


- prostatic obstruction were considered fit for suprapubic 


enucleation, and as the high death-rate shows, this was 
too optimistic an estimate. i 


The mortality-rate in the total series of 192 cases 


treated in the years 1934-41 is set out in table m; it 


\ 


TABLE Ii—_ MORTALITY _ IN 192 CASES OF PROSTATIC 
OBSTRUCTION (1934-41) 


— | Cases Deaths | Mortality (%) 
' “Suprapubic prostatectomy 35 1 2-9 
Perurethral punch 101 7 6-9 
Suprapubic cystostomy .. 205 10 40-0 
Catheterisation only -; 31 21 67:7 
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shows that from two-thirds to three-quarters of the total 
number of patients admitted with prostatic obstruction 
have a, good chance of permanent relief from their 


ptoms, and many of them are saved from the gloomy , 


prospect of permanent suprapubic drainage. Of admin- 
istrative interest is the fact that the average stay 
a patients in hospital has been cut by more than 


There remains a hard core of prostatic sufferers, 


amounting to about a quarter of the total admissions, 


-who are beyond surgical aid. Many die within 48 hours 


of admission. Perhaps in the future the knowledge 
that relief can be obtained by a relatively minor pro- 
cedure will encourage such patients to come earlier for 
treatment. 3 : 

The method is most useful in cases of fibrous prostate, 
in medium adenomatous enlargements, and in the pallia- 
tive treatment of malignant prostate. As general 
surgeons with restricted numbers of cases, we cannot 
claim to have explored all the possibilities of the opera- 
tion. The final evaluation must rest in the hands of 
those younger yrological surgeons in this country who 
with abundant opportunity for technical improvement 
are following the Mayo Clinic lead and practising the 
method exclusively. - 

: SUMMARY 

During the past 8} years, 101 patients with prostatic 
obstruction have been treated by the Braasch-Bumpus 
punch. 

The operation is safer than suprapubic enucleation, 


‘and therefore more suitable for the older and frailer 


patients who bulk so largely in general hospital practice. 

The method is most useful in dealing with the fibrous 
prostate, the medium adenomatous enlargement, and 
in the palliative treatment of malignant prostate, but 
with the requisite skill and experience almost an 
degree of prostatic enlargement can be successfully dealt 
with. 


HIPPURIC-ACID EXCRETION AND URINE 
VOLUME , 


i - - ALLAN PALMER, MD OREGON 


MAJOR USMC; CHIEF OF LABORATORY SERVICE, 30TH AMERIOAN 
ö GENERAL HOSPITAL 


A SIGNIFICANT positive correlation is said to exist 
between the amount of hippuric acid eliminated by the 
kidneys and the volume of urine secreted during the 


same period. This conclusion is based on an analysis of 


a series of hippuric-acid synthesis tests on 100 patients 
with suspected liver disease who were given an intra- 
venous injection of an excess of sodium benzoate. 
Higher than normal values for hippuric-acid excretion 
were associated with large volumes of urine. Low 
values in some patients with hepatic disease could be 
increased to normal or above by inducing water diuresis. 

In tests which I have carried out on 153 unselected 
menopausal women a wide range of values for hippuric- 
acid excretion was observed. The tests were done by 
the intravenous modification of Quick’s hippuric-acid 
synthesis liver-function test.! The calculated mean and 
standard deviation for hippuric acid excreted during the 


1. Quick, A. J. Amer. J. digest. Dis. 1939, 6, 716. 
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first hour was 1-25 + 0-26 g. with an extreme range of 
0-41 to 1-86 The calculated mean and standard 
deviation for the volume of urine excreted during the 
same period was 133 +. 71 c. em. with an extreme range | 
of 32.to 360 c. om. | or ; 

In order to determine whether or not a real correlation 
exists between grammes of hippuric acid and volume of 
urine excreted in normal persons a correlation coefficient 
was calculated from the data obtained from this control 
series. The coefficient r was 027 + 008 (t = 3-53, 
P = less than 001). This represents a significant 
POTR correlation and confirms the findings of Machella 
eta : S 

The control data were further analysed by arranging 
the tests numerically with respect to the volume of urine 
excreted in each test and determining the average 
grammes of hippuric acid excreted in each consecutive 
group of 25 tests. These values are shown. in the last 
column of the table. It will be observed that the 
average value increases at first as the volume of urine 
increases, but that, from the 3rd group on, values 


remained relatively constant. 


Test Range of urine Av. value hippurlo acid 


numbers volumes (c.cm.) excreted (g.) 
1- 25 32— 65 32 1-01 > 
26- 50 67— 90 ee 1-23 
5l- 75 90~113 a 1:32 
76-100 114146 ee 1-33 
101-125 148-188 ]-28 
126-150 190-325 1-30 


Four separate correlation coefficients were calculated 
respectively for the first 75 tests, the first 100 tests, the 
last 75 tests and the last 50 tests. That found to have 
the greatest statistical significance was the correlation 
coefficient for the first 100 tests—its value being 0-43 + 
0-08 (t = 5:27). This seems to indicate that the weight 
of the positive correlation in the entire series was borne 
by the group of tests where the volume of urine was less 
than 150 c. em. There was no significant correlation in 
the groups comprising the last 50 or last 75 tests. 

It is concluded that abnormally low values obtained 
for hippuric-acid excretion for the first hour may be 
inaccurate if the volume of urine secreted during the 
same period of time falls below 150 c.cm. In order to 
avoid this error in the use of the test enough water 
should be administered when the test is started to ensure 
a urinary output of at least 150 c. m. This can usually 
be accomplished by giving 200 c.cm. of water by mouth 
at the time of the intravenous injection. 


New Inventions 


AN AUDIBLE WARNING OF EMPTY 
GAS CYLINDERS 


In straight circuits failure of the oxygen supply is 
inaudible and is often not noticed till cyanosis appears. 
The pressure gauge on the oxygen cylinder. encourages 


Fig. | 


Fig. 2 


the anæsthetist to run the cylinder until it is completely 
empty, and at the critical moment he may omit to watch 
the rotameter. In carbon-dioxide absorber circuits 
neither oxygen nor N, O nor for that matter cyclopropane 


2. meh T. E., Helm, J. D. and Charnock, F. W. J. clin. Invest. 1942, 
, „ ` ; 
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is audible, and the failure of any one of these gases, 
particularly oxygen, can be a great nuisance. 

The apparatus here described (fig. 1) gives audible 
warning of failure of gas pressure; it was made by a 
local plumber out of scrap material. The illustrations 
are half scale. | 

The “ saucepan d (fig. 2) is surmounted by a thin rubber 
diaphragm f which rises when it is fed with gas from the 
reduction valve at the normal 5 lb. to the square inch or so, 
and is of course in parallel with the rotameter or other 
instrument. The diaphragm balloons, as in the -ghost fig. 3, 
and raises the plunger E. As a result the tube J feeding the 
whistle is nipped between the very blunt knife edges B and B, 
as shown in fig. 3. The whistle K, which is supplied with air 
under pressure from an ordinary Junker bulb (not shown), 
is then unable to sound. When the gas pressure to the 
apparatus fails (empty cylinder, kinked or pinched tube, or 
otherwise) the plunger E falls and the whistle sounds. ‘The 
rods o and o work in their holes D to compel the rising knife 
edge on the plunger B to keep vertically in line with its mate 
on the fixed upper member A. , 

I have two of these gadgets bolted side by side to 
my rotameter plus carbon-dioxide absorber circuit ; 
the two are fed by a single Junker bulb. I have had 
them än use for over a year with satisfaction. 


W. H. MARSHALL, M B CAMB. 
. Reviews of Books 


Studien am menschlichen Sperma 
CHARLES A. Jo&L. (Schwabe. Pp. 154. Sw. fr.20.) 


Tais ‘book is intended as a comprehensive account of 
the human spermatozoon, the discovery of which Dr. 
Joël rightly attnibutes to the elusive Johann Ham, and 
nat, like so many authors, to Leeuwenhoek. The 
author follows carefully the early history of our know- 
ledge. of spermatozoa.and his arrangement of the material 
and full references will be valuable to later historians 
of the subject. On modern matters the standard of the 

book varies. It includes a useful account of Dr. Jo#l’s 
own study of 1330 ejaculates, with technical details of 
collection, preparation .and microscopical study, and 
with figures of the various kinds of abnormal spermatozoa 
and other bodies sometimes occurring in semen. He 
considers that human spermatozoa live up to 48 hours 
in ithe woman’s body. The account of the enzymes of 
semen is useful. The part of the book concerned with 
chemical action on spermatozoa is the weakest. The old 
work of Kölliker, Günther and Gellhorn is described, 
but the large modern studies of the subject under the 
Birth Control Investigation Committee and other bodies 
are scarcely mentioned. The study of chemical con- 
traception has been mainly British and American, and 
the outlook of this book is essentially mid-European. 
The works of Baker, Dickinson and ‘Voge are not men- 
tioned, and among a total of 538 references only four are 
to the Journal of Contraception. 


Diseases of the Breast 


Diagnosis, Pathology, Treatment, CHARLES F. GESCHICETER, 
MA, MD, with a section on treatment in collaboration 
with Murray M. COPELAND, AB, MD, Facs. (Lippincott. 
Pp. 829. 72s.) 


CONCEPTIONS of the pathology of the mammary gland 
hawe undergone profound changes during the past 
twenty years, which have had their effect on diagnosis 
and treatment. There is thus room for this book, which 
gives a full account of breast pathology from the modern 
standpoint. The endocrinology of the mammary gland 
is reviewed, including the results of animal experiments. 
and the interpretation of histological studies. Evidence 
‘on which endocrine treatment of the different forms of 
„chronic mastitis °? are based is clearly set forth, with 
details and results of treatment. The end of it all, after 
280 pages, is the statement that“ the best form of endo- 
crine therapy in all forms of chronic cystic mastitis is 
normal pregnancy and lactation, and this should be 
recommended to the patient whenever feasible.” This 
counsel of sanity is not new: it was expressed twenty 
years ago by Keynes (Brit. J. Surg. 1923, 11, 89). Artificial 
endocrine therapy has a limited place, and may even 
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have dangers. The statistical] basis for estimating the 
relation of chronic mastitis to cancer is notoriously 
difficult to free from error, yet there does seem to be some. 
evidence that innocent epithelial hyperplasia in the 
mammary gland indicates a predisposition to cancer. 
The value of irradiation in combination with surgery in 
the treatment of mammary cancer. is underestimated, it 
seems, in the USA. This may be because of different 
standards in dosage; in the Baltimore clinics the dosage 


given is much lower than that customary in this country. | 


Advocates of radical surgery do not always face squarely 
the problems which they themselves create; thus even 


in this otherwise comprehensive book lymphatic oedema _ | 


of the „ & common sequel of radical surgery, is 
completely ignored. A reference is made to cedema 
caused: by axillary metastases, but the only form of 
treatment offered is one that has long since been dis- 


credited. Taken as a whole, this is the important 


contribution to the subject of breast pathology and 
surgery which might be expected from the school of 
Halsted and Bloodgood. ° “3 


The Foot ; 
(3rd ed.) Norman C. LAKE, MD, MS, D SO LOND., FROS. 
(Bailliére. Pp. 432. 165s.) l ' 


In the third edition of this useful book much new 
matter has been added on such clinical conditions as 
trench foot, march fracture, immersion foot and foot 
fatigue in industry and the Services. The addition of 
figs. 13-17 is somewhat unfortunate. When fig. 15 
was published originally Pocock (Brit. med. J. 1942, i, 454) 
suggested that the drawings of the feet labelled maca- 
que ” and gibbon ” were so unlike the feet of these 
animals that they had possibly been labelled in error. 
The footnote, on p. 33 of the book, does not meet his 
well-founded objections to the representation of the 


foot of the mountain gorilla (unfortunately depicted , 


again in fig. 76). The point at issue is not whether this 
gorilla is a separate species, but that the figure of its 
foot as given by Akeley is not a just representation of 
the foot of any gorilla. It is also a pity that fig. 8 
(present in previous editions), designed to show the 
relative proportions of the tarsal and pretarsal elements 
in embryo and adult, does not accurately maintain the 
proportions of the original figure of Schultz from which it 
is taken. Criticism of these details cannot detract from 
the merits of the book asa whole. The sections that they 
illustrate are more or less ornamental introductions to 
the main subject and it is upon the first-hand observa- 
tions of clinical conditions (rather than the contributions 
of clinicians to the subject of the mopphology of the foot) 
that the book is to be judged. Estimated by these it 
clearly meets a definite need, and meets it well. 


War-time Food for Mother and Child 


GEOFFREY H. BOURNE, D sc. (Oxford Univ. Press. Pp. 78. 
28. 6d.) : l 


THis small book contains an astonishing amount of 
information, much of it not easily found elsewhere, 
about the nutritional needs of pregnant and nursing 
mothers, of embryos and of children, and about the 
means of satisfying them. It is largely concerned with 
the accessory food-factors, mineral .and organic, their 
sources, preservation, administration and dosage, with 
the balance of the diet, and the optimum quantities of 
the staple war-time foods. Dr. Bourne states his facts 
exactly and with restraint. though he seems to put the 
claims of the accessory food factors as chief determinants 
of health rather high and to hope greater things from 
dietetic reform than clinical experience appears to justify. 
It is not quite clear for whom the book is intended. Its 
language ‘is non-technical, ‘though it sometimes lapses 
into laboratory jargon, and it contains detailed advice 
and practical hints in plenty; but the -practical sug- 
gestions are interspersed and hedged about with’ tables 
and decimal points which may discourage busy mothers 
in search of simple directions, and will not greatly 
enlighten the erudite. Perhaps it will be most useful as 
a thought provoker to those who have to feed mothers 
and babies or to advise them about their diet and who 
have become set in their ways. Here are facts and 
propositions to unsettle them and make them think. 
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TREATMENT OF THYROTOXICOSIS WITH 
- THIOUREA 


In August we reviewed progress lately made in 
the study of exogenous substances which inhibit or 
modify the physiological activity of the thyroid 
gland. We noted that the goitrogenic effect of 
certain plants of the brassica family, observed several 
years ago, seems to be of the same general kind as 
the more recently discovered antithyroid effect of 
certain sulphur-containing compounds; it is char- 
acterised in laboratory animals by the somewhat odd 
combination of hypothyroidism and thyroid hyper- 
plasia. In conclusion we referred to the suggestion 
of the American worker, E. B. Astwoop, that 
thiourea and probably other similar compounds 
would be useful clinically in the treatment of hyper- 
thyroidism. In the meantime further results have 
been recorded by R. H. WiLLIams and G. W. BissELu! 
who report favourable results following treatment 
with thiouracil of nine patients showing thyro- 
toxicosis. The total daily dosage during the first 
three weeks of treatment was 1-0-1.2 grammes ; 
during the second three weeks the dosage was 
gradually reduced. Within three to seven weeks 
from the initiation of treatment the clinical evidence 
of thyrotoxicosis had disappeared and the basal 


metabolic rate, initially + 88 to ＋ 36, had reached 


normal levels. In 6 of the patients the thyroid 
gland progressively decreased in size and in 2 it 
ultimately returned to nermal. No serious complica- 


tions were encountered, though in 2 of the patients 


a slight transient swelling of the legs was observed 


in association with a slight increase in the serum. 


chloride and a decrease in the carbon-dioxide 
combining powers of the blood. WILLIAMS and 


_ Bisse also made the interesting observation that 


the simultaneous administration of thiouracil does 
not prevent the jncrease in the basal metabolic rate 


caused by the administration of desiccated thyroid 
to myxeedematous subjects. 


Today we are able to publish confirmatory obser- 
vations in this country by Professor HimsworTH who 
records remarkable alleviation, following administra- 
tion of 1 g. of thiourea three times a week, of all 
the symptoms in-a severe case of thyrotoxicosis. 
The details given leave little doubt of the highly 
specific effect of this substance in the treatment of 
what has hitherto been a refractory condition, and 
there is ample justification for his conclusion that in 
thiourea and compounds with a similar action the 
clinician has obtained agents superior to any previ- 
ously available for the treatment of thyrotoxicosis. 
So far it appears that only thiourea and thiouracil 
have been used clinically, but a large number. of 
other sulphur-containing substances can be demon- 
strated to have the same antithyroid effect in 


animals. Quite recently AstTwoop? has recorded 


the results of an extensive research on the relative 
effect of 106 chemical compounds. In each case the 


1. Science, 1943, vv, 156. 2. J. Pharmacol, 1943, 78, 79. 


substance was administered in the food or drinking 
water for a period of 10 days, and the degree of 
thyroid hyperplasia estimated by gross and micro- 
scopic examination was used as a criterion. AST- 


woop found that antithyroid activity was shown by 


two classes of substances—thiourea derivatives and 
certain aniline derivatives. Of the former, ‘the. 
following were more active than thiourea, in decreas- 
ing order of activity: 2-thiouracil, 2-thiobarbituric 
acid, sym-diethylthiourea and 5-benzal-2-thiohydan- 
toin. The effective aniline derivatives included 
the sulphonamides, p-, m-, o-aminobenzoic acids, 
p-aminophenyl acetic acid and p-aminoacetanilide. 
Thiocyanates were found to cause thyroid enlarge- 
ment only in the absence of added iodine, while 
organic cyanides were ineffective. _ 

Great interest attaches to the mechanism whereby 
these antithyroid substances work, and any hypo- 
thesis must allow for two established facts: first, 
that the coincident administration of thyroxine © 
abolishes the systemic effect, which is not due, 
therefore, to peripheral neutralisation of the effect 
of the thyroid hormone; secondly, that hypo- 
physectomy abolishes the thyroid hyperplasia, but 
not, of course, the hypothyroidism. At present it is 
thought that the direct and immediate action of the 
substance is to interfere with the synthesis of thyroid 
hormone, either by preventing the iodination of 
tyrosine or by preventing the oxidative process 
required for the conjugation of two molecules of di- 
iodotyrosine to produce thyroxine. Since it is 
probable that in the normal gland these processes are 
enzymic in nature, the effect of the antithyroid | 
substances may be anti-enzymic. Owing to the 
failure of the gland to elaborate thyroxine, there is a 
lack of the hormone in the body fluids and the animal 
becomes hypothyroid. In response to this condition 
the pituitary gland is stimulated to increase its thyro- 
trophic activity, and in turn the thyroid gland 
becomes hyperplastic through the increased secretion 
of thyrotrophic hormone. Nevertheless the hyper- 
plasia of the thyroid gland is unable to relieve the 
hypothyroid condition, because of the blocking of the 
thyroxine-elaborating mechanism. If this interpre- 
tation is correct certain conclusions can be drawn. 
It is unlikely that the prevention of thyroxine syn- 
thesis is an all-or-nething reaction ; so a relation may 
be assumed between the dose of antithyroid substance 


-and degree of hypothyroidism produced. It seems 


advisable, therefore, that in using the substance 
clinically to reduce hyperthyroidism close attention 
should be paid to dosage, with the aim of decreasing 
the synthesis of thyroxine to a normal level, but not 
below, so that there is no indirect effect in increasing 
thyroid hyperplasia: If some such balance cannot 


be achieved, then the question of the ultimate effect 


of the treatment on the thyroid gland may become 
very important. Moreover the possibility of non- 
thyroid effects of administration of thiourea must 
not be lost sight of, especially if the effect of the 
substance on the thyroid lies in preventing enzymic 
action. | 

While thiourea and related compounds appear to 
be of great potential importance as therapeutic 
agents, the effects of prolonged treatment will 
require careful study before the new technique can 
be accepted without qualification. 


7 
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STERNAL PUNCTURE IN THE TROPICS 


Two papers elsewhere in this issue remind us that 


- malaria is a disease not only of the peripheral blood 


* 


but also of the internal organs. Any means of extend- 
ing our methods of observation beyond the study of 
blood-films is therefore, on the face of things, likely 
to be a useful aid to diagnosis. Both papers record a 
significant number of cases in which malaria parasites 
were found in preparations from the sternal marrow 
when they had not been found in blood-films even on 


several examinations. It is on this point that previous 


work shows lack of agreement: some authors have 
praised sternal puncture in the diagnosis of malaria, 
but others have found it of little value. While it 
cannot be said that the difference of opinion has now 
been finally settled, the two new reports present a 
stronger case in favour of sternal puncture than any 
other reports have presented against it. Since sternal 
puncture is a simple procedure, involving, in skilled 
hands, little discomfort to the patient, there is no 
reason why it should not be used where necessary in 
the diagnosis of malaria just as it has been used in the 
investigation of other tropical diseases. It is safer 
than puncture of either liver or spleen. 7 
When a person appears to be dangerously ill with 
malaria, it is obviously wrong to withhold treatment 
until parasites are found, whether in blood-films or 
marrow smears; there are clearly occasions when 
clinieal judgment must be a sufficient basis for 
energetic action if life is to be saved. If the patient 
has already taken quinine, parasites may be very hard 
to find, and they tend to. be scanty in first attacks, 
especially of subtertian malaria. Nevertheless it is 


probable that in the vast majority of acute cases of 


malaria search of thick and thin blood-films repeated 
at intervals of 4-6 hours will disclose parasites without 
too much difficulty. It is not true, as some suppose, 
that it is a waste of time to look for parasites ‘ until 
the fever goes up again. They are often to be found 


in the apyrexial interval between paroxysms, and 


perhaps the best time of all for finding them is when 
the temperature has begun to fall. It is also worth 
remembering that gametocytes may be discovered 
in the blood about 8-11 days after the initial fever, 


even when earlier forms have not been demonstrable. — 


From these considerations it seems likely that the 
main use of sternal puncture in malarial diagnosis 
will lie in the elucidation of pyrexias of obscure. 
origin and those conditions of vague ill health with 
mental irritability which play an important part in 
tropical practice. : 

In examining films it is important to follow a rigid 
discipline about what is and what is not a malaria 
parasite. If there is doubt the report should be 
negative. But an open mind is advisable if what 
look like definite but unusual forms of plasmodium 
are found. The cycle of development of the malaria 
parasite in man is still incompletely understood. 
Between the bite of the mosquito and the appearance 
of trophozoites in the red cells some 10 days later a 
stage of development takes place which has not yet 
been seen. It has been guessed that, as in bird 
malaria, the parasite may undergo an exo-erythro- 
cytic cycle of development in the reticulo-endothelial 
system ; and if this is so, examination of the sternal 
marrow before and between attacks may conceivably 


. LABORATORY STUDIES OF BURNS 


Positive results when the blood is sterile; and it is 


at 70° C. for one minute, the epidermis can then be 
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yield results of more than ordinary interest. Any |: 
appearances indicating the presence of non-pigmented | 
schizonts would be especially suggestive. But before ‘fi 
attributing any findings to exo-erythrocytic malaria ;; 
parasites it would of course be a wise precaution to ' 
show the films to an experienced malariologist. 

The scope of sternal puncture in tropical medicine m 
appears to be almost unlimited. Marrow biopsy has im 
already proved valuable in the diagnosis of kala-azar, jn: 
filariasis and trypanosomiasis ; cultures of the marrow | 
in enteric fevers and in pyogenic infections may yield iy 


also reported that viable plague bacilli may be more 
readily recovered from the marrow of dead rats than fy 
from their blood, glands or organs. Nor. should it 

be forgotten that marrow biopsy can often disclose i 
the information necessary for a proper understanding 
of the various forms of tropical anemia. It is clear, 5 
however, that much work is still needed to define the 
usefulness of the method, and we hope it will be taken 
in hand. The world-wide scope of the present war 3 
must have put the opportunity for such an investiga- 2 
tion within the reach of many keen doctors. Equip- ,) 
ment is simple and the main requirement is a plan 
of combined operations between those who have jy 
access to patients and those who can look at a stained ;, 
film and tell the difference between an artefact and y 
the real thing. | ith 


LABORATORY STUDIES OF BURNS 


Nor the least benefit that war confers on medicine y 
is that it often persuades scientists to turn aside from y 
fundamental research and apply their knowledge and 1 
experience to matters of immediate practical import- , 
ance. This has happened in the case of burns. As- ~} 
soon as the full German offensive started, on land and 5 
in the air, it was realised that burns would be one t 
of the big problems of modern warfare. Surgeons 
may fairly claim credit for recognising quickly that ;; 
the accepted methods of treatment were not only 
inadequate but also dangerous: they were being 
applied empirically under conditions far ‘different 
from those of peace-time. The controversy that 
followed the first attacks on the use of tannic acid 
was in some ways unfortunate, but it had the merit 
of exposing our ignorance of the changes that accom- 
pany infliction of a burn. Even though there was 4 
general agreement on the scheme of systemic treat- 
ment this was largely based on the mistaken belief 1 
that the bulk of the fluid lost from the blood escapes 
from the surface of the burn. í 

The scientific study of burns in the laboratory led 
first to the devising of methods of producing standard 
lesions. One method was to dip the limb or part of 
the limb of an animal in water of known temperature 
for a given length of time.! An even more precise 
method is described by PETERS *: here a burning 
iron is used, and its temperature is accurately con- 
trolled by a continuous flow of hot water thröugh the 
device. Experience with both methods shows that 
considerable damage to-the tissues can be done at 
relatively low temperatures. LEACH, PETERS, and 
RossITER found that if the skin of an animal is barnt ` 


1. Glenn, 755 w.L., Peterson, D. K. and Drinker, C. K. Surgery, 
2. Leach, E. H., Poters, R. A. and Rossiter, R. J. Quart. J. ed. 
Physiol. 1943, 32, 67. i ik 
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lightly rubbed away to leave a moist surface com- 


: parable to the second-degree burn of man, and this 


type of burn was utilised in the study of the absorp- 
tion of tannic acid by BARNES and RossITeR.? Reports 


of the laboratory investigations also display interest 


in the existence of a burn toxin. PERLMANN and his 
associates ! have shown by electrophoresis that a new 
protein appears in the serum of animals after they 
are burned. Because this protein is present in addi- 
tion to, and not m place of, the other serum proteins, 


they suggest that it must come from the cells partially 


destroyed by the heat. From histological studies 
LzacH? concluded that there was evidence of two 
substances, one a nucleopratein, leaving the cells in 
the zone of partial destruction below a burn. The 
natyre of these substances remains unknown, but it 


is significant that their existence has been suggested by 


two independent lines of inquiry. Of equal interest is 
the fact that both groups of workers draw attention to 


this zone of partially destroyed cells at the edge of a 
burn. ‘The study of what happens here may throw 


light on the reactions arising from these injuries. 

The American workers have gone on to suggest a 
rational method of treating burns.’ They found that 
a dog with two scalded feet might lose the equivalent 
of a thind of its blood-volume into the area round the 
bams, although there was no external fluid loss. 


This leakage continues for many hours, and they 


think that small repeated transfusions of plasma 


might be more efficacious than a single large one. If 
the circulation is fully loaded the amount of fluid lost 
is correspondingly larger; and they even suggest 
that a continuous and excessive leakage may tend to 


lengthen the period of increased capillary perme- 


ability. In seeking to reduce loss of fluid under the 
burn, they studied the effects of enclosing a freshly 
burnt limb of a dog in plaster-of-paris. As BARNES 
and TRUETA ° had earlier demonstrated, this decreases 
the flow of lymph and prevents cedema. The fact 


that this can be accomplished without embarrassing 
the local circulation was evident because the oxygen 


content of the venous blood leaving a burnt foot was 


the same whether the foot was in plaster or left free to 
+ swell. They went on to show that healing took place 
very satisfactorily under the plaster casts, and that 


there was much less scar tissue and contracture in 
feet thus treated than in others burnt similarly but 


allowed to swell; when swelling was permitted there 


was a mass of coagulated exudate around the burn 
which later became organised. Their proposal that 


"enclosure in plaster-of-paris should be tried in the 


treatment of burns in human beings has been antici- 


pated in this country by Barnes’? whose clinical 
results confirm their experimental findings. 
circulation was not embarrassed, nor did stiffness and 
` contracture follow immobilisation. 


The 


Here, however, 
we have another example of the caution needed in 


` translating experiment into practice. The dogs were 


allowed to run about in their plasters on recovery from 
the anzesthetic, and showed no signs of discomfort, 


but in man when a plaster was applied to a limb, it 


was essential to raise the limb to prevent pain from 
swelling within the cast. 


3. Barnes, J. M. and Rossiter, R. J. Lancet, 1943, ii, 218. 

4. Perlmann, G. pean, W. W. L. and Kaufman, D. J. clin. 
Invest. 1943, 22, 627. 

5. Glenn, W. W. L. 

6. Barnes, J. M. and Trueta, J. Lancet, 1941, i, 623 

7. Barnes, J. M. Brit. med. J. 1943, i, 408. 
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TRUOSTA ON WAR SURGERY 


Glibert, H. H. and Drinker, C. K. Ibid, p. 609. 
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It is to be hoped that more is yet to come from the 
laboratory that will point the way to improvements 
in the treatment of these difficult cases. Success 
and progress are most likely when treatment is con- 
trolled by an understanding of principles, and not by 
the mere mastery of details of technique. 


_ Annotations 


TRUETA ON WAR SURGERY 

CREDIT for the closed plaster method has been laid 
at many doors. The Russians attribute it to Pirogoff, 
the French to Ollier, the Italians to Mettita, the Americans 
to Winnett Orr and the Spaniards to Trueta. Actually 
it has been slowly evolved through many centuries, but 
Trueta has been responsible for using it in its fully 
developed form in war. In his fine book 1 he points the 
way to the correct philosophical approach to war surgery. 
The young war surgeon, hacking at enormous wounds 
without much understanding, may come to look upon his 
work as carnage and in time forget the gentleness due 
to tissues which are in fact as delicate as flower petals. ` 
Trueta’s theme is respect for the body’s healing capacity. 
Methods of healing do not differ in war and peace, 
though our technique for assisting them may have to 
vary. His approach, however, is not that of blind 
faith ; he continually analyses the healing process—for, 
as the President of the Royal College of Surgeons recently 
pointed out, the principles of how nature works don’t 
have to be invented: they are there to be discovered. 
Trueta finds plaster the most convenient immobilising 
agent to obtain rest, but he insists that early surge 
excision and drainage are all necessary for success. He 
good early resulis were achieved before the days of local 
sulphonamides. He is just in his appraisal of the work 
of others, and pays high tribute to Winnett Orr's teaching 
that dressings should be seldom changed, drainage 
adequate, and the part immobilised; and especially 
to his warning to the surgeon to watch the patient, 
not the wound.” In an engaging chapter on the history 
of war surgery he reminds us of the English pioneers who 
have contributed to our understanding of the five 
cardinal principles: cleansing of the wound, Lister ; 
the importance of rest, Hilton, ‘Thomas, Robert J ones ; 


drainage, Lister again, the first to use drainage tubing; 


excision of dead tissues, Milligan and Gray; prompt 
treatment, Florence Nightingale. In subsequent chap- 


_ters Trueta uses this historical perspective to show how 


we arrived at modern views on wound healing. He has 
an ear for the telling phrase. He reminds us of the 
saying of Gamgee in 1853 that the degree of pressure 
required of a wound dressing is equal to that Wih 
which one holds the hand of a lady when one greets her ” 
and of the dictum of Flemming in 1928 that the best 
antiseptics are the natural defences of the body.“ 

He describes the technique of excision of the wound 
explicitly. By many excision is still regarded as a sort 
of block dissection as if for cancer, perhaps done in the 
hope of removing all bacteria ; others excise the track 
of the missile as though they were coring an apple. 
Trueta removes only what is dead or severely contused 
and begins by laying open tlie tissues so as to be able 
to see clearly and to differentiate the living from the 
dead. He gives precise technical details and insists 
that if the underlying principle is grasped “ the quality 
of results is independent of the surgeon’s manual skill.“ 
He advises the use of a fine-mesh dry gauze to pack the 
wound, because of its blotting-paper suction action into - 
the plaster. This aspect of drainage has been rather over- 
looked in this war, the soft-paraffin pack being generally 
used. Winnett Orr said of the paraffin pack: It is 
1. Principles and Practice of War Surgery. J. Trueta, MD Bar- 


celona, Hon. DSCOXFD. William Heinemann, with Hamish 
Hamilton. Pp. 391. 2s 
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not a wick to drain the wound nor a plug to fill it like a 
cork. The design of the surgeon should be to make a 
saucer-like opening of the entire area.“ Trueta uses 
this pack only for the heavily infected wound where 
pus forms so rapidly that any form of “ blotting paper 
dressing is soon soaked; the pack then provides 
an easy path for overflow drainage. He tells the story 
of Pirogoff in the Crimean war, who, finding himself 
short of splints, cut patterns from sailcloth, dipped them 
in plaster and fitted them to the limb. ` Trueta himself 
prefers plasters cut to pattern ; and they certainly make 
it possible to apply shoulder spicas and spinal jackets 
quickly and easily. The smooth convalescence of 
wounds in plaster is now well known; as Trueta says, 
„pain or even discomfort in the wound is a sign that 
something is amiss.” i l 


HEART OF THE ATHLETE 


THE Americans indulge im sport more intensively 
than we do over here, and it is only natural that American 
physicians should interest themselves in the effect of 
such intensive athletics on the health, and particularly 
‘the hearts, of their young men and women. In this 
country similar problems will be raised after the war by 
the development of civilian physical training, which is 
certain to receive a fillip when our attentions can once 
more be turned to it. Wilce,! a physician with con- 
siderable experience of athletics as both coach and doctor, 
has made a 13 years’ study of the history and cardiac 
size of American male athletes, whose ages ranged from 
16 to 80 years, but 90% of whom were between 16 and 
49. Basing his findings on heart areas and diameters. 
obtained. by orthodiagrams, and using the Hodges- 
Eyster normal standards, he found that about half (113 
out of 233) of-his athletes had hearts that were abso- 
lutely enlarged. On strict criteria, which included 
history, and clinical and functional findings, only 37 of 
the 233 hearts could be classified as normal; of these 
normal hearts, 7 were considered to be enlarged as the 
result of athletics and, in Wilce’s words, would qualify 
as true athletic or work hearts, or normal hearts physio- 
logically enlarged by exercise.” Clinically and func- 
tionally these hearts were normal, their owners being 
active athletes, and Wilce sees no reason why such 
athletes’ should not continue playing games, though 
he has to admit that the eventual outcome of such 
enlargement is not yet known. In two cases such 
enlargement was actually seen to develop. One was a 
high-school basket-ball star, whose heart over a period 


of three years gradually increased in size, though it. 


never became absolutely enlarged; he is stil a star 
player. The other was an Olympic champion sprinter, 
whose heart, under especially strenuous training con- 
ditions, was found to change in area and contour, develop- 
ing left axis-deviation in the electrocardiogram ; two 
years after discontinuing Olympic training the heart 
showed slight increase in size. 

A closely allied difficulty arises when a man with an 
organically damaged heart is yet able to indulge in hard 
physical exercise, the cardiac lesion being only found 
accidentally on routine examination. Wilce refers to a 
college freshman with chronic rheumatic heart disease 
and a cardiac area enlarged by 65%, who was able to 
take part efficiently in all high-school sports and fresh- 
man’s football. Another of his cases was a schoolboy, 
a keen basket-ball player, who was found to have a 
damaged heart and refused to accept the advice given 
to him to cease playing games; three months later his 
cardiac area was found to have increased from 13% to 
31% above normal. ` 

Our knowledge of the effects of repeated violent 
exercise is still meagre and empirical, and the normal 
limits of cardiac area, as measured by the orthodiagram, 
are so wide that isolated observations are of little value. 


1. Wilce, J. W. Amer. Heart J. 1943, 25, 613. 


CONTRACEPTION IN A RURAL AREA ý 
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Wilce's findings suggest that they are even wider than 
has been supposed. On the other hand, serial measute- 
ments are undoubtedly of value in deciding whether 
cardiac enlargement has occurred, and such measure- y 
ments, carried out over a long period, would provide 
much information as to whether slight cardiac enlarge- a1 
ment does follow indulgence in athletics and if so whether T 
it has any deleterious effect on the function of the heart 
in later years. This knowledge would help in deciding jit 
how much exercise the child or adolescent can safely 
undertake. The youngster with an organically damaged }: 
heart must obviously be considerably restricted in his 
exertions, though care must be taken to maintain a 
balance between protecting the heart and limiting its | 
owner's activities unnecessarily. How many boys have 5 
had their schooldays ruined by 4 doctor’s verdict that 
they have a “ strained heart and must therefore not 
play games! The obvious aim is to allow the maximum |: 
liberty compatible with the functional state of his heart, |; 
and the benefit of the doubt should be in favour of more w, 
exercise. $ a 
Finally there is the unsolved problem of the effect ‘in 
of infections, such as influenza, on the heart. Must 20 
exercise be restricted during convalescence ? The answer | 
seems to be yes, which places considerable responsi- - 
bility on the medical officer with adolescents under his 1 
care. Clinicians, in conjunction with physiologists and į 
pathologists, should give this urgent question the atten- b 
tion it deserves. The war-time experience of the Service +! 
medical departments should provide a mass of data on m 


Which to base further investigations. M 
CONTRACEPTION IN A RURAL AREA, 


ONE of the prewar problem areas of the USA en 
was the Southern Appalachians, a region of some w 
110,000 square miles, overlapping nine States but lying ix 
mainly in Virginia, West Virginia, Kentucky and ½ 
Tennessee, and devoted chiefly to mining and farming. it 
The chronic depression of the former occupation and the) 
low productivity of the latter, coupled with the highest x 
fertility-rate in the United States, has led inevitably n 
to, a picture of acute poverty. Family limitation, as 2 
Beebe points out in a recently published study, 1 cannot .,, 
bring economic and social salvation to such a region y 
but it may at least be one means of alleviating the 
pressure upon the standards of living. To test the possi- 4 


- bilities in such a rural community, a county was chosen H 


and a service inaugurated with a public health nurse ~ 
to instruct married women applicants in the use of a 
vaginal jelly, to keep them supplied free of charge and, 
to secure reproductive histories before and after the |, 
contraceptive efforts. In all some 1300 women availed .. 
themselves of the service during the years 1936-38 and `- 
were followed up for an, average period of 21 months. n 
The normal high fertility-rate of the area is hardly . 
surprising since the previous histories show that over) 
80% of the women had been married before they were . 
20 years of age, the average reported frequency of coitus a 


used on an increasing scale by the younger members . 
of the population were certainly not widespread and . 
of somewhat indifferent efficiency. In the period of i 
observation following the introduction of the service, 
658 conceptions took place, whereas 1145 would have 
been expected if the previous pregnancy rates at different 
intervals of the marriage had continued to prevail; 
in other words on this basis some 40% of the expected ` 
conceptions had been prevented. Though quite sub- 
stantial it may well be doubted whether success of this 
order over a relatively short period of time is sufficient to 
induce women to continue with a particular method over ` 
a long period. Indeed in this study only a third of the 
women were still using the prescribed method after 


1. Contraception and Fertility in the Southern Appalachians. : 
G. W. Beebe, PHD. (Bailligre. Pp. 274. 148.) 2 
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* 2 years. This is hardly surprising since the vaginal jelly 
M. proved to be little, if any, more effective than methods 
& already known to the patients and the only reason for its 
w. relative success was that more women practised contra- 
le ception more of the time. On the other hand, as Beebe's 
re figures show, one effect of the service is to increase 
lx generally the interest in family limitation so that more 
ec ¢ontraceptive precautions of all kinds ensue and not only 
the prescribed method; such interest may be more 
lasting. To be at all effective, however, in such an area 
a: he concludes: that any contraceptive service must 
£) include a regular follow-up and the provision of more 
2, than one method to overcome the heavy loss of patients 
4! dissatisfied with the initial prescription. The present 
t| population outlook suggests that we may shortly be 
tf much more concerned in promoting the birth-rate than 
.in depressing it; but at a time when it is still necessary 
| to adjust fertility to economic conditions rather than the 
t. reverse, this account of the success that may attend 
efforts in a rural community is relevant, and adds 
, something to our knowledge of reproduction in the 
E. absence of contraception. : 


T 
: NURSING TUBERCLE | 
King Edward’s Hospital Fund for London has made 
some practical suggestions! for the prevention of 
-i taberculosis among nursing staff in general hospitals. 
- There is nothing revolutionary about them: they are 
plain common-sense. But it would be a great advance 
in current practice if they were universally applied. 
The memo points out that the nurse in a general hospital 
is not so well safeguarded against tuberculosis infection 
[j as are nurses working in sanatoriums. There is proper 
3 equipment for sterilising sputum mugs, china and 
-, Handkerchiefs in a.sanatorium, and the nurse does 
much of her work in the open air. In general hospitals 
it is often the duty of a new and untrained student 
nurse to deal with sputum mugs; and handkerchiefs 
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are sometimes allowed to accumulate in a patient's 


locker until his relatives come for them. A sink may 
be contaminated if china from infectious cases is washed 
there, even though it is kept separate from other china. 
„ The memo suggests that in the preliminary training 
., school and throughout their hospital training all nurses 
should be taught by sister-tutors and ward sisters the 
precautions necessary in the nursing of tuberculous 
patients, and the way in which infection in respiratory 
conditions is spread. Nurses should learn how the 
patient can avoid distributing droplet infection; she 
| should realise that the hands of those nursing positive 
cases must be washed often, and that no books or papers 
_ belonging to such patients should be lent to others in 
the ward. She should remove the overall or apron she 
< wears in the ward before she goes to meals. She 
ahould be encouraged to report at once any cough or 
other mild respiratory symptom which she notices in 
herself, and especially any persistent feeling of fatigue. 
All nurses under 30 nursing tuberculous cases should 
be examined by X rays at three-monthly intervals. 
Every patient in the wards who is coughing up sputum 
should be nursed ‘‘ on precautions,” if possible in a side 
ward, until tubercle is excluded. Wherever possible a 
boiler should be installed so that all sputum mugs can 
be sterilised before they are cleaned. The hospital 
should provide the patients with handkerchiefs and 
should have special arrangements for laundering them. 
A third- or fourth-year nurse should be responsible for 
collecting them daily in a pail containing disinfectant. 
Pillowslips and sheets should also be collected and 
sterilised with proper precautions, and methods of 
sweeping and dusting round beds should be such as to 
1, Memo on the Supervision of Nurses’ Health (Geo. Barber & Son, 
Furnival Street, London, E. C. 4. 3d.) drawn up by a committee 
under the chairmanship.of Sir Charlton Briscoe, on which were 


coépted three nursing matrons, Miss R. Darbyshire (BRCS), 
Miss H. Dey (Bart’s) and Miss E. E. P, MacManus (Guy's). 
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avoid dissemination of infection in dust. If there is no 
steriliser for china, the crockery used by infectious 
cases should be washed in a separate sink. 

Perhaps the most important single item in these 
sensible rules is that requiring a nurse to report early 
with slight symptoms ; and here some matrons and ward 
sisters need education. At present it is only too common 
for a nurse to hide symptoms which appear trifling 
because she fears—and with justice—the reproaches of 
a short-staffed and short-tempered senior. But the 
attack of tubercle is often insidious, and in dealing with 
it over-caution is -praiseworthy and heroism always 
misplaced. : 


SOVIET MEDICINE IN THE FIELD 

A FILM of the Red Army Medical Services shown at 
the Royal College of Surgeons on Oct. 8 illustrates the 
care of wounded from their rescue by sledge to their 
re-training for battle. Though it was made two years 
ago and introduces nothing very novel in surgical 
technique, it shows how some of the medical problems 
of winter warfare have been overcome on the Eastern 
Front, and it has pleasant splashes of local colour. As 
in peace-time Russia, doctors and their auxiliaries seem / 
to be lavishly supplied with white raiment ; the Russian 
hospital ward tends to be less formal and more homely 
than ours ; and we see an official artist making a portrait 
of a hero as he lies in bed. Particularly striking ‘are 
the scenes where casualties reaching the base are made 
clean again with hair-cuts, baths and showers; and. 
later there are instructive pictures of men undergoing 
rehabilitation, including devices for restoring precision 
of movement. 

The film was introduced by Prof. Semon Sarkisov, 
who said that the good offices of Madame Maisky had 
made it available to the Anglo-Soviet Medical Council. 
The English version of the commentary, by Dr. K. W.C. 
Sinclair-Loutit, was spoken by Mr. Wilfred Pickles. 
Sir Alfred Webb-Johnson, president of the college, 
expressed the thanks of the gathering for what they had 
received. 


THE first tribunal to hear ‘appeals against pensions 


-awards under the 1943 Act will sit on Oct. 18 at the 


Royal Courts of Justice. The panel of medical men 
from which the tribunals will be drawn consists at 
present of R. G. Blair, mB; R. M. Dannatt, FROS; 
Lieut.-Colonel P C. T. Davy, CM3, MB; Colonel. C. M. 


Drew, DSO, MB ; Colonel J. Heatly-Spencer, CBE, FRCP ; 


Vincent Norman, MD; B. H. Pain, MB ; Major-General 
Sir Cuthbert Sprawson, CIE, FRCP ; A. R. Thompson, 
FRCS; and J. F. Venables, pM. Further appointments 
will be announced by the Lord Chancellor from time 
to time. | 


Surgeon Rear-Admiral Sir THOMAS DESMOND GM- 
LETTE, who died at Epsom on Oct. 4, at the age of 86, 
was inspector-general in charge of the Royal Naval 
Hospital, Haslar, from 1908 to 1911 when he was 
created KCB. Retiring shortly before the last war, he 
returned to the Service in 1914 to take charge of the 
Admiralty Recruiting Headquarters. 


Dr. RALSTON PATERSON. is on his way to Sydney, 
having received an invitation from the Premier of New 
South Wales to advise on the organisation and equip- 
ment of a Cancer Institute there. The institute which 
is to be built in Sydney will serve the whole of the state. 
Dr. Edith Paterson, who accompanies her husband, will 
be engaged on the research and propaganda aspects of 
the problem. They expect to be away from England fo 
four months or so. : 


MEDICAL Soo1rety oF Lonpon.—On Monday, Oct. 18, at 
5 pm, Prof. G. Grey Turner will deliver his presidential address 
at 11, Chandos Street, W.1. His subject is to be transplanta- 
tion of the ureter. | 


* 
e 
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CONDITIONS NECESSARY FOR 
CONSULTANT WORK 
(FROM A CORRESPONDENT) 


THE conditions under which a consultant can do his 
work best. may be considered, on the broadest level, as 
embodying the same principles as apply to the members 
of any large profession or occupation, working within a 
partially planned democratic political and economic 
system; or, in more detailed terms, they can be con- 
sidered to show the problem of a specialised group of 
doctors working in a more organised way than formerly 
for the same public and the same employers broadly as 
before the war. As the latter view involves a mass of 
detail which must depend in large measure on acceptance 
of certain general principles, I propdse here only to 
suggest some principles which can be used as a guide in the 
difficult, and essential, business of exact planning. 

The consultant must conduct his work so that he has 
(I) satisfactory incentives; (2) satisfactory freedom from 
handicaps ; and (3) satisfactory checks and stimuli. 


INCENTIVES 


The incentives would offer him certain prized advan- 
tages to be got from doing his work as well as he possibly 
can. It would be false in such a profession as medicine 
te rate remuneration first,-or very high, among incen- 
tives. Salaries must, however, be adequate to meet the 
appropriate standards of a professional worker with good 


qualifications, and should be such as most consultants 


would recognise to be fair and commensurate with the 
8 of the post. More important incentives will 
e :— 

(a) The interest of one’s clinical work and devotion to it» 
which can only be achieved if there is an adequate range of 
clinical material, adequate freedom in dealing with it and 
adequate opportunities for progress and individual initiative. 

(b) Status and reputation.— Able men must have oppor- 
tunittes for obtaining appropriate recognition of good work 
they have done, and opportunities for just promotion, which 
may be as much, or more, a matter of raised status than of 
raised pay. ` 

| FREEDOM 


Freedom from handicaps will ensure that the consult- 
ant has freedom of action in all professional activities 
(e.g. freedom of access to patients, freedom of professional 
conduct and association). He must not be subject to 
interference by unqualified persons in the performance of 
his medical duties. He must not be dependent on the 


goodwill and countenance of an individual, nor liable to 


be retarded or advanced because of opinions formed 
about him at second hand (e.g. by a non-medical employ- 
ing body acting on the advice of a medical official). He 
must be able to express opinions on medical matters 
even if they are inacceptable to his superiors, and he 
must not be constrained to make all his approaches to 
those controlling his conditions of work, through a single, 
narrow, official channel,” (e.g. an administrative officer 
or superintendent). In fixing terms of service and other 
conditions of employment—including hospital arrange- 
-` ments—which are medical or have plain medical conse- 
quences, the consultants shall have a voice, and the sub- 
sequent right of appeal. Where, for example, it is 
agreed that the employing authority may properly 
require a consultant to work in one place for a long period, 


or to move to another area, there must be safeguards: 


against unreasonable or arbitrary action by the 
authority, and the consultant should have a recognised 
court of appeal in disputed cases. ` 

It must be recognised that whatever comprehensive 
system is adopted there are sure to be handicaps and 
demerits of many kinds which will only become apparent 
when the system is working, just as we have come to 
know the serious defects in control of health services by 
local authorities under what probably appeared to those 
who drew it up an admirable scheme. Clearly therefore 
maximum care must be taken to avoid the known 
defects of the existing systems under which consultants 
are employed, and to attempt to foresee the defects which 
are implicit in either the new systems proposed or in the 


for whom they are provided. 


remedies instituted as amendments of the old system. {# 


Also as in all planning, it will have to be recognised that 
in the beginning there are bound to be not only achieve- 


ments but also errors and mistakes, and that the method ath 


q 


is one of trial and error in regard to all but the broadest 
issues. Consequently the system must not be a rigid 
one, nor installed as if in perpetuity, but must allow 


explicitly for constant modification in the light of 


experience: machinery to this end is an essential part of 
any such plan. oh 
STIMULI AND CHECKS ` 

Stimuli and checks must chiefly aim tọ preserve the 
direct relationship between doctor and patient, and tọ 
ensure that the consultant does not fall into the errors of 
outlook and practice which beset any professional group 
(or indeed any occupational group) left to ifs own devices, 
without the advantage of public guidance and effective 
scrutiny. The evil effects of a corporation or guild 
structure for professional groups, as in the Italian Fascist 
state, are sufficiently well known. ve, 

Hitherto wide freedom of choice of doctor by those 
who can pay has acted (among its other good functions) 
as a rough and ready means of penalising the consultant 
who does not satisfy the public’s legitimate needs. But 


fre 
10 


it will probably be less operative in the future, and 0 


though consultants will no doubt continue to have very “ 
high standards of professional duty they will be deprived | 
of this steady check on the development of an arrogant 
caste attitude give the public what is good for them, 
whether they like it or not — an attitude which, some- -` 


times masked by concomitant propaganda, seems to 
develop in any self-sufficient and wholly autonomous 
occupational group (the technocrat’s point of view). 

Some better means must therefore be devised for keep- 
ing the consultant and the public closely in touch than 
has hitherto existed, for example, between the outpatient 


-clientele and the consultant staff of voluntary hospitals ` 


(where an inarticulate public opinion often had nó means 


of bringing about a better standard of amenities approxi- 
Similarly, a 


mate to those of private consultant practice). 
the population of many boroughs and counties failéd to 


demand and obtain, through their representatives on the ` 
municipal or county authority, necessary improvements 


in the hospitals conducted by the local authority ; neither 
the doctors nor the patients could in fact obtain the 
conditions which both more or less wanted. There must 
then be a close link between medical services and those 
It might be said, indeed, 
that close supervision and active criticism by the public 
is a necessary feature of good consultant medical services, 
just as it is, say, of good transport services. l 

Even more necessary, on the other hand, is mutual 
confidence between doctors and patients; this will be 
all the more essential .when the freedom of choice of 
consultant may be further restricted in some areas. 
There must therefore be adequate administrative 


machinery to ensure that those among the public who 


urge any change in the consultant services provided shall 


feel that their suggestions and criticisms are weighed as 


fairly as possible and if approved will be adopted. 
Equally there must be machinery to ensure that consult- 
ants are not hampered, nor their time frittered away in 
rebutting frivolous or irresponsible criticism and trying 
out ill-advised suggestions. There must therefore be: 

(a) Good health education bringing about, among other 
things, a good relationship between consultants and the 
public; and of course there must be a good relationship, 


and a smoothly working code of conduct, between consultants 


and other doctors or workers in the health services. 

(b) Good arbiters and: intermediaries—a mixed body of 
doctors and laymen for example, before whom local problems 
in the health: services can be thrashed out and ventilated. Of 
course local conditions will determine to what extent all this 
can be brought about in a particular area; there will be very 
great divergencies and -what would be a thoroughly good 
arrangement in one region would be as bad as could be in 
another. The general pattern might be that advocated by 
Sidney and Beatrice Webb in their very pertinent chapter on 
the Reorganisation of the Vocational World.” 


CONCLUSION 


I recognise that generalities of this sort are alone of 


little use in deciding how good consultant services may 
be ensured, but unless general principles are first agreed 


keeping separate the four functions: 


„ during the past 8 months in Palestine. 
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on, I think the discussion is in danger of getting bogged 
in detail, or of taking the sterile, negative line of pointing 
w out all the objections to. any national scheme that has 
been proposed, particularly if the scheme contemplates 


local authorities as the employing bodies responsible for 
adapting centrally determined policy to local conditions. 
I believe a detailed scheme could be drawn up based on 


_ the foregoing principles. 


I have not dealt at all with the broad Administrative 


questions which are often the chief subject of discussion 


in regard to health services—e.g., the desirability of 
(a) drawing up, 
by experts, of the scheme of organisation, (b) adoption of 
the scheme by the competent authority, (c) execution of 
the scheme, (d) supervision of its working; the degree 
of control to be exercised by local autHorities; the 
constitution and powers of technical advisory boards such 
as the Central Medical Board. One great objection, 
however,.must be faced. Any organised system of 
consultant services (which will no doubt depart from the 
prewar pattern) will mean a restriction of the consult- 
ant’s freedom, whatever safeguards are insisted on. 


The question is whether tbis restriction of his freedom is 


in the_long run advantageous to the national health, for 
the sake of which it is imposed, and whether he is pre- 
pared to make the sacrifice on this and other grounds of 


_public or private benefit. 3 


_ For the consultant, as for the other people concerned 
in any genuinely national medical service, the issues will 
not be clear unless some distinction is drawn between the 
different varieties of apparently free choice; between 
“unwanted and wanted choices, formal and real choices, 
the choices left to the few and those left to the many, 


<- and finally between essential and unessential choices.” 


© PALESTINE 
TYPHUS CONTROL . 
THERE have been 23 deaths from a typhus outbreak 
The epidemic 
affected chiefly the southern districts, and the Depart- 
ment of Health has prepared special delousing units 
and portable showers for use if it is necessary to cope 
with further cases. The infection is thought to have 
been imported from neighbouring countries, especially 
Egypt. High wages in Palestine have attracted Egyp- 
tian labour, not all of it legally admitted. Murine 
typhus carried by rats is endemic in Palestine, but this 
epidemic was caused by louse-borne typhus, which is more 
serious and had not been seen in Palestine since the end 
of the last war. A vaccine from the Health Department 
was used with good effect, and a special laboratory for 
research into and control of typhus has been opened 
by the Jewish University and the Hadassah Hospital at 


Jerusalem. Professor Kligler, head of the department 


of bacteriology and hygiene, has been putin charge of it. 
55 HOSPITAL DEVELOPMENT 


The Yarkon Hospital at Tel-Aviv may be taken over. 
shortly as a government hospital to serve rural areas. 
At- present it is a municipal hospital, serving as an 
annexe to the congested city hospital. The number of 
beds may be raised to 80-100. The shortage of beds 
in the Tel-Aviv municipal general hospital is so severe 
that, Dr. T. Gruschka, the director, has resigned. He 
found the responsibility too great of selecting patients 
for the two or three vacancies daily from a group of 
20 or 30 applicants. The shortage of hospital accommo- 
dation is acute in Palestine, and it is pleasant to read that 
two Moslem ladies have presented £30,000 for the con- 
struction of a hospital in Gaza to receive those who are 
in need. | 

~“ SLUM CLEARANCE 


Mr. Henry Kendall, town planning adviser to the 
Palestinian Government, proposes that improvement 
trusts for slum clearance should be set up in all the 

towns. Similar trusts have done good work in 
Bombay, Madras and Singapore. Funds are provided 
either by the Government and local authorities or by 
means of loans. The town-planning order of 1936 is 
now outdated and needs amending. |. > 


CITRUS LEATHER 


The Agricultural Experimental Station in Rechoboth, 
near Tel-Aviv, has made a preparation of dried oranges to 


which the name citrus leather has been given. Samples, 


‘intended mainly for the manufacture of marmalade, 


have, been sent to England for tests. The vitamin con- 
tent and the flavour of the fruit are preserved, and even. 
after the war citrus leather should make it possible to 
spread the. marmalade-making season over the whole 
year instead of concentrating it into a few months to 
correspond with the ripening of the fruit. For the 
moment it should-mean a great saving in shipping space 
and in expense. Research on this problem has been 
carried on at the station for two years, and has been 
supported by the Citrus Marketing Board. If results 
are satisfactory a commission from the Ministry of Food, 
to study methods of dehydration in the Middle East, is 
expected. | ge 


In England Now l 


A Running Commentary by Peripatetic Correspondents 

EVEN Mr. Churchill gives us hope that by 1945 or 1946 
we may be within sight of the turning-point. But the 
Ministry of Labour and National Service, judging by 
Form FG. 11, is expecting a long war. The physical 
requirements for a member of a stirrup pump team,” 
it says, are regarded as—fair sight (with glasses, if 
worn) and hearing, ability to work a stirrup pump, to 
carry a bucket of water for 25 years on level ground and 
to climb two flights of stairs at a reasonable pace without 
distress.” Those who kick the bucket will be dis- 
qualified. 

*. + * 

Why the psychologists decided to become the psychia- 
trists is known only to themselves; the step was rash, 
for both the meaning and the pronunciation of psychia- 
trist present difficulties. Classical scholars among the 
apostles of scientific medicine are scarce, but an erudite 
major—most Army psychiatrists are majors—was able 
to put his finger on the Greek word larpés, meaning 


a healer, as the key to derivation. And then the pro- 


nunciation : psychiatrist, the mind healer ; psychiatrist, 
the mind healer; or psychiatrist, the mind-healer ? 
Following the Greek practice of throwing the accent 
on the last syllable but two they adopted the last though 


the syllable accentuated is only a connecting link in a 


compound word. From those who did not worry them- 


‘selves with painstaking investigations the word invited 


the anglicism trick cyclist,” and got it. : 

Well, why not? In ancient Thessaly, the land of 
horse-breeders, they used to maintain a public veteri- 
narian, agreeably known as the hippiatros. I rather 
favour the ending “ tros.” A hippiatros, for me, calls 
up a cunning union of horse and man and albatross— 
a centaur with wings, a Pegasus among vets. Might not 
a psychiatros fly equally high? But no: the rôle of 
winged soul-healer might tell in time, even on the super- 
ego of a trick cyclist. - And few of them would look their 
best in the kit. | 

By a natural transition one begins to wonder why other 
branches of the profession have not labelled themselves 
as healers. Are they too modest ? Do they only know 
about their special diseases, making no claim to mend 
them ? The only others who openly promise a cure are 
the pediatrists. If the profession is to be homogeneous ` 
in nomenclature, as in so many other directions envisaged 
by the planners, all branches should fall into line. We 
must prepare to accept the gyneciatrist (or tros), the 
ophthalmiatros (or trist), and even the oto-rhino-laryngia- 
trost, who is enough of a hybrid already to stand another 
cross. í 

Anyhow, these long complicated words are multiplying 
too fast. Shall we ruthlessly apply the pruning knife 
of elision, and produce such pleasant and easy words as 
psychist,otist and laryngist? Or must we go on mumbling 
compound words until the trick cyclists in their old age 
have to pedal their tricycles to a shop where the tricyclo- 
logist diagnoses the trouble and the tricycliatrist effects 
the repair ? - 


* * * . 

I had a beastly dream last night. Idreamt that I was 
a peripatetic correspondent, and in the course of my 
wanderings had happened to spend a night in a Wessex 
farmhouse. At the gate stood two highly-polished 
churns awaiting despatch to a well-known firm whose 


philanthropic outlook may be summed up in the phrase : 
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„Pure Pasteurisation for Pale People.” So I thought 


I'd take a look through the other end of the milk bottle 
and see how this invigorating beverage first saw, the 


light of day. 

The farmyard was one of those. quaint old farm- 
yards—entirely unpaved with a midden-heap. at the far 
end, needless to say the end nearest the cow-shed. There 
was plenty of mud everywhere ; where there was no 
mud there was a neat heap of cow-dung, and there were 
numerous deep puddles which even the- recent heavy 
rains could not rid of their stale urinous smell. The 
cow-shed was also quaint and old, very old, with an 
occasional gap in its wooden walls where a plank had 
finally given up all attempt at keeping out the elements 
and had rotted away. The inside of these walls was a 
dull grey, giving the impression that they had received 
a coating of whitewash at one time, but that the decorator 
had long since had to retire in face of the overwhelming 
onslaught of the droppings and splashings of his bovine 

charges. <A nearby stream provided an excellent water- 
supply, the only criticism here being that the water was 
pumped from an intake situated about ten yards down- 
` stream from where the cattle waded, drank and per- 
formed other natural functions. Incidentally, this water 
was used in the cooler—Oh, yes; the milk was cooled 
and the overflow from the cooler was allowed to run into 
the empty churns returned by the People’s Pasteurising 
Co., to give them a, good rinse out, and to make sure 
that they were clean.” I also noticed several milk 
bottles being washed out with water from the afore- 
mentioned stream, and I was informed that these bottles 
were used for the pure milk that was sent up to the 
village school every day—‘ It is only right that the chil- 
dren should have fresh milk. I reckon this ere pas- 
teurisation takes all the goodness out.” The cardboard 
caps of these bottles were kept in an old cigar-box 
(lidless), and were put on by hand., Milking was by 
hand, no pipes or other complicated apparatus to get 
dirty (or keep clean), and a good milker the dairyman 
proved to be.. 
his filthy old coat or his ragged cap, worn to keep his 
head from being dirtied by the cow’s flank, which ap- 
peared never to have been washed ; nor, for that matter, 
had any other part of her hind-quarters. ‘The use of 
an open bucket seemed hardly in keeping with what I 
had been taught as a student of public health, but I did 
see the bucket being scrubbed afterwards in the scullery 
with soap, a rather bald scrubbing-brush and well-water 
in a chipped and rusty once-enamelled bowl. Two 
snatches of conversation are worth placing on srecord. 
Go and get us a drop of milk, my dear. Use this 
saucepan, not those bottles. a know the saucepan is 
clean, I washed it myself.)“ My husband misses the 
lard I used to give him. He always found it so good for 
the sores on the cows’ udders.“ 

It was a beastly dream. 


* * * 


Here are some lines on Planners I found the other 
day in Wordsworth’s Prelude : 


These mighty workmen of our later age 
Who, with a broad highway, have es l 
The froward chaos of cea 
Tamed to their bidding . 
the keepers of our time, 
The guides and wardens of our faculties, 
Sages who in their prescience would control 
All accidents, and to the very road 
Which they have fashioned would confine us down, 
Like engines ; when will their presumption learn, 
That in the unreasoning progress of the world 
A wiser spirit is at work for us, 
A better eye than theirs, most prodigal 
Of blessings, and most studious of our good, 
Even in what seem our most unfruitful hours ? 


* * * 


Is there any foundation for the belief that doctors 
tend to die of the diseases in which they specialise? Up 
to a point there is obvious reason for such an association. 
The victim of tubercle is naturally drawn towards sana- 
torium work, so the odds of an ultimate defeat by the 
bacillus are considerable. The sufferer from almost 
any disability has his interest stimulated by the strongest 


N 
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‘sulphonamide therapy. 


I don’t know that I quite approved of 
. Was present in some 60% 


r 
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of all motives and so acquires a special knowledge which 
he profitably employs in his professional life. Cardiac 
lesions are common, enough, so that the occasional 


occurrence. in a- cardiologist: is. merely within the laws of 


averages. And if you are a general practitioner some- 
thing in your line must turn up sooner or later. Yet 
queer things do happen—when, for example, a neuro- 
surgeon succumbs to a brain tumour. I once enjoyed a 
most persuasive discourse from a philosophic. colleague | 
who was convinced of this relationship on psychosomatic 
grounds, especially in regard to coronary infarction. 
I had to suggest that the practice of gynecology would, 

according to him, be the best way to ensure immortality 
or at, least comparative E from the dangers of 


specialisation. 
Public Health 


: Fevers in Dublin 
Dr. C. J. McSweeney, in his report for 1942 of the 
Cork Street Hospital, records a fatality-rate for diphtheria. 
of 5.51% —the lowest since gravis strains appeared in 
Dublin. He is inclined to attribute this less to im- 
munisation than to a shift in incidence (noticed also in 
England) to the older age-groups. Among 581 con- 


firmed diphtheria admissions a surprisingly high number 


(183) gave a history of immunisation three months or 
more previously, but it should be noted that 35% or 
more of the children immunised in Dublin are esti- 
mated to have received only a single dose of 
alum-precipitated toxoid. Of streptococcal diseases 
scarlet fever had its “customary mortality of less than 
1% and for the fourth year in succession no patient died 
in the hospital from erysipelas—a result largely due to 
There were 8 deaths among 
34 cases of meningococcal meningitis, but four occurred 
within 15 hours of admission before specific treatment 
could have any reasonable chahce of success. The high 
mortality (20-4%) for whooping-cough suggests that. only 
complicated cases were admitted; bronchopneumonia 
of cases treated. An out- 
break of poliomyelitis in the autumn produced 15 c 
of the bulbar type, all fatal.. In contrast there was o 
one death among 44 spinal cases, with some residual 
paralysis in 6. Treatment of respiratory paralysis in 
18 cases by a Bragg-Paul apparatus led to 4 recoveries, 
presumably in the spinal type of disease. Bulbar 
respiratory paralysis—whether arising in polio, or (less 
commonly) in diphtheria—is rarely amenable to mechani- 
cal aids. Gastro-enteritis appeared among young 
children in epidemic form for t e second year in succes- 
sion, with a general death-rate of 43-1% (407% in 1941). 
Of 75 deaths 73 were in the first year of life; nearly 
90% of the infants admitted were bottle fed. ’ Sulpha- 
guanidine was given to 72 unselected cases without 
appearing to influence the course of the disease—a result 


supported in the main by controlled W 


elsewhere. 


Manchester considers Health Centres 


The city council of Manchester has unanimously 
approved a report on health centres presented by Dr. C. 
Metcalfe Brown, the medical officer of health. In it he 


sets out the Leary position in the city: there are 22 


maternity and child welfare clinics, many of them housed 
in drab, unsuitable and even relatively dirty quarters 
with inadequate or primitive sanitary arrangements. 
There are also 10 general school clinics, each with a dental 
section, one special, one dental, one child guidance and 
one orthopedic clinic; these, in Manchester, come under 
the education authority. The report suggests that, the 
city’s needs would be met by one main health centre, and 
four subsidiary centres for every 50,000 people; on this 
basis 15 main and 60 subsidiary centres will be required. 
The report offers detailed suggestions for a main centre, 

including plans, the feeling being that such main centres 
should be built first. The type of centre contemplated 


is purely for municipal services, and does not provide 


consulting-rooms for general practitioners: the report 
suggests that if general-practitioner health centres Are to 
be set up they should be linked with the municipal 
centres to ensure efficiency with economy. 

It is not possible to choose sites for centres, because 
these will depend on the town planning scheme, now being 


1. generous, with a lofty entrance hall reached through a 
forecourt with playing space for children. Corridors 
:- radiate from the entrance to all ground - floor departments, 
and lifts serve the two upper floors. On the ground floor 
there would be a maternity and- child welfare section 
embodying antenatal and postnatal clinics, a milk sales 
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a prepared. The design of the municipal health centre’ is 


room and a dispe . Three wings branching from 
the main front would house the school medical services, 
: a venereal disease clinic, a day nursery for 40 children, 
and an isolation unit offering temporary accommodation 
for patients found to be suffering from infectious disease. 
An accident unit for the treatment of minor household 
and street accidents, and a lecture theatre complete the 
ground floor. On the first floor there would be dental 
, and X-ray units, a skin department, an orthopæœdic 
section, and départment'for massage and light treatment, 


i 
| a pathological laboratory, staff dining rooms, and 


kitchens which would supply both staff and day nursery. 
The second floor would contain offices for the senior 
medical officer, health visitors, midwives, clerical staff, 
medical records and library. Dr. Brown makes it clear 
that these are merely suggestions, open to amendment 
| as events change, and serving as a basis for discussion. 
In submitting the report Dr. F. E. Tylecote remarked 
| that it was the public health committee’s first instal- 


ment of reconstruction. Others were to come. 


| -The Second Quarter 


| The birth-rate in ‘England and Wales during the 
second quarter of this year (17-5 per 1000) was higher 


than in any similar quarter since 1926, but the marriage- 
rate fell to 15-9; the lowest since the second quarter of 
+; 1937. The death-rate, based on the mid-1939 popu- 


, lation, was 11-0 per 1000, compared ‘with an average 
of 12-00 for the same quarters during the quinquen- 
nium preceding 1942. Infant mortality, at 46 per 
1000 live births, was the lowest ever recorded for this 
period of the year. In recording these facts in his 
Quarterly Return, the Registrar-General recalls that 
during the last war the birth-rate fell continuously, 
from 24-5 in the second quarter of 1914 to 18-2 in the 

second quarter of 1918. | i 


Infectious Disease in England and Wales 
WEEK ENDED OCT. 2 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 2956; whooping-cough, 1583; diphtheria, 724; 
paratyphoid, 7; typhoid, 7; measles (excluding 

rubella), 465; pneumonia (primary or influenzal), 409; 

puerperal pyrexia, 143; cerebrospinal fever, 30; 
j pohemyelitis, 13; polio-enoephalitis, 3; encephalitis 

lethargica, 3; dysentery, 337; ophthalmia neonatorum, 

80. No case of cholera, plague or typbus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
ol the London County Council on Sept. 29 was 1878. During the 
previous week the following cases were admitted; scarlet fover, 

| 46; diphtheria, 35; measles, 9; whooping-cough, 39. 

Deaths.—In 126 great towns there were no deaths 
from measles, scarlet fever or enteric fever, 10 (1) from 


9 whooping-cough, 10 (1) from diphtheria, 69 (10) from 


hoea and enteritis under two years, and 12 (1) from 
influenza. The figures in parentheses are those for 
London itself. m P 
The number of stillbirths notified during the week was 
205 (corresponding to a rate of 31 per thousand total 
births), including 24 in London. 


A GRANDSON aT GREAT ORMOND StREET.—Dr. Andrew 
Barlow has been appointed house-surgeon at the Hospital 
for Sick Children, Great Ormond Street, where his grandfather, 
Sir Thomas Barlow, FRS, was registrar before joining the 
- honorary staff in 1875. Sir Thomas celebrated his 98th 


| birthday on Sept. 4. 


`  Sooratist MRDICAL AssOCIATION. Dr. Horace Joules 
| is to take the chair at the SMA conference on a national 


: service for health which is to be held on Sunday, Oct. 17, 


at 3 Pu, at the Conway Hall, Red Lion Square, London, 
W.C.1. The speakers are to be Mr. Hector McNeil, mp, and 


| 
„ Mr. Somerville Hastings. 
t 
! 
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Letters to the Editor | 


ae ‘GONTRACTING OUT 

Str,—The Representative Body of the BMA paid 
little attention to one of the most important and debat- 
able questions which will engage the attention of the 
profession when the white-paper comes before us. . 

The question of contracting out was first raised 
at the Annual Representative Meeting of 1942, when by 
a very narrow majority the representatives decided that 
the Government should provide a comprehensive medical 
service available to the whole community. To this, as 
a sort of afterthought, was added a rider to the effect 
that any patient, though entitled to treatment under 
the scheme as a statutory. right. without direct ohange, 
should be at liberty to obtain his medical).attention. 
privately, without reference to the national scheme, on 
direct payment of fees to the doctor concerned. The 
doctor would be entitled to retain such fees, which would 
be an addition to his basic remuneration in the National 
Service. The little discussion that followed did not 
appear to make any very deep impression on the meeting, 
and the rider was passed without much, if any, oppo- 
sition. Its implications have, perhaps, been insufficiently 
realised. : l 

The main arguments of its protagonists seem to be 
that if a state service were set up there would be a large 
number of what are now private patients who would 
resent being included, nolens volens; and that many 
of this class of patients would prefer to employ their 
doctor in a private capacity much as they do at present, 
paying for his services as rendered, although they 
would be entitled to his services under the national 
At first sight this 
seems reasonable, and in accordance with democratic 
principles; but there are snags. Let us consider the 
matter from the standpoint of patients. p 


Jones has an income of say £500—600 per annum, and a 
family including children of school age. To such a patient, 
a long illness or a surgical operation is a nightmare, as the 
expenses involved would have a disastrous effect on his 
budget, unless, of course, he makes use of some form of 
contributory scheme. He is, therefore, delighted with a 
state health insurance scheme, which relieves him of all 
anxiety in return for a regular contribution which he can 
afford. The state assures him that he is now provided with 
the most complete and efficient medical service that money 
can buy, and puts, in addition, all forms of specialist and 
ancillary treatment at his disposal. : 

By devious means, however, he learns that his employer, 
although he is as much entitled to participation in the 
scheme as Jones is himself, and has paid his social security 


contribution, has decided to consult his doctor in a private 


capacity. It may very well be the same doctor who attends 
Jones and his family. ' 

What will Jones think? Logic must lead him to conclude 
that his employer would not pay for something to which he is 
already entitled unless he is getting something for his money. 
From here it is a short step to suppose that the complete 
medical service cannot really be complete, or there would 
be nothing for which his employer need or could pay extra. 
It matters not whether he is employing the doctor he has 
chosen under the national scheme or one working outside it. 
If the former, it will appear to Jones that Dr. X dispenses 
two classes of medicine, one to those who pay him and the 
other to those who do not—however untrue in actual fact 
this may be.. Or, if the latter, it will suggest to him two 
classes of doctor, those employed by the state and those 
working independently, who, judging from the preference of 
his employer, have a little something the others haven't got. 

In any event, it seems inevitable that a distinction will be 
drawn between state medicine and private medicine, 


or between state doctor and private doctor in each 


case to the eventual detriment of the first named. 
Now let us consider the case of another patient. 


Smith is somewhat better off than Jones, and maybe he is 
also a bit of a snob. At all events he elects to contract out 
of the national scheme. All goes well till he has a long and 
expensive illness. In due course, as he sees the shadow of 
his doctor’s bill lengthening on the ceiling above his bed, 
he remembers that the extensive medical attention he is 
receiving is after all his by right, and that he need not really 


4 
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be paying for it at all. He therefore decides that he will stop 
contracting out the next day thus giving rise to a certain 
amount of confusion in his doctor’s record-keeping, and 
perhaps not a little ill-feeling. Here, then, the door is open 
to abuse, for there are bound to be a certain number of 
Smiths in the world who will contract out while they are 
well and very quickly contract in again as soon as there is 
. the prospect of a long illness. 
It is not inapposite to compare the proposed National 
Health Service with the present educational system. 
Here again the state provides facilities for every child. 
in the country whose parents choose to send him to the 
state school. At the same time there are other 
schools run by private enterprise, where a child may be 
sent on payment of more or less considerable fees. 
The number of such schools at present thriving in this 
country in spite of the high level of taxation is the 
measure of their popularity. The number of boys at 
Eton, we read, is increasing. Rightly or wrongly, 
parents believe they are getting something extra for 
their money by sending their children to such a school, 
and often they make great sacrifices so that their son 
may enjoy the advantages of a public-school educa- 
tion.“ A similar point of view will certainly exist if 
state medicine and private medicine are allowed to 
parade side by side. 7 | l 
t is permissible to draw another analogy. Medical 
attention is an essential. commodity. In this time of 
war, the Government has undertaken the responsibility 
of seeing that essential commodities, such as food and 
clothing, are made equally available to the whole com- 
. In this case there is no provision for those who 
can afford it to procure such commodities privately by 
extra payment. Some do, and those people are rightly 
stigmatised and despised for their attempts to circum- 
vent the Government’s policy’ by resort to the black 
market. | 
I do not dispute that there are many people who 
would object to having a state service thrust upon them, 
whether they like it or not, or that there would be many 
` who would prefer to pay their doctor privately despite 
the fact that they are entitled to his attention free of 
charge. In the inauguration and growth of such a 
scheme as this, some difficulties are bound to arise. But 


surely it is only a matter of education and propaganda 


to convince these people that a state service would 
provide for their complete medical needs, and that they 

Would have nothing to gain by seeking attention outside 
the scheme. . 

The argument that, if Lady B. is prepared to do so, 
she should be entitled to buy a slice of her doctor’s 
time over and above what is necessary for her purely 
medical needs is not a very good one. 


indulging in such an extravagance, and this slice ‘of 
time would be much better spent attending to other 
patients whose ill health makes their claim more valid. 

I have recently had a certain amount of experience 
of public relations work, and at several meetings with 

the general public I have put this question of contracting 

„out. The general impression has been, almost without 
exception, that if this were permitted, the profession 
would be suspected of trying to retain private practice 
for their own interests and thus lining their own pockets 
at the expense of those who could afford to pay. 

The allied question whether a patient should be 
allowed to purchase additional comforts and amenities 
in the form of private accommodation is admirably 
dealt with in your issue of Sept. 25. This does’ not 
constitute contracting out, and there can be no valid 
objection to it. But there would be a real objection to 
the surgeon receiving an additional fee from that 
patient, because this would be the specialist equivalent 
to, contracting out in general practice and all the argu- 
ments against it are equally valid in this case. 
method of payment of the specialist has not been sug- 
gested as yet, but his remuneration from the state scheme, 
by whatever method, should be such as to cover all 
patients he is asked to attend, irrespective of their 
income. It is thus plainly absurd that he should be 
paid twice for the same case, once by the patient just 
because he happens to be affluent, and once by the state. 

Lastly, may I say a word on how contracting out is 
likely to affect the medical profession. To permit it 


out. 


It is very 


doubtful if the patient is in the long run any better for . 


of ‘‘ obscurantism,”’ 
The 


would place a weapon of great power in the hands of 
those responsible for fixing the remuneration of doctors 
if any form of state medical service comes into being, 
which might be used to our grave disadvantage. We are 


all anxious to preserve for our profession a standard of 


living to which we are accustomed. The government 
department. concerned with remuneration will almost ; 


certainly take the attitude that if we retain private 
practice it is unnecessary to grant us on behalf of our 


state work an income comparable to that which 


we enjoy at present. We shall be expected in other 
words to make it up to this figure by the fees which we 
garner from those of our patients who elect to contract 
Very well, but will there be this measure of 
71 practice to fall back upon in twenty years’ 
ime 


Anderson’s speech to the Commons in the early part of 
this year), and Sir William Beveridge (para, 431 of his 


report) says: The possible scope of private general ( 


practice will be so restricted that it may not appear 
worth while to preserve it.“ If the state scheme is a 


success, private practice must disappear as people 


realise that there is nothing to be gained by contracting 
out of it. Where then will be our standby ? We shall 


be reduced to remuneration which was not at its 
inception intended to recompense us fully for the work t; 


that we do. 
Our negotiations with the Government have two 
main functions, to- produce an efficient medical service 


The Government have stated that they envisage {; 
the gradual extinction of private practice (vide Sir John 


+ do 
ing 


apl 
| | Į 
00 


for the nation and to ensure that this provides an <}; 


adequate standard of living for the doctors of the future. i 
We shall fail in the second of these two responsibilities } 


if we permit the adoption of a service available to the 


whole community with facilities for contracting out. 


One final word. Let no-one read into these remarks 


a plea for a full-time state salaried service. Neverthe- he 
less, in spite of a resolution passed by the Representative 
Body, it is very probable that Assumption B of the `. 


Beveridge Plan will be carried out, and health provision 
made for the whole nation. Let us concede that if this 
does come to pass we must, however regretfully, say 


goodbye to private practice as we know it at present. aq 


The two are incompatible. 
Eastbourne. 


A. Lucas YOUNG. 
MEDICINE AND THE COMMUNITY 


SIR,—Like you I had noted and regretted that the £ 


proceedings of the recent BMA conference were rather 
negative, but it had not struck me that this was because 
we were rather tired and rather grey,” which is no 


dishonour when most of our younger members are in 
I rather thought that it was because, being ` 


the forces. 
practising physicians, we were more concerned with 
practical things than impractical dreams. 


Faced as we were by the nostrum of one-track poli- 
ticians we turned it down as decisively as we should 
the prescription of the one-remedy doctor. A full-time 


salaried medical service is mainly supported by the 
Labour Party and those associated, with the TUC. If 
these will consider how they would welcome a suggestion ` 


by the doctors that, for the good of society, all manual 
workers should in future work on flat-time rates, no 


overtime, Sunday time, bonuses or piece rates, they will 


be helped to understand how appropriate and acceptable 
is their incursion into medical politics. 3 

The BMA meeting was, in fact, clouded by the forth - 
coming white-paper. By rights this should have been 


anticipated as the dawn of a new day, but in view of 


our experience of the Ministry of Health the reverse 
was the case. Its record is, as Lord Dawson said, one 
and though he, after personal 
contact with Mr. Brown, is convinced that its outlook 
is now more helpful, Mr. Brown’s last suggestion bas 
probably antagonised the profession more than any act 
in the Ministry’s history. 
that the attitude of the conference was negative. 


The sad part is that there is really no difference in 


aims. We all want the public to have the best service 
possible, and available as easily as possible. Those 
who are actually doing the work should have some idea 


as to how this is to be brought about, and it is only 


It frequently 
falls to the lot of a doctor to have to bring his patient to 
earth, and sometimes this is necessary to prolong his life. 


It is small wonder therefore 


8 -o oe 
ö 
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| when doctors and Ministry work together and cease 


regarding each other as was common between employers 
and. employees until recently that real progress is likely 
to take place. If Mr. Brown, as the employer, would 
give heed to the experience of personnel management 
in industry, 1 do not think he would find it difficult to 
win the profession to a less negative attitude, and no 
service ĉan be satisfactory to the public unless con- 
ditions of employment for the doctors are satisfactory too. 


Winsford, Cheshire. ` W. N. LRAE. 


FEVERS IN THE FAR EAST 


Sm,—Like others I have read with appreciation Dr. 
P. B. Wilkinson’s observations (Lancet, 1942, ii, 67 and 
1943, i, 210) on smallpox and cholera in Hong-Kong. 


- | Now that so many young medical officers are moving east 


without having seen smallpox, cholera or typhus, they 
must be prepared in whatever manner possible. May I 
stress this? Tale care your vaccinations take. In recent 
years in Hankow I buried four Europeans (a British 
naval rating, a British consular official, an American 
naval dental surgeon and an American ex-senator 
tourist) who had all been vaccinated ” less than five 
vears before and thought they had protection which they 
had not. Incidentally in China we had no trouble with 
conscientious objectors to vaccination—they contract 
the disease, and the question, for them, is settled what- 
ever the outcome. | 
In 1909 I studied my first epidemic of cholera in our 
hospital in Hankow under Dr. J. A. Thomson, now of 
Harrogate. He will doubtless recall this, and will 
pardon me for suggesting that few in the United Kingdom 
would be better qualified to instruct young MOs in this 
disease and its treatment. The outbreak, caused by 
filthy ice, was brought to the European sisters and 
Poan in the hospital by milk one Sunday morning. 
ose on full diet suffered severely, and we had hard 
work with our new saline-infusion apparatus (Cox’s) to 
ull them through. One naval rating succumbed: he 
d a renal abscess. Three patients infected on the same 
day happened to be ona low typhoid diet—and in those 
days that was milk and nothing else. These were 
so mildly affected that had we not been looking for signs, 
we should likely have failed to recognise them. They 
eomplained of vague abdominal discomforts, and showed 
shrivelling of face and fingers, the usual shallow anterior 
chamber of the eye, and slight blueness. No treatment 
was required. 
Men going to work in the east should be provided with 
Cox’s outfit and taught to use it. Essentially it is a 
small filter-candle which acts as a siphon; it is boiled 


, 


| with the saline to be used for the intravenous infusion. 


One outfit can be used for two patients ut one time; the 


lamp, with automatic regulation of temperature, is not 


necessary. The doctor new to this work tends to give 
too little fluid and too much salt: hypertonic saline 
should not be overa pint. The infusion is often given too 
fast after the first quart, but should not cease until 
kidney action is resumed. If the stomach still rejects 
fluids; then fluid per venam should be half-normal 
saline with 5% glucose. Excess of bicarbonate should 
be avoided. The doctor should use a glass cannula and 
tie it in; relapse may set in during the night and it is 
better that a trickle of fluid should continue. It is 
unwise to remove the vein cannula at night until 
recovery is well established. 
Durban, Natal. A. H. SKINNER. 


THE PROPER PLACE FOR CHILDREN 


Sm,—Yowr peripatetic correspondent of Sept. 4 (p. 
301) remarked: ‘‘It just isn’t true that all small 
children will thrive in a day nursery.” I am afraid 
many people cannot see round this problem: they are 
blinded by their own immediate fear or delight over 
their own successful effort. They do not look at the 
main facts when they say nurseries for the under-twos 
are bad or dangerous, that they will break up family 
life, or that mother love is everything. Mothers often 
give up loving because they are too tired and frightened ; 
ignorance in caring for their children adds to their fears; 


peace goes from the home, so does respect, and this leads 


to a general breåk up, perhaps divorce. I prefer to 
work to give sound foundations in building home life ; 


many women are uniting in demanding better education 
in child-care, better conditions for mothers, the setting 
up of nurseries as extensions of the home so that parents 
can go out together and the mothérs need not be on 
duty—or tenterhooks—for 24 hours daily for ever. I 
was grateful when the Lancet quoted my views expressed 
at a meeting of the London Association of the Medical 
Women’s Federation. The doctors were all so full of 
fear ; my experience has taught me that they are wrong 

if proper conditions are given in the nurseries. _ 
Piccadilly, W.1. H. V. ENTHOVEN, , ä 
Hon. Sec., National Society of Children's Nurseries. 


FEEDING WITH AMINO-ACIDS 


Sir,—In his letter of Aug. 28 Professor Brunschwig of 
Chicago states that, as far as he knows, no-one has ever 
thought of this method of alimentation as a substitute 
for the natural one per os. Over twenty years ago I 
was struck with the difficulty of feeding patients by 
nutrient enema, and I suggested to my teachers ‘of 
physiology that the obvious thing to do would be to 
administer intravenously the breakdown products of 
the protein molecule namely, the amino-acids. My 
enthusiasm was dashed by vague replies of possible 
violent reactions, and I am sorry now that I did not 
test this method out myself, for I still feel we have here 
a valuable method of feeding patients who cannot for 
various reasons be fed by the ordinary route. 


Solihull. E. S. PAGE. 


DUPLICATED OR REDUPLICATED 


SIR, Writing of accessory heart sounds in your issue 
of Sept. 25 a correspondent tells us categorically that 
“ reduplicated means quadrupled.” This statement 
seems to have been made without verification, and by 
superficial analogy with sueh words as reconsider, 
regenerate and resume. A doctor speaking thus in the 
sphere of philology is comparable with a patient in the 
sphere of medicine who should tell us categorically that 
his disseminated selerosis had been caused bya heavy 
fall. The Latin prefix re has some half-dozen meanings 
which have descended into English. Here are 3 of them :— | 


1. Again, which has misled your correspondent. l 

2. Duly,” properly or as it should be by rights,” as 
in render, relegate, remit. 

3. The merely intensive meaning of thoroughly or 
“and no mistake about it, as in refrigerate, replete and 
reduplicate. | 
Clearly in usage (3) the prefix adds nothing to the 
essential meaning of the main word. The Shorter 
Oxford English Dictionary tells us that reduplicate 
means make double” or “redouble,” and that 
redouble means double.“ The words iterate and 
reiterate provide an exactly similar instance of the same 
usage. ; 

Medical School, London Hospital, B. i. W. J. PENMAN. 


A New Assoorarlox or Pauysicists.—An inaugural 
meeting of the Hospital Physicists Association, held at 
the British Institute of Radiology on Sept. 24, was attended 
by 37 physicists drawn from hospitals all over the country. 
The aims of the new body are to discuss matters of 
mutual interest to those engaged in a branch of scientific 
work which has grown up largely in the last 30 years. 
Membership is open to physicists attached to hospitals, 
medical schools, and medical or biological. research 
departments. The meeting was followed, on Sept. 25, by 
visits to the Middlesex, Royal Cancer and Westminster 
Hospitals, and the afternoon session wag devoted to papers. 

Dr. H. T. Flint spoke on technique with the various radium 
gram units; Prof. F. L. Hopwood gave an account of the 
betatron ; Prof. Gilbert Stead discussed teaching for the 
diplomas and Prof. Sidney Russ dealt with the professional 


equipment of a hospital physicist. Professor Russ was elected 


chairman for the first year with Mr. C. W. Wilson, PH D, of 
Westminster Hospital as honorary secretary. Meetings are to 
be held thrice yearly at least. Professor Russ reminded his 
audience that the first full-time appointment as physicist to 
the hospital was made 30 years ago. Today between 50 and 
60 physicists are engaged in hospital or medical research 
work. 3 


» . 
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Obituary 


GEORGE HENRY EDINGTON 
MD, D SC GLASG, FRFPS, FRCS 


Colonel G. H. Edington, consulting surgeon to the 
Western Infirmary, Glasgow, died on Sept. 24 at the 
age of 73 after a heart attack: while fishing. He had 
been ailing for some time and Kad lately undergone ‘an 
operation. From 1928 to 1940 he sat on the General 
Medical Council as representative of the Royal Faculty 
of Physicians and Surgeons, and his fellow counsellors 
„ his shrewd common sense and enjoyed his 


‘Son of a Glasgow ironfounder, Edington was educated 
at Kelvinside Academy and at Glasgow University 
where he qualified in 1891 and at King’s College, London. 
When he took the English conjoint qualification in 
1896 he had already obtained his Glasgow MD with 
commendation, and the following year he was elected 
FREPS. In 1931 the FRCS was conferred on him. After 
holding lectureships in anatomy and surgery at the 
Western Medical School and the assistantship to the 
pro rofessor of elinical surgery at Glasgow University 

dington was elected to the chair of surgery in Anderson’s 
College in 1908, and in 1913 succeeded Beatson as 
-visiting surgeon to the Western Infirmary. Shortly 
afterwards he also became lecturer in clinical surgery at 
Glasgow University, and he was also an extra surgeon 
at the Royal Hospital for Sick Children. He-held the 


office of honorary physician in Scotland to the King: 


from 1922 to 1927. His editorship of the Glasgow 
Medical Journal happily combined his interest in letters 
and medicine and many will recall his presidential 
address on embryological and clinical surgery to the 
Glasgow Medico-Chirurgical Society. Since 1940 he had 
presided over the Royal Philosophical Society of 
Glasgow, and in 1939 he became a member of ‘the 
University Court. As a justice of the peace and deputy 
lieutenant of the county of the ae of Glasgow he was 
a valued link between town and gown 

Colonel Edington joined the Volunteer Medical Staff 
Corps as early as 1901 and during the last war he served 
in Gallipoli; later he commanded the 78th General 
Hospital at Alexandria and was senior MO at a base 
camp in Palestine. He was appointed full colonel in 
1916. With these Territorial interests went hand in 
hand his work for the Red Cross, and since 1930 he had 
been chairman of the Scottish executive committee. 
In this war his colleagues were anxious to draw on this 
varied experience and he became a member of the 
Scottish Civil Nursing Reserve advisory council and of 
the council of the Scottish National Blood Transfusion 
Service. Edington’ s colleagues and fellow citizens were 
quick to recognise the sterling value of his contributions 
to medicine and to the public life of Glasgow and his 
wide interests also won him-many other friends outside 
his profession and his native city. 


CHARLES GIBBS 
FRCS 


SOME men are remembered by students for their 
ward rounds, some for their exploits in the theatre or 
wit in the lecture room; but it was in the outpatient 
department that Charles Gibbs held the delighted and 
sustained attention of his class. An old student says 
-of him : \ 

“ He was a ruthless leg-puller, but fundamentally kindly ; 
and patients realised from the start that he was on their 
side. He taught vividly and with tremendous gusto. I 
remember him saying once that ours would be known as 
the Late Syphilitic Age because, though we had not yet 
found a drug to slay the spirochæte in a single onslaught, 
yet even a short or broken course of treatment made the 
patient non-infective, and syphilis would therefore die out. 
That was twenty years ago and of course he wasn’t taking 
another world war into his reckoning. He made us look 
hard at lesions and memorise their characteristits. 
Punched - out ulcers, serpiginous in outline. we would 
chant to his conducting; that jingle stuck to reinforce the 
visual memory, just as he intended it should.“ 


He entered Charing Cross Hospital as a student in 
1885, and qualified MRCS in 1890, taking his fellowship 
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.war he held a captaincy in the RAMC (T). 


history and taken prizes in surgery an 


‘assistants and two nurses to help us.’ 
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in 1893. He held all the minor -appointments in turn, 
including those of surgical registrar, and lecturer on p% 
surgery and anatomy, becoming an assistant surgeon ji 
there in 1896. 


P. D. writes: Charles Gibbs was somewhat of a character 
at Charing Cross Hospital and as is usual in these circumstances ed a 
was either very much liked or disliked; and he also either 
liked students (and staff) or actively ‘disliked them. He . 
had a humorous caustic tongue and never scrupled to use Í 
it, although in fairness it was generally used to drive home 
some telling teaching points. He believed in the question 
and answer method. Should a student fail to give a satis- -“ 
factory answer or hedge, Gibbs would give him a hint or a {* 
lead to the correct answer, and then Bay : Ves, you recog- 
nise things, you don’t really know them.’ : 

In 1900, during the South African War, he was appointed 5 
surgeon to a field hospital entirely financed by Mr. Longman, 
the publisher. Conan Doyle was the physician. Gibbs /") 
spent a whole year or longer in South Africa, but was dis. |; T 
appointed in the experience because so much of the work tet 
was medical—typhoid, dysentery, malaria and so on—and I jan 
do not think he got on with his colleague, which also prob- | 
ably was a disappointment, because he had some literary 
leanings himself. He was the last surgeon to teach anatomy ET 
at Charing Cross before the advent of the specialist; and I 4 
would gladly see the surgedn take again a more active part 
in this subject. Gibbs grounded the students thoroughly “det 
in those essentials so needed at the bedside and in the OP 
department, let alone the finals. 

He was a good general diagnostician and his experience -qhe 
and knowledge acquired as surgeon at the Lock Hospital i, 
was of great servicd in his treatment of venereal disease, . 
while his dexterity with the catheter enabled him to deal 
skilfully with stricture and prostatic cases. He was not 
really fond of operating, as so many surgeons are, but he was sy 
expert in his field and most neat in his technique. In val 
genito-urinary troubles he showed considerable skill, and .. 
patients had great faith in him. He inherited Mr. Bloxam's a 
dexterity in dealing with fractures, and was a perfect band - 
ager. He took great interest in the management of the 
hospital and school and was for a time chairman of the 
medical and school committee—interests which he main- 
tained after his retirement. But his greatness as a teacher, 
which every Charing Cross student will endorse, is his claim th 
to a lasting memory. 8 


~U 

For many years he was in charge of the prosectors of f 
the Royal College of Surgeons. They used to prepare y 
dissected ‘‘ parts for the various viva-voce examina- iy 
tions and he supervised their work strictly. At Charing sy 
Cross he followed Stanley Boyd and Waterhouse in h 
charge of the anatomical department. During the last y 
When he iy 
died, on Oct. 5; he was senior surgeon to the London 4 
Lock Hospital, and consulting surgeon to Charing iş 
Cross. His published work included articles an sterility, W 
impotence, the treatment of acute gonorrhæœa, and the œ 
results of treatment of syphilis with French and English y 
substitutes for salvarsan. 1 
He married Kate, daughter of H. T. Northeroft, of de 


Lancing, and had one son and one daughter: His 
wife died in 1940. oY 
"ADAM FULTON o ? 

MB RUI 


Dr. Fulton, who died on Sept. 28 at Harrogate in H 
his 75th year, was an Ulsterman with a big heart and 0 
a fine intellect, who would have made his mark in any .,: 
branch of medicine. He chose general practice and N 
after 30 years of it was willing to place his experience X% 
at the disposal of the Ministry of Health in building ` 
up the 5 medical service. Born at Cookstown, . 
co. Tyrone, he was educated at the Royal Academical . 
Institution and Queen’s University, Belfast, ‘taking 


his arts degree in 1888 and the MB in 1893 when he was 


in natural e 
midwifery. ae 
Then after residence at the Belfast Royal Hospital he. 
went as assistant to Dr. H. J. Neilson of Nottingham i 
and soon entered into a partnership that lasted until .,, 
1920. During this time, Dr. Neilson writes, we never . 
had a single disagreement, and the practice flourished x 
so that for many years we had five fully qualified -` 
Fulton took 


i] 


‘twenty-seven. He had held a scholarshi 
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his natural place in public life; he became JP, was 
vice-chairman of the city health and insurance com- 
mittees, and a member of the NHI advisory body. 
During the last war he helped to organise medical man- 
power in a way that was an example to the central 
professional committee. He was president of the 
Nottingham Med.-Chir. Society and a member of 
the BMA council 1913-20. In the latter year the 
partnership was dissolved when both partners were 
appointed divisional officers of the Ministry, a large 
part of the reorganisation and development, of the 
regional service falling to their lot. Fulton lived first 
at Southport and for the past 17 years at Harrogate 


where, after. nominal retirement, he became chairman 


composer whose works gave him most énjo 


of the medical recruiting board and took charge of the 
police convalescent home. He was an elder of St. 
Paul’s Presbyterian Church, the Minister of which 
recalling his loyalty and generosity said: Poor people, 
old people and young people will bless his memory.” 
In all his work he was ably supported by his wife Nina, 
daughter of the Rev. G. E. Fox of Swillington, Leeds, 
who survives him. : l 


DR. E. d. SMITH 


AN RAMO pathologist writes: E. C. Smith was a tall, 
striking and yet gentle figure of a man. He combined 
an Irish sense of humour with a gracious and friendly 
attitude towards men and things he approved. Because 
his tastes were wide and his tolerance deep, he was seldom 


without a guest to share and enjoy the amenities and 
To 


atmosphere of his delightful bungalow at Yaba. 
RAMO officers who worked in or passed through 
Lagos he was especially generous. Smith said he got 
from these contacts as much pleasure as he gave, but 
that opinion can be taken only as a measure of his own 
modesty. | 

I recall my. first meeting with him at Medical Head- 
quarters. We spent a little time weighing each other up 
and then he said, ‘‘ Look—this is no place for a proper 
talk; come on out to Yaba.” It was the first of many 
visits and the beginning of a friendship I greatly valued. 
He was personally and professionally a most generous 
man. I had the pleasure of collaborating with him in 
one investigation and of sharing his confidence about the 


many other projects he had in hand. He was a beautiful 


technician and an international figure in tropical patho- 
logy. He was proud of the history of Yaba, and his 
conducted tours of the vaccine farm, yellow-fever com- 


and research laboratories were models of how these 
things ought to be done. 


As a host he was unequalled. He played a shrewd 
and vigorous game of tennis, organised bathing expedi- 
tions to Victoria beach before breakfast, talked lightly or 


seriously, lent books of every kind and knew how to 
meet a wide variety of musical tastes from his collection 


of gramophone records. For himself Mozart was the 
ent. 

He had done twice the normal length of tour, being 
kept at his post by a high sense of duty and a conscious- 
ness of the war-time needs of the public service and of the 


Army. He was literally driven out to take the leave he 
had so fully earned. His death by enemy action on his 
way back to duty is a tragic loss both personal and 


professional. 


Flight-Lieutenant JOHN KENNETH DENHAM died 


during May while on active service at the age of 37. He 
studied medicine at Cambridge and St. Thomas's Hospital 
and graduated MB in 1938. After holding house 
< appointments at St. Thomas’s, the Brompton Hospital 
mand the Western (LCC) Hospital, Fulham, h 
> ap 


_ Officer to a squadron operating overseas. 


e was 
inted to a commission in the medical branch of the 
volunteer reserve, and when he died he was medical 


Flight-Lieutenant KENNETH WALTER Monks, who died 


at sea on Sept. 16 at the age of 34, studied medicine 
- at Cambridge and St. Thomas’s Hospital and qualified 
_ MRCS in 1937. 
medical practitioner with the Royal Air Force later in 


He was appointed whole-time civilian 


same year and held this appointment until he was 


- Commissioned in the medical branch of the RAF Volunteer 
Reserve soon after the outbreak of war. 
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PAPWORTH POLICY 


In an unspoken speech, published as an appendix to 
Papers of a Pioneer (Hutchinson, pp. 107, 6s.) Varrier-Jones 
asked: Do our anti-túberculosis measures have the effect 
of re-establishing our patients in their former status or 
standing? And his answer was: We are prolonging 
their lives, yes. But we are doing so in a manner which 
destroys the value of those lives.” The credit in the account 
of the consumptive, it was remarked in a leading article 
(Lancet, 1939, i, 31), is always a very small one. It was 
Varrier-Jones’s doing that the unalterable Friendly Society 
rule forbidding a member to engage in any form of labour 
while in receipt of sick pay was annulled in favour of the 
sanatorium-leaver who was to be allowed to do such light 
work as may be prescribed by a qualified medical practitioner 
as part of his treatment.” That was the result of an approach 
made by him and Sims Woodhead, with Clifford Allbutt 
presiding, to leading officials at Cambridge in August, 1915. 
In the following year was started the Bourn colony, the 


2 
2 


`` precursor of Papworth Hall, of which the administration and 


\ 


policy were (in Sir Walter Langdon-Brown’s phrase) “a 
mixture of medicine, economics and sociology.” The com- 
bination has eased a situation which is still perplexing enough 
but no longer insoluble. Papworth showed once and for all 
that rehabilitation. of the consumptive was feasible. The 
medical consultative committee which now controls the 
policy both of Papworth and of Enham Village Centre 
consists of Mr. G. E. Gask, Dr. Fredk. Heaf, Mr. John Hunter, 
Sir W. Langdon-Brown, Sir Arthur MacNalty and Prof. J. 
Paterson Ross, with Wing-Commander R. R. Trail as 
chairman. Wing-Commander Trail is also chairman of a board 
composed of all parts of the Papworth organisation—medical, 
nursing, domestic, industrial, appeals and public ‘relations. 
Varrier-Jones’s wine may need no bush, but since, on excel- 
lent authority, to good wine they do use good bushes, Dr. 
Geoffrey Marshall is shortly to give the third lecture in the 
memorial scheme. | 


HOT SPRINGS AND AFTER 


A MEETING of the Scottish group of the Nutrition Society 
was held on Oct. 2 to discuss the recommendations of the 
International Conference at Hot Springs. Papers were given 
by Dr. Karu Evana, surgeon general of the Norwegian public 
health services, and by Mr. F. L. MoDouUGALL, economic 
adviser to the High Commissioner of Australia, both of whom 
had been delegates to the conference. Dr. Evang had been 
impressed by the unity of the conference. The experts in 
nutrition, economics and agriculture who attended repre- 
sented about 75% of the population of the world. In peace- 
time between a third and a quarter of the population of 
Western Europe were undernourished, but in India the large 
majority of the people did not get enough to eat. The answer 
of the conference to this situation was international expansion 
of food production with coördinated transportation and 
distribution over the whole world. Each country would be 
responsible for seeing that every citizen received an adequate 
diet, and special attention would be given to the more vul- 
nerable groups, pregnant and nursing women, babies and 
children. The: conference had created a world conscience 
in regard to food-supply. . 

Mr. McDougall emphasised that the conference differed 
from previous ones in that governments had appointed as 
delegates technical experts who really did know something 
about the subject and who had authority to discuss fully the 
subjects of food and agriculture, though without committing 
the governments. The countries of Western civilisation are 
already well organised and would need little assistance. Insuch 
countries as China and India, where the population already 
pressed severely against the means of subsistence, it would 
not be possible to bring about important changes unless 
simultaneously industrialisation could be increased. In 
the Middle East, in Africa and in Latin America, where there 
is no pressure of population, the application of the Hot 
Springs resolutions could bring about in a few years an 
astonishing improvement in the standard of living. Mr. 


McDougall thought it important that the permanent organisa- 


tion should gain the goodwill and active interest of medical 
schools, research institutes and all bodies which might act as 
training-centres for its staff and supply the teams of experts 
which were to be sent to help backward countries. 


— 


\ 


' 
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Sir Joun ORR thought that if the nations accepted the 
recommendations and carried them out, there would be an 
ascending spiral of prosperity. and expansion of world in- 
dustry and agriculture. Some people doubted whether the 
pro sals would be carried out. 

already accepted them and were bound to carry them 
ae but it was important that there should be a well-informed 
and strong public opinion in favour of their adoption if they 
were to be made fully effective. 


THE DISAPPOINTING CHESTNUT | 

Every autumn new horse- chestnuts, shining like old maho- 
gany, challenge our ingenuity : there must be some use for 
anything which looks so attractive. Boys believe they have 
“found the answer in the game of conkers, but their elders 
remain jealous and dissatisfied. Temperton? has recently 
been experimenting with horse-chestnuts as poultry food, 
encouraged by their chemical composition which closely 
resembles that of barley. The trouble is in the flavour. 
Esculin, a glycoside, is one of the constituents ; it is a saponin 
and roduces a soap-like foam in the mouth when cooked 
horse -chestnuts are chewed. It leaves a sweet flavour later 


turning to a bitter after- taste due to the presence of l-rham- - 


nose and galloténnic acid. Four groups of four pullets each 
were fed with horse-chestnuts on the following plan : group 1, 

raw chestnuts ; group 2, boiled chestnuts; group 3, chestnuts 
steeped in water for 48 hours and cooked ; group 4, chestnuts 
leached in warm water for 48 hours after cooking. Chestnuts 
in the various forms were added at the rate of 2 oz. per head 
to a mash consisting of 4 oz. of laying meal. The hens dis- 


liked them ; even when attempts were made to get rid of the. 


bitter taste. Group 1 threw the bits of chestnut out of the 
_ trough and ate only the meal. Groups 2, 3 and 4 were unable 
to discriminate in this way because the cooked chestnuts were 
intimately mixed with the meal, so they left the whole ration 
untouched. A new set of hungry birds who had not eaten for 
24 hours were offered all four rations, and after a preliminary 
ck refused to touch them. Besides being unpleasant to eat, 
orse-chestnuts are difficult to keep. They had been collected 
“by local school-children, and were stored in thin layers on the 
floor of an airy shed; yet even so, at least half were attacked 
by fungi and could not be used for the experiment. On the 
whole the horse-chestnut tree seems to have evolved a fool 
(and man) proof seed. Perhaps after all the proper use for 
horse-chestnuts i is to make more chestnut trees. 


University of Oxford 


Dr. S. A. Sarkisov, professor of neuropathology in the 
Moscow Brain Institute, will deliver a lecture at the depart- 
ment of human. anatomy, at noon on Friday, Oct. 22, on 
problems of cortical localisation. 


University of Sheffield 
At recent examinations the following were successful : 
MD.—R. B. Knowles, 


Final Examination for MB, ChB 5 55 8 05 <a and III). . W. 


Greaves, Arthur Pickin, and Winifred 


Royal Society of Tropical Medicine ‘and Hygiene 

A meeting will be held at 26, Portland Place, London, W.1, 
at 3 PM on Thursday, Oct. 21. Sir Harold Scott will deliver his 
presidential address on the slave-trade and its influence in the 
spread of tropical disease. 


A National Health Service 

Dr. Stark Murray will give three lectures to the Central 
London Fabian Society on this subject at 7.30 pm on Tuesdays 
at the Artworkers’ Guild Hall, 6, Queen Square, W. C. I. 5 
Nov. 23 he will speak on a personal health service, on Dec. 
on administration and control, and on Dec. 21 on the ee 
cia. l eae 
Post-war Nutritional Relief 

The Nutrition Society is holding a conference on this 
subject at the London School of Hygiene and Tropical Medi- 
cine, Keppel Street, W.C.1, on Saturday, Nov. 6. Lord 
Horder will be in the chair and Prof. J. R. Marrack will speak 
on past experience and present position, Mr. John Hammond, 
FRS, on problems of production, Miss E. M. M. Hume on oppor- 


\tunities for nutritional research. Further details of this 


meeting may be obtained from the hon. secretary, Mr. Leslie 
J. Harris, psc, Nutritional Leboratory, Milton Road, 
Cambridge. i 


1. Temperton, H. Nature, Lond. Sept. 25, p. 345. 
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The British Government | 


NUI, RN; and Colonel V. H 


KEY. On Sept. 30, n 
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British Association of Physical Medicine 
A meeting will be held at 11, Chandos Street, London, W.1, 


‘on' Wednesday, Oct. 20, at 5 PM, when Lord Horder will 


deliver the inaugural presidential address. 
British Institute of Philosophy 


On Friday, Oct. 22, at 4.30 pm, Prof. J. W. Harvey will . 


address the institute on community purpose and the lessons 
of Nazism. Cards of admission may be had from the director 
of studies at University Hall, 14, Gordon Square, W. C. , 
where the meeting will be held. 


Royal Society of Medicine 


There will be a general meeting of fellows at AM on Tuesday 
Oct. 19. At 2.30 Pm., on Oct. 20, Mr. J. T. Edwards, D sc, 


will give his presidential address to the section of comparative 


medicine on the limitations and uses of the comparative 
method in medicine. At the same hour at the section ‘of 
physical medicine Dr. Philippe Bauwens will deliver his 


. presidential address on electrodiagnostic interpretations and 


misinterpretation in nerve injuries. At 4.30 Pm, on Oct. 21, 
at the section of neurology, Prof. S. P. Bedson, FRS, will 
speak on the present position with regard to the epidemiology 
of poliomyelitis, and Prof. H. J. Seddon on poliomyelitis in 
Malta. On Oct. 22 at 3 pm Sir Weldon‘Dalrymple-Champneys 


is to give his presidential address to the section of epidemi. 


ology and state medicine. He has chosen as his subject an 
examination of the place of the doctor in the state, from 
ancient times to the present, together with some speculation 
in regard to the future. On the same day at 4.30 pm Sir 
Joseph Barcroft, FRS, will read a paper to section of disease 
in children on foetal movement especially in relation to the 
onset of respiration. 


Medical Casualties 


The following casualties among medical officers have been 
announced : 
Missing, believed killed. —Surgeon Lieutenant O. M. Davies, 


MRCS, RNVR; Lleut.-Colonel Hartas Foxton, MC, MB LEEDS, RAMC; 
and Surgeon Lieutenant G. C. Glennie, MB EDIN., RN VR. 


Prisoners of War.—Surgeon Lieutenant J. P. Corcoran, MB 
H. Wardle, MC, LRCP, RAMC. 


Births, Marriages and Deaths — 


BIRTHS 


BovLR.— On Oct. 1, at Bromley, the wife of Captain A. C. Boyle, 
RAMC—ea daughter. 

BrRADBURY.—On Oct. 4, at Belfast, the wife of econ Lieut.- 
Commander E. B. Bradbury, RN—a daughte 

Oe a 1 15, in London, the wife of Dr. Donald Court— 
a daug 


Epwarps.—On Oct. 7, at Woodford, Essex, the wife of Dr. Alan. 


Edwards-—a daughter. 
KEELR.—On Oct. 3, in London, the wife of Dr. C. A. Keele—a son. 
W CARDING. —on Oct. 8, at eon. the wife of Captain 
RAMC—a 8 


D. M. Kellett Carding, 
ddinburgh, the wife of Captain James 


Key, RAMO—® 80 
PLATT. Don Oct. 7, in London, the wife of Dr. B. ae Platt—a son. 
Poc#uin.—On Oct..3, at Poolo, the wife of Dr. E. E. Pochin—a son. 
W ATSON.—~On 855 2, at Woking, the wife of Surgeon Lieutenant 
Howard Watson, RNVR—a daughter. 
Woov.—On Oct. 1, in n the wife of Surgeon Lieutenant 
Wood. RNVR—a 
3, at Aberdeen the wife of Surgeon Com: 
mander R. F, Woolmer, RNVR—a daughter. 


- MARRIAGES 


BROCKLEBANK—RENDELL.—On Sept. 25, at Netley, John Alfred 
Brocklebank, MD, MRCP, major RAMC, to Winifred Rosa 
Rendell of Edmonton, Alberta 

GoopDyY—DEas.—On Oct. 7, in London, William Walton Gooddy, 
MB, RAMO, to Edda Deas, MB, RAMC 

LAWSON—MARLOW.—On Oct. 2, in “Ponisi: David Lawson, 

MRCS, to Belinda Marlow. 


DEATHS 


BEDINGFIELD.—On Sept. 28, at Rugby, Henry Bedingfield, DAO, 

; MD EDIN., MRCP, formerly of Leods. 

Buck.—On Oct . 8, Walter Buck, LRCPE, “fre 

COR. — On Oct. 9, at Appledore, Kent, aik William Cock, 
MD DURH., JP, aged 8 

DONALDSON. — on Oct. 2, ve Wisborough N Sussex, John 
Donaldson, LROCP R, lieut.-colonel late RAMC 3. 

GlBBS.— On Oct. 5, at Thames Ditton, Charles Gibbs F FRCS. 

GIMLETTE.—On Oct. 4, at Epsom, Sir Thomas Gimlette, eae MRCS, 
surgeon rear-admiral nN. 

NIXxEY.—On Oct. 6, Essex Frank Wake NSN MB EDIN., medical 
eaat aat of St. John’s Hospital, S.W.11. 

WILSON.—On Oct. 7, at Ongar, Geoffrey Meaaineton Wilson, 

MB CAMB., JP. 


— eae mn a: 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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ORIGINAL 


SpONTANEOUS SUBARACHNOID 
: HÆMORRHAGE 
A REVIEW OF 150 CASES 


O. GAULTER MAGEE, FROPE, DPH 
TEMP. PRINOIPAL MEDICAL OFFICER, MINISTRY OF PENSIONS 


Ir is now twenty years since Symonds (1923) applied 
the spur to British interest in this subject by his publica- 
tions in the Quarterly Journal of Medicine and Guy’s 
Hospital Reports. The general demand for greater 
refinement in diagnosis, the aid afforded by radiology 
with its exploitation of opaque media in the delicate 
business of radiography and the determination of surgery 
to play a part have jointly served to sustain the interest 
then aroused, and a fairly large volume of literature on 
the anatomy and pathology of the circle of Willis has 
accumulated. 

ANATOMY AND PATHOLOGY 


Apart from the well-known derivation and construc- 
tion of the circle of Willis there are less obvious features 


- which are unique in anatomical architecture and of these 


— 


must be cited the singular setting of this vascular circuit 
in a fluid space dependent only on the hydrostatic sup- 
port of the fluid in the cisterna interpeduncularis, the 
acute angles of offset of the branches and, it is now sug- 
gested, the impact of a double thrust on each communica- 
ting branch with every cardiac systole. There may be 
some compensatory mechanism in operation to deal with 
the resultant effects of this, butin any event the presence 
of currents and eddies in the communicating arteries from 
a simultaneous influx at both ends would seem to invite 
mural abnormality. 
. The cerebral vessels belong to the medium-sized or 
muscular group of arteries and much controversy has 
surrounded the relative importance of structural abnor- 
mality of the media of these vessels as forming ‘‘ loci 
minoris resistentiz leading to aneurysmal dilatation. 
A decade ago Forbus (1930), Schmidt (1930), Strauss 
and his colleagues (1932) following up the work of earlier 
pathologists, were apparently unable to reach complete 
agreement on the main issue of structural defect or 
degeneration as the most important factor. The 
excellent histological, embryological and hydrodynamic 
studies of Forbus on the circle of Willis resulted in the 
convincing argument that the principal cause of aneurysm 
of the cerebral arteries is a muscular defect of the media 
located in that portion of the vessel wall forming the 
acute angle of bifurcation, that this defect dates from 
intra-uterine life, and that the point of maximum pres- 
sure in the vessel wall under ordinary conditions of 
circulation corresponds with the site of medial defect. 
Finally, Forbus concluded that, though the muscular 
defect is the basis of dilatation, degeneration of the 
internal elastic lamina due to continual overstretching is 
the final stage in the production of the sac. ` 

But these views did not command universal acceptance. 
It has been emphasised that muscular defect at points of 
bifurcation is a relatively common arrangement in 
arteries other than the cerebral, especially the coronary 
and mesenteric vessels; but it is only in the cerebral 
arteries that one finds aneurysmal sequel. In this 
regard Fetterman and Moran (1941) report their findings 
on the examination of 200 brains from consecutive 
autopsies in the three years 1936-39, with special refer- 
ence to defects in the circle of Willis, They found that 
arterial circles of the type usually described as normal” 
were found in less than half; and 23% showed interrup- 
tive anomalies involving the posterior communicating 
branches alone. The conflict of opinion as to structural 
and degenerative effects as the major issue in causation 
led Glynn (1940) to re-examine the question. As a 
result of the careful examination of the bifurcations `of 
vessels in 10 cases of aneurysm of the circle and in 15 
controls without aneurysm, and by simple inflation 
experiments to determine the relative importance of 
muscular and elastic tissue in resisting distension he 
concluded that medial defects per se were of little 
importance but that the concentration of the elastic 
tissue in the internal elastic lamina in the cerebral vessels, 
instead of being distributed throughout the media and 
adventitia as mn other vessels, rendered this tissue more 


vulnerable to jury and therefore to degeneration. 
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ARTICLES > 
ANALYSIS OF MATERIAL l 


The present inquiry was first directed to the influence 
of physical stress as a possible ætiological factor in 
the rupture of congenital aneurysm in the circle of 
Willis and the consequent presence of blood in the 
subarachnoid space. Most of the cases collected have 
been presented to me in the course of my routine work in 
adjudicating on claims to pension made by members of 
the Forces or civil defence services, but I have included a 
small number seen personally in civil practice. The data 
from the major fraction of the series (that from the 
Services) have been obtained entirely from: the examina- ` 
tion of records and in no instance have I seen a Service 
case clinically. The cases have been carefully selected 
to include only examples of spontaneous rupture or— 
in the few cases where minor trauma could not be excluded 
—of aneurysm demonstrated at autopsy. Gross head 
injury has been absolutely excluded and care taken to 
eliminate those cases of intracerebral hemorrhage which 
may, by the violence of their occurrence, plough their 
way inwards or outwards to reach: the subarachnoid 
space. The numerous data at my disposal forced a 
much wider review of the subject than was entailed in the 
original terms of reference and it has been possible to 
5 the material presented on the wider plan outlined 

elow. 


1. Age and seg. — Certain limitations will be obvious 
under this heading —e. g., the genera] age-limits of recruit- 
ment for the Armed Forces and the preponderance of 
men in the earlier days of the war. It may be stated, 
however, that of 35 cases occurring during the first six 
months of 1942 there were only 2 females, and this at a 
time when recruitment of women must have reached a 
high level. . - 2 

Having regard to these limitations set by recruitment, 
the impact of subarachnoid hæmorrhage on the age- 
groups is shown in table 1. The conclusion to be drawn 


TABLE I—AGE-INCIDENOE IN 150 CASES 


i Approximate age- 
grouping (per 


Age (years) Cases Per cent | pent A 9 
„ o war 
Under 20 9 6 | A 
21-30 76 50 52 
31-40 56 37 22 
41-50 9 6 2 


is that the incidence is low under the age of 20 and 
thereafter rises and continues to rise sharply throughout 
the age - groups under consideration. The influence of 
age on recurrence, death, good functional recovery and 
recovery with such complications as hemiplegia, vertigo, 
fits, and diplopia, has also been examined (table 11). 


TABLE II—INFLUENCE OF AGE ON DEATH, RECURRENCE AND 


RECOVERY 

Age in years hams: | Recur- | Deaths „56 

"| rhage. | rences 5 Good Fare 
s a re a Se 
21-30 716 2 a ee 18 

31-40 56 21 37 135 

41-50 9 ! 1 | 5 i 5 

Totals 150 500 84 . 


In the 21-30. age-group recurrence followed in 330%, 
death in 48% and a good recovery in about 35%. For 
the 31-40 age-group the results are somewhat less 
favourable, recurrence following in 37%, death in 66%, 
and a good recovery in only 27%. In the 41-50 group 
good recovery is rare. : 

2. Previous health and family kistory. No information 
of value, apart from the headaches and ocular signs 
discussed later, was gained from the examination of 
recorded former personal or family history. Refractive . 


R 
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. errors 22, epilepsy 4, rheumatic infection including 
tonsillitis 9, as episodes i in the previous personal history, 
would appear to represent the incidence in a fair cross- 


Section of the population. 


3. Mode of onset, trauma, exertion, rest. _-Extensive in- 
quiries have been made in each case as to contemporary 
or previous trauma or physical strain. Examples of 
hzemorrhage into the subarachnoid space as an accom- 
paniment of gross cerebral trauma have been carefully 
excluded from the series, but in 8 cases out of the 150 
a comparatively minor trauma would seem to demand 
recognition as the dete etiological factor. The 
type of trauma is that associated with heading a football, 
or a simple fall; symptoms developed in under five 
minutes in 3 cases, in under three days in 3 cases, in a 
week in one case. In the 8th example a rather more 
severe fall on the back of the head about two months 
previously had been followed by a period of indefinite 
ill health until the major catastrophe. 
died and autopsy was carried out in 5, in all of which 
aneurysms were found. The following case is a good 


example of apparently trivial i injury giving rise to serious 


cerebral complications. 


A man, aged 48, was involved in a motor accident un March 3, 
1942. He received no apparent injury and remembered every 
detail of the incident. He was certain he had received no head 
injury. He complained of slight headache very soon after - 


- wards but nevertheless continued his tour of duty and even 


filled in the accident form. The following day he thought he 
was a little clumsy with his right hand. On March 5 he 


fainted, vomited, and presented clinical signs of raised intra- 


cranial pressure. A few days later a lumbar puncture was 
done and a bloody fluid was found. His condition varied 
over the next three or four days, but on March 12 he was noted 
to have papilleedema and on March 13 he developed right 
hemiplegia; became drowsy and had neck rigidity. For the 
next fortnight he had several attacks of drowsiness with 
diplopia and visual hallucinations of the complex type—seeing 
figures, semicircles, &c. He died on March 29. Post-mortem 
examination showed a small saccular aneurysm of the 
9 anterior cerebral artery ruptured into the right frontal 
obe 


In regard to exertion and effort 15 cases only claimed 
or could be related to physical strain, and a. liberal inter- 
Pretation of the expression is required to em brace even 
this number. Four of the subjects were playing football 
(this number does not include 2 others who headed a wet 
football and are included under trauma), 2 were cyoling, 
2 were doing physical training exercises, one driver was 
stricken while pulling a heavy canvas over his lorry, a 
furniture remover while carrying a heavy chest, one 
soldier collapsed on a cross-country run and another 
while lifting a'cart-wheel. It will no doubt be admitted 
that in few of the above 12 cases, in which the hemor- 
rhage commenced immediately, could support be given 
to a serious claim of unusual stress as a precipitating 
factor. In the remaining 3 cases of delayed onset the 
relationship is even more obscure. In one case symp- 
toms commenced in the evening following a full day’s 


military training, one was claimed to be due to exception- | 


ally hard work as a stoker and the third to the heavy 
work of an Army baker, who had to lift heavy weights and 
to perform strenuous acts of kneading. 

A s against the postulated perils of; physical strain there 
were 135 cases (90%) to which no such cause could be 
assigned nor indeed was claimed. These subjects were 
going about their common tasks when they were over- 
taken. 
of onset while in bed, or rising from bed, or in the home 
or office or cinema ; 10 more of them were out walking, 
one was dancing. There is thus pressing evidence 
a acceptance of physical strain as an etiological 
actor. 


4. Premonitory sy 
were sought in headache: ocular anomalies and in any 
other notable cerebral br somatic disturbance. 18 of the 
cases gave a history of headache for months or years and 
one half of them attached the label of migraine; 3 of the 
18 no doubt deserved the designation of ophthalmoplegic 
migraine, for the premonitory subjective visual disturb- 
ance was followed by ocular palsy when the major attack 

developed. One other case deserves description not only 
for its migrainous accompaniments but also for its 


SPONTANEOUS SUBARACHN OID HZ MORRHAGE 


Of the 8 cases 6 


and symptoms can be seen in table m. 


In 43 of them there is a clear and definite history . 


mptoms or antecedent signs. — These 


oe + 
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demonstration of the truth ofthe argument of the preced- 
ing paragraph on rest and strain. 


A van driver, aged 25, had tonsillectomy at the age of 6, 
since when he had been subject to three or four bilious 
attacks per year. These attacks start with blurred vision, 
are followed by a sense of numbness of the hands, especially 
the left, and culminate in vomiting and headache. The 
attacks last six hours. On July 1, 1941, he had a severe 
attack, became aphasic and thén unconscious. He was 
detained three weeks in hospital. On July 9, 1942, he was an 
inpatient awaiting a second tonsillectomy when, at 7 AM one’ 
morning, he felt sick, complained of a severe headache, 
became drowsy and then unconscious. On examination he 
was found to have neck rigidity, a positive Kernig and a bloody 
CSF. Next day he passed again from unconsciousness to 
drowsiness and complained of severe frontal and occipital 
headache. No deviation from the normal was found in the 
optic discs and in all other respects the central nervous system 


appeared to have recovered. The blood-pressure was ` 


110/70 mm. Hg and the pulse-rate 50. From this date he 
made a gradual recovery and by July 31 presented no sign 
whatever of any abnormality. 


Apart from the headaches and ocular anomalies the 
only other findings on inquiry into premonitory symp- 
toms was the complaint of notable lumbar pain in 3 cases 
9 0 week, three weeks and eight weeks before the e major 
attac 

5. Presenting symptoms and signs.—The main signs 
Among the 16 16 


TABLE II—PRESENTING SYMPTOMS, SIGNS AND OTHER FINDINGS 
IN 150 CASES OF SUBARACHNOID HÆMORRHAGE 


Findings Cases Remarks 
Pyrexia X n Bice 9 Usually 100-103° F.; ons 
case 106° F. 
Pulse-rate— l 
ror o = 55 ae } Out of 29 observations. 
‘Headache .. 92 105 14 occipital. 
Loss of consciousness as 75 — 
Sonvulsions m si 19 „ — 
Vomiting ee eo ee 64 N — 
Ve rtigo ee oe 25 — 
Dip plopia 8 15 came to auto 
Objective opithatiioplesis 8 aneuryam demonstrated 
Papilæœædema - 11 oted on ist day in & cases z; 
latest case appeared om 
13th N 
Vascular bypertension— 
Diastolic over 100 mm. Hg 7 F recorded in 
Systolic over 150 11 3 cases 
Wassermann or Kahn test 35 All negative. 


ophthalmoplegic cases aneurysm was found in one by 
arteriography ; with one exception (in which the basilar 
was affected) the aneurysms in these cases lay in the 
anterior half of the circle or its branches. Albuminuria, 
often massive, was found in 15 cases and glycosuria in 7. 
In all cases these findings were transitory. Hematemesis 
or coffee- ground vomit occurred in 3 cases. There were 
no other abnormal or unusual signs. 


* 
TABLE IV-——RELATION OF FINDINGS TO PROGNOSIS IN 150 
CASES OF SUBARACHNOID HZ MORRHAGE ` 


| 


— | Cases Died pap re S 

Loss of consciousness 78 48 61 
Convulsions 2 65 17 | 9 53 
Vomiting 755 si 64 | 34 | 53 
Papillædema .. u’ | 6 54 
Unconsciousness— 

With vomiting 4 33 21 | 63 

With convulsions .. 3 12 5. | 58 


In the whole series of 150 cases the mortality-rate was 
56% (84 deaths). It would be natural to inquire in a 
serious condition of this type whether any aid in prog- 
nosis may be obtained from a rapid surve’ppf the ical 
picture as found on first presentation, so 


attempt has 


— — — —— 
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been made to glean some precoghition.from the presence 
or absence of unconsciousness, convulsions, vomiting, 
papilloedema or the blood-pressure reading (table Iv). 
With the possible exception of slight worsening in outlook 
in the spore of unconsciousness nothing of great 
prognostic value is to be found as a result of these 
inquiries, and table v seems to justify the conclusion 


TABLE V—THE SYSTOLIC BLOOD-PRESSURE (IN MM. HG) 


IN 63 CASES 
— cal 100- 110/110- -120|120- 120 130 1401401500 Over 
— l] — $ 
Recovered; 2 8-| 6 Er 1 | 5 
Died 0 1 j 3 | 5 2 6 
Total ..! 2 9 11 | 1 14 3 11 


that no help in prognosis is to be obtained from the 
sphygmomanometer. 
6. Cerebrospinal fluid.—In every case either by lumbar 
puncture or at post-mortem’ examination the CSF- was 
ankly hemorrhagic or xanthochromic. This finding is 
the corner-stone of the present investigation. No other 
findings of value eventuated. 

7. Autopsy reports.—Of the 84 fatal cases, 58 were 
brought to autopsy and in 43 a ruptured aneurysm was 
found. In two cases 2 aneurysms were found, in one 
3 aneurysms were found and in a fourth several are 
mentioned but the number is not specified. As regards 
site, the following analysis shows that they are much 
more common in the anterior half of the circle and also 
on the right side than on the left. 


SITE OF ANEURYSM IN 43 CASES OF RUPTURE 


Tott 5 „ 2 
An or cere 5 
Left middle cerebral 5 e 
Right middle cerebral 7 [° of circle = 
Anterior a 87 
‘Left vertebral .. 1 
PENti vertebral .. 0 | 
: E Posterior half 
kt sterior cerebral . 0 > h: 
ht posterior cerebral. A g {of circle=9 
Toft posterior communicating : 
7 


Right posterior Ommu CANE 2 = 
Site not specified.. zs E 


The incidence on the cae side of the circle is twice as 
heavy as on the left side. This is refiected clinically in 
_ the material at my disposal, for in those cases temporarily 

accompanied or followed by paresis or hemiplegia the left 
side bore the brunt in 21 cases as compared with 14 
right-sided paralyses. This incidence is the reverse 
of the common experience in intracerebral hemorrhage 
of other varieties. There were few other striking 
post-mortem findings. Congenital horseshoe kidney 
was found in 1 case, cystic kidneys in 1, the thymus 
gland was reported as present in 2 cases, a duodenal 
ulcer was active in 1 case and in 2 others atheroma of 
cerebral of other vessels noted. 

. Recurrences.—Particular regard had been paid to the 
interval after the first attack, the regime adopted in the 
treatment throughout—rest, exercise, &c.—the relation 
of recurrence to age, blood-pressure, and to the site of 
aneurysm in cases which came to autopsy, and to the 
general significance of persisting symptoms. The 
prognosis in cases of recurrence has also been examined. 
A second hemorrhage occurred in 50 of the 150 cases. 


This is a high exposure to jeopardy but it is even more. 


alarming when mention is made of the fact that of the 
150 subjects here considered 52 died in the primary 
attack. The 50 recurrences therefore were found among 
98 survivors of the first attack. And 32 more failed to 
recover. Recurrences have been subjected to careful 
scrutiny with regard to: the latent period ; the result ; 
the site of aneurysm; and the relation to rest and 
exercise. The last-named is a feature of the discussion. 
The latent period and results are best appreciated by 
the study of table v1, from which it will be seen that the 
major incidence of the second attack falls in the first 
month with a peak in the third week. Conclusions as te 
the mortality-rate are scarcely justified from a small series 
of cases but it appears to rise steadily to the fourth week 
and then fall N As to the site of aneurysm found 


are candidates for pension. 


in those cases of recurrence which were subjected to 
autopsy the same preference for side and anterior position 
is noted as in cases fatal at the first attack. No parti - 


cular vessel appears specially prone to recurrent bleeding 


unless it be the right middle cerebral which provided 4 
out of 12 examples of aneurysm found at aaa in this 
group of repeated rupture. 


TABLE VI—LATENT PERIOD IN 50 RECURRENCES 


Period within Period within 


which recurred Cases Died | which recurred Cases Died 
(weeks) (weeks) 
1 4 3 6 . 4 2 
` 2 9. 5 ag 1 
3 12 8 8 . 0 0 
4 7. 7 Over 8 7 5 
5 4 1 


9. Results. — Expectation of life and competen have 
been noted. In this series of 150 cases 105 either died 
or were seriously crippled by paralytic sequelæ, incapa- 
citating headache or vertigo. At periods varying 
between six months and four years 22 cases have been 
re-examined, and some idea of the end- result may be 
ascertained from table VIL’ 

TABLE VII—RESULTS TO DATE IN 22 RECOVERED CASES OF 
SUBARACHNOID HEMORRHAGE , 


‘caso i Interval 


© (months Remarks | | Presènt complaint 
1 B 15 Working as school Sense of lightness in the 
attendance officer. head only. 
2} 8 Working in a factory. Headache on waking, 
Š occasional giddiness. 
3 12 Working. Attacks of right frontal 
| headache. 
4 12 Three weeks’ work only.| Constant pain in head, 
photophobia; bleph- 
arospas 
5 | 8 No record of work. Occasional ` headaches, 
. poor memory ; exoph- 
' , thalmos, no "thyroid l 
| | enlargement. 
6 6 Half-time work. Headache, listless, 
Impro 
7 12 Baker; no 1068 of time | No complaints. - 
since recovery. 
8 18 At former job without Headache, lassitude ; 
| loss of time since improving. 3 
recovery. 
9 | 18 Munition worker; no Pain in back. 
| loss of time since 
recovery. 
10 24 Not worked. Heada he, dizziness. 
11 24 | Doing important job. Great improvement. 
12 12 Working as messenger. Right-sided headache. 
13 6 i No record. Feels fit. 
14 6 No record. Slight backache. 
15 6 Working as accountant. o complaints. 
16 12 Not working. Hemiplegia. 
17 18 Cannot keep a job. Headaches, giddiness 
18 24 No work. - Constant headache 
19 6. Working as clerk. Still hag headaches. 
20 6 Cashier; has worked Headaches. Poor 
| without loss of time memory. Drowsiness. 
since recovery. 
21 48 Working as a barman. Continuous headache. 
22 18 Pr Presumed working. Very slight headache. 


— — - + —— 


DISCUSSION 


The relation of physical strain to subasachnold TAE 
and to rupture of aneurysms of the circle of Willis was 
the primary object of this investigation. The incapa- 
citated are quick to invoke strain as the fons et origo 
of many of their ills ; ; and the sight of blood, or Know- 
ledge of bleeding, is almost invariably referred to some 
form of muscular effort or physical strain. It is therefore 
rather a striking feature of the clinical history in the - 
cases now under review that few are disposed te advance 
this claim of relationship ; it becomes almost unaccount- 
able when one remembers that a considerable proportion 
For the few who do so claim 
(and in justice to those who do not) we must ask ourselves 
whether, on the available information, ‘a case has been 
made for invoking physical strain as the major precipitat- 
ing factor or indeed as playing any part whatever in 
determining the onset of subarachnoid hemorrhage. 
Are the claims of the furniture-remover and lorry- 
driver, stricken while carrying out their accustomed 
tasks for the hundredth time, well founded ? 
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It is desirable to emphasise that only 12 (or 8%) claimed. 
an isolated incident as the precipitating factor, and of these 
several were very doubtfully deserving of inclusion. In 
90% there is no histony of physical effort and in 28% there 
is a special accent on rest, for these were overtaken in 
bed or chair. It may be argued by those who favour 
effort as a major factor in etiology that these figures are 
unconvincing, that the patient is unconscious, amnesic 
or of blunted perception and therefore unreliable as a 
witness, that he may have had a strenuous day before the 
attack developed and taking to his bed in exhaustion and 
- weariness was there overcome. Or again, that while 

isolated strain plays little part, continued stress is highly 
suspect and that the enjoyment of quiet conditions at 


the time of rupture proves nothing. These points have 


been most carefully considered and in every case exhaus- 

tive inquiry has been made for collateral and corrobora- 
tive evidence from relatives or associatés. In almost 

every case the result has been a denial of unusual stress. 

For the contention of continued stress as a determinant, 

a necessary and inescapable corollary would seem to be a 

raised blood-pressure. But we find ourselves faced with 

the disconcerting and embarrassing findings in 63 of these 

cases in which there are blood-pressure readings. In 52 

of these the systolic blood-pressure was found to be under 
150 mm. Hg and that at a time when with a raised intra- 

cranial pressure it would be expected to soar. In only 
7 cases was the diastolic blood-pressure over 100 mm. Hg. 
It seems a safe deduction that, however scanty our know- 
ledge of the causes of rupture or leak, a raised blood- 
pressure is not one of them. 

I suggest that the claim to the precipitating influence 
of stress and strain is weakened by these findings; but 
there is, I think, more convincing evidence to present, 
based on recurrence. Here we have the patient in most 
instances under conditions of our own choice, subject to 
more accurate observation and independent of the 
untutoréd accounts of lay witnesses no matter how 
reliable. Of 50 recurrences in this series, more than two- 
thirds happened while the patient was still in bed or had 
been allowed up under the quiet and controlled conditions 

of hospital life. The emphatic testimony against stress 
and strain in the production of the primary attack seems 
to be underlined by the observations on recurrences, and 
it seems logical to propound that if these factors play no 
- part at the end they can also be exonerated at the 
beginning. Indeed, as between rest and effort this series 
suggests that the former deserves the greater share of 
blame. 
. SUMMARY l 

In a review of 150 cases of subarachnoid hæmorrhage 
it was found that the main incidence of aneurysmal 
rupture fell in early, or early middle, life; no reliable 
premonitory sign of aneurysm or its rupture could be 
specified but evidently headache of migrainous type in 
young people in.whom no relevant family history is 
obtained should arouse suspicion ; a concurrent ocular 
palsy would disperse a deal of doubt and would justify 
recourse to radiology.. But in most cases the clinical 
` picture was presented without warning or ceremony and 
the subject felled in the full enjoyment of his life. 

Headache, sudden, severe and memorable was the intro- 
duction in the vast majority of cases and the association 
of pyrexia, vomiting and neck rigidity are often apt to 
cause misjudgment in favour of cerebrospinal meningitis. 
Convulsions were uncommon, and among objective signs 
papilledema was unexpectedly rare (7%). Vascular 
hypertension was a negligible factor and in no case was 
a positive Wassermann or Kahn test found. It seemed 
quite clear that physical effort was unimportant in the 
ætiology. | , 

I he various symptoms and combinations of symptoms 
have been examined for prognostic indication but without 
any real success. 

Autopsy was carried out in 58 cases ; in 43 a ruptured 
aneurysm was found ; in the remainder the hæmorrhage 
was definitely confined to the subarachnoid space but no 
aneurysm could be detected. 

In this series there was a high incidence of aneurysmal 
dilatation on the right side of the circle of Wilis, and on 
the anterior offshoots. 

The gravity of the illness was reflected in the high 
mortality-rate (56%) and in the poor prospects of a really 
good recoyery, which prospects diminished with advancing 


- 8 E; Globus, T H. and Ginsburg, S. W. (1932) Arch. Neu 


. demonstrated by removing, 


years. Not many of those examined subsequently were 
entirely free from symptoms, though these were ofte 
not a barrier to employment. ; 


I am indebted ta the Director-General of Medical Services, 


Ministry of Pensions, for his interest in the investigation and 
for his permission to publish this paper. 7 | 
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DEPOSITION OF PROTEIN - MATERIAL 
IN IMPLANTED PELLETS OF 
STEROID HORMONES 


R. DEANESLY ` 
D S0 


A. S. PARKES 
SO D CAMB, FRS 


(From the National Institute for Medical Research) 


CRYSTALLINE steroid hormones are now often ad- 
ministered by the subcutaneous implantation of pellets 
made by compression, according to the technique intro- 
duced by us in 1937. Certain local reactions follow the 
implantation of such foreign bodies. If a pellet is left 
undisturbed in the subcutaneous tissue for some time it 
becomes, in most cases, enclosed in a tight connective- 
tissue capsule which can usually be skinned off. cleanly 
when the tablet is removed. The thickness of this 
capsule and the regularity with which it is formed vary 
with the species of animal, the substance implanted 
the local conditions, and the duration of implantation. 
The extent to which the capsule prevents continued 
absorption is not yet clear: on the one hand, there is 
good evidence that tablets may be absorbed at a regular 
rate throughout their life (Thorn et al, 1939); on the 


other hand, there are reports that capsule formation 


may bring to an end the absorption of active material 
while much of the pellet still remains (Walter, Geist and 
Salmon 1940). 

A fresh aspect of this problem was raised by Folley 
(1942a), who found that tablets of stilbcestrol which had 
been implanted for an appreciable time acquired, in 


addition to the connective-tissue capsule, an interstitial . 


deposit of protein matter. This deposit could be 


cleaning and drying a 
pellet, and immersing it in ether, whereupon the active 
substance dissolved and the residue floated to the top of 
the solution as a semitransparent or opaque body. he 
fact that the body had shape and coherence suggested 
that some definite process of deposition was involved, 
rather than the mere leaving behind of the dry matter 
of the body fluids which permeate the pellet. Folley 
reported that the deposit was in the superficial layers 
of the tablet only, so that after the removal of the 
atilboestrol it took the form of a hollow envelope. The 
original observations related only to stilbostrol and 
hexcestrol implanted into heifers, but Folley (private 
communication) has observed the same phenomenon 
with cestrone implanted into rats. Folley holds that 
the interstitial deposit progressively inhibits absorption, 
since he found that a tablet which has been removed, 
cleaned and re-implanted is absorbed more slowly on the 
second occasion (Folley 1942b). It should be emphasised, 
however, that in Deanesly and Parkes’s original experi- 
ments pellets of androstanediol were still being actively 
absorbed after 13 successive implantations, removals 
and re-implantations, and that Emmens's (1939) very 
careful investigation of the rate of absorption of tablets 
of stilbœstrol esters showed that absorption, checked by 
periodic removal, proceeded steadily for the whole 
duration of the experiment—300 days. 
Compressed tablets will inevitably have interstices 
capable of being filled with protein, and considerable 
interest, therefore, attaches to a 5 introduced 
method of making pellets for implantation by fusing the 
active substance into solid blocks (Shimkin and White 
1941). Such blocks should have no interstices and 
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7 should. therefore. offer much ‘less opportunity for the 
deposition of protein matter. Since fused blocks may 
ultimately succeed compressed tablets for implantation 


COMPARATIVE RATR OF ABSORPTION OF COMPRESSED TABLETS 


`. AND FUSED BLOCKS - 


this possibility is of practical as well as of theoretical I. Weight of pellet 
interest. l ~~ ae Ot e N Nature | Duration of |- (mg.) [Absorp- 
We have now. examined the behaviour of fused blocks Substance of. | implantation ren n 
by comparison with that of compressed tablets, and TaT Pb 
made some further observations on the deposition f k7ñ —ñ3ł7é«z«9v.. 
protein matter in implanted tablets. CEstradiol.'.. Tablet 90 51 = 
ae Pee. OBSERVATIONS © Ta , 60 L 60 
Coniparative absorption of tablets and. blocks.—Four ‘ 5 
substances were used—cestradiol, « testosterotie,; pro- 8 | ; 0 | 50 
gesterone;.and.desoxycorticosterone acetate (DOG). .!˖ẽ⅕. ———————— 
Tablets and blocks were made of approximately the Testosterone.. Tablet ; 90 50 
same weight (50 nig.), and of as nearly as possible the 5 ae e 
same shape. In one series of experiments one rat was : 607 51 
used for each substancé, the tablet being implanted on i FCC 
the left side, and the block on the right. In several ` . 60 50 
cases, after an initial period, usually 30 days, the tablets T | : 
and blocks S "emou d, ae dried.. weighed and . — 60 50 
=- pe-implanted into another rat for a er period. - ssterone. . 50 
The results are shown in the table. 7 peony Tabet 30 50 
In the experiment with cestradiol, in the first experi- 15 60 
ment with testosterone, and in the 30-day experiments 175 80 
with progesterone and DOCA, the results with tablets — MM 
and blocks were virtually identical. ¿The differences | Block | aor as | 80 
between the other figures are not consistent, as the,̃ẽ aͤðtv k ĩ5—xkĩß⸗„%„% v nk 
indicate a slightly faster absorption of progesterone in DOCA ` | Tablet | 380 50 
block form, and a faster absorption of testosterone and i 60 60 
DOCA in tablet form. It may be provisionally con- : 


cluded from these experiments that the rate of absorption 


-of fused: blocks is of the same order as that of compressed 
tablets. : . 


Comparative deposition of protein in tablets and blocks.— 


The residual blocks and tablets from the experiments 


— 


——ͤ — — — — 


recorded above, after being cleaned, dried and weighed, 
were bransferred to ether at room temperature, to 


5 dissolve away the active substance. As anticipated 
from the work of Folley, from each tablet a coherent 


ghostly * residue of the same size and shape as the tablet 
was left behind in the ether solution. This protein 
meshwork was particularly dense in the case of the 
cestradiol tablets. It seems, therefore, that tablets of 


cestradiol, testosterone, progesterone and desoxycorti- 


costerone acetate must be added to the list of those 
which acquire an interstitial deposit of protein on 
implantation. In spite of this confirmatory result with 


compressed tablets, we were surprised to find that 


treatment of the fused blocks with ether led to a 


similar result, though in this case the body left behind 


* Folley used the word “ ghosts” to describe the bodies left behind when 
the active substance is dissolved away, but we hesitate to apply the 
word to bodies which can be examined by histological methods. 
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Fig. —Sectlon of the protein deposit in a compressed tablet of desoxycortl- 
costerone acetate. The tablet weighed 50 mg. on implantation, and 21 mg. 
when finally removed after 60 days. 


The deposit extends throughout the 
tablet. š (x 18.) ‘ . l : 


~ 


Eai 


. above confirms Folley’s conclusion that 


: protein deposit (fig. 3). 


| Block 30 50 
. %o es 


38 


— —— — 


The braco indicates two results obtained on the same pellet by removal 


and re-implantation. ; 


after ether extraction was thin-walled and apparently 


hollow. ; f $ ae Ha $ ae 
Because of the further work described below it was 

impracticable to weigh the residual bodies, but it was 

evident that the deposits in the tablets were much more 


substantial than those in the blocks. 


_ Histological examination . of . deposits.—The protein 


material was then examined histologically. From ether, 


eosin being added to increase their visibility. They 
were then cleared in xylol, embedded in paraffin wax, 


. sectioned, stained and mounted in the usual way. The 
material stained readily with hematoxylin, and the 


fact that it survived the histological treatment outlined 
the interstitial 


the bodies were transferred to absolute alcohol, enough. 


deposit is largely protein in nature. On microscopic 


examination it was found that the residual bodies from 


the conipressed tablets were solid in the sense that the 


meshwork of protein was continuous right through the 
tablet, and was remarkably even except for the greater 
density of the surface layer (fig. 1). The bodies from 


_ the fused blocks, on the other hand, consisted only of a 
thin envelope which appeared to have formed through 


— 


the deposition of protein in the superficial interstices . 


caused by absorption from the surface of the block 
(fig> 2). In one tablet of testosterone, where a small 


amount of the-connective tissue capsule had been left 


on, histological*examination showed small trabecule of 
fibrous tissue growing into what had probably been the 
superficial interstices of the tablet, but the cellular 
capsule was always. quite distinct from the interstitial . 
As histological material these 


speeimens suffered from the facts that (a) with one 
exception, the connective-tissue .capsule had. been 
stripped off before the hormonal substance was dissolved 
away, so that the relation between the connective-tissue 


work was undertaken. We therefore made further 
histological observations on more adequately fixed 


material. A tablet of cestradiol trimethyl acetate, 


implanted for 150 days, was removed complete with 


-connective-tissue capsule and fixed. whole in Carnoy's 


fluid (60% absolute alcohol, 30% chloroform, 10% 
acetic acid), which was chosen. for its penetrating power 
and to dissolve away the cestradiol compound. After 


capsule and the interstitial meshwork could not be 
ascertained, and (b) the tablets, including their protein 
_ constituent, had been air-dried before the histological 
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fixation, the specimen Was cleared, ‘embedded and 
‘sectioned as usual. On microscopic examination the 
connective-tissue capsule was seen to be sharply defined 
and to have no. obvious connexion with the interstitial 
deposit. The latter, in contrast to the capsule, appeared 
to have no cellular structure, and no evidence was 


obtained that it had ever included living tissue. This 
conclusion agrees with the fact that the. connective- . 
tissue capsule can be easily and completely stripped off 


the tablet when it is first removed from the animal so 
that no organic connexion between the capsule and the 
material deposited in the interstices of the tablet would 
be expected. 


Deposition of protein in tablets-made with excipient and p 


afier intraperitoneal implantation. Experiments had 
been carried out in another ‘connexion with 50 mg. 


tablets made of 60% stilboestrol dipropionate, 39 % ` 


lactose and 1% stearic-acid, from which the lactose is 
very rapidly absorbed, leaving behind a highly porous 
mass. Such tablets were found to have a very sub- 
stantial protein deposit. In a specimen examined 


microscopically after 20 days implantation, the mesh-. | 


work was very thick and dense,. while in similar ones 
implanted for 5 and 10 days the dried ether-insoluble 
material weighed about 2 mg. (7% of the weight of the 
tablet when removed). The rapidity with which the 
deposit is formed was also shown by the finding of a 
. well-developed deposit in a 25 mg. stilboestrol tablet 
implanted for only 5 days. The connective-tissue 
. capsule takes several weeks to develop, and the presence 
of coherent deposits after even 5 days shows that the 
vapsule i is not necessary- for their formation. 

This conclusion was confirmed by examination of 25 
mg. tablets of stilbcestrol after intraperitoneal implan- 
tation. Even after 5 days, when the tablets are still 
quite free in the peritoneal cavity, a well-developed 
deposit was found after extracting the tablets with 
ether. The meshwork may not be complete through 


“the tablet in these early stages, but iti is evident shot the 


procers of . is at work. 


— 


= _ DISCUSSION 


The weight of the pellet, cleaned and dried after 


removal from the animal, will include that of the inter- 


stitial protein, which according to Folley may amount.. 


- to 2-3 A of the tablet when removed, and the. weight of 
the hormone itself will be correspondingly less than 
appears by the usual technique of estimation. 
difference will be greater with compressed tablets than 
with. fused blocks, and with the former, as Folley pointed 


out, may appreciably affect the calculation of the. 


absorptiôn-rate if only a small amount of active 
substance has been removed. 

The experiments described show that the pate of 
absorption from a tablet with a complete protein deposit 


Fig. 2. section of the protein deposit in a fused block of desoxycorticosterone 
acetate. The block weighed 50 mg. on Implantation and 38 mg. when 
removed after 60 days.. The deposit is sparse and restricted to the superficial 


| layer of the block. (x 20.) 


DEPOSITION OF PROTEIN MATERIAL 


it is only superficial.. 
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Fig 3.—Section of part of the. connective-tissue capsule 55 interstitial 
„deposit in a tablet of testosterone, implanted for 60 days. The cap- 
‘sule, sompaa ol of live — is ony demarcated from the e 

9 (x 200.) l 


AAE 


is roughly the same as that, from a fused block i in which 
It is possible therefore that if 
‘both were free from protein a tablet might -be absorbed 


more rapidly than a block, because its porosity. would 
result in a much larger. surface being. presented for 
N than in the case of a fused block of the same 
weig 

Even if the presence of the protein deposit slows down 
the absorption of the tablet, and to a lesser degree of 
the block, the figures given in the table offer no support 
to the view that the slowing down is progressive and 


that a pellet is more slowly absorbed in relation to its 


weight as time goes on. This conclusion is in keeping 
with evidence adduced above that the formation of the 


‘interstitial deposit, as distinct from that of the con- 


nective- tissue capsule, results. from precipitation of the 
body fluids which soak into the tablet, rather than from 
a process of tissue growth, and becomes complete. at a 


very ped stage in the life of the tablet. 


SUMMARY 


In at with cestradiol, progesterone, taste: 
sterone and desoxycorticosterone acetate it was found 
that tablets made by compression were absorbed, after 
subcutaneous implantation, at about the same rate 
as blocks made by fusion. 


Both types of pellet acquired an interstitial deposit of 
protein material as described for stilbcestrol tablets by 


Folley, but histological examination showed that, 
whereas the deposit was continuous throughout the 
tablet, it was superficial only in the block. > 

The meshwork showed no signs of having included 
living: tissue or of having histological connexion with 


the sharply demarcated connective-tissue capsule’ which 


forms round implanted pellets. 

The formation of the protein deposit is not de 
on the presence of the capsule, as is shown ‘by the fact 
that it appears within a few days of implantation, 
before encapsulation takes place. 

No evidence was obtained that the interstitial deposit 
of 1 material slows. up the . i the 
pelle 


Our thanks are due to Dr. S. J. Foiley, with whom we have 


been able to discuss progress and exchange information during 


the course of the work. 


We are indebted to Örn Laboratories for the fused 


blocks, and to Boots Pure Drug Co. or the e 
tablets. 
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TRANSFUSION IN THE AMBULANCE 
ITS VALUE IN THE WESTERN DESERT 


; H. K. LUCAS, mB LPOOL 
QAPTAIN RAMC ; OC A FIELD TRANSFUSION UNIT 


A WOUNDED man loses blood and blood-plasma at the 
time of wounding, and this loss may be so severe as to 
cause circulatory collapse, or “ wound shock.” 
second and scarcely less important factor with the 
severely wounded is the further loss of plasma into the 
damaged tissues produced by movement during evacua- 
tion. This second loss can be largely overcome by setting 
up travelling transfusions ” in ambulance cars. 

In the Western. Desert resuscitation work met some 
special problems. The distances between battlefield 
and * field ambulances or casualty-clearing stations 
(CCSs) Varied from 20 to 120 miles, and the tracks were 
very bad. They were the shortest route between two 
points. If the surface of a ploughed field could be 
hardened into concrete it would offer a fair imitation of 
long stretches of the main supply routes. Even tracks 
which had a good surface on the day they were marked 
out by the grader degenerated to the usual standard 
during three or four days of army usage. . 

Most of the battles along the North African coast were 
fought in areas where the water-supply was restricted to 
half a gallon per man per day for all purposes. was 
sufficient to keep the forward troops in apparent good 
health, but was not always enough to maintain the water 


reserve on which the body depends to compensate for 


blood-loss, especially when the heat of the desert depleted 
the body fluids through endless perspiration. Wounded 
soldiers therefore were not so well able to compensate 
their blood-loss as their fellow casualties in a well-watered 
sade A 

Another factor which increased the degree of circulatory 
col was the widespread use of many types of mine 
and booby-trap by the enemy. These were employed on 
the most elaborate scale. They produce a unique type 
of injury in that detonation occurs in contact with t 
body, and often results in compound injuries of both 
lower limbs, associated with extensive surface laceration 
and the blasting open of the muscle layers, with much 


tissue destruction and hemorrhage, while. buttock and. 


scrotal wounds are common. The resultant circulatory 
collapse is.severe and these cases need considerable 


‘quantities of blood and plasma before operation can be 
unde n. 


TRANSFUSION OF CASUALTIES FROM BATTLES OF MARETH AND 


ENFIDAVILLE 

a JJ. | — |Fluid transfused per 

- Wounded | % | 100 casualties 

— in one trans (bottles) 

corps used ͤyßkß⸗—ñ •O„ßß;r 
5 Blood Plasma Total 
— —— — — — — — — 

Mareth, March 16-25 1393 | 18 | 46 20 | 66 
Enfidaville, April29-May 5 820 12 | 23-5 9 325 


(a) The unit of fluid in Eighth Army is the Bristol blood bottle, 
holding 540 c. c. Each bottle of blood contains 100 c.cm. of 
38 66 sodium citrate and 440 c. em. of whole O (IV) blood. 

(6) In both series, more whole blood was given in the main dressing - 
stations of field amibulances than in CCSs. 


Further, wounds in desert warfare seem to be more 
severe than those received in less bare country. This 
is probably because of the lack of natural cover available 
for infantry attacking a defended position. 
Mareth battle, fought over typical desert country, 
approximately 18% of casualties received a transfusion 
in the forward areas (in field ambulances, or corps 


OCSs), whereas at Enfidaville, where the country is 


hilly and rock-strewn, despite fierce fighting, the propor- 
tion of casualities needing transfusion fell to 12%, while 
the number of bottles of blood and plasma used per 100 
wounded fell from 66 to 33 (see table). : i 


S 2. of TRAVEL AND SHOCK . 

The transfusion equipment of Bighth Army units 
provided dry plasma for the regimental medical officer, 
dry arid wet plasma or serum for the advanced dressing- 
stations, and plasma and blood for the main dressing- 


But a 


left arm above elbow, with severe blood - loss. 


At the 


stations. Blood for the field ambulances, to which no 

usion unit was attached, was issued from the 
advanced blood bank, which was a mobile supply unit 
consisting of one refrigerator truck and one stores truck. 
Blood was sent out in iee-packed insulated boxes, 


holding up to 20 bottles each. In these it remained fit 


for use for a period up to 24 hours. An average of 
1050 bottles whole blood, and an equa amount of 
plasma, was supplied each month for the nine months 


September, 1942—May, 1943, to the Eighth Army, and of 


this a little more than half was used with field ambulances. 
Thus resuscitation was carried on in the most forwar 
areas on a large scale. : i 

During the summer months of 1942, before Alamein, 
all casualties passed through a single CCS, and it became 
clear that although it was possible to overcome a man’s 
wound shock in a field ambulance, no guarantee could 
be given that circulatory embarrassment would not occur 
before he arrived at the next medical unit down the line. 
The following is a typical example : 

Case 1.-—Sergeant, aged 25. At 08.30 hrs on July 15, 
1942, injured by shell-burst (near miss) sustaining severe 
compound fracture of left femur, with extensive laceration 
of soft tissues. 10.15 hrs: admitted to main dressing station 
of field ambulance; circulatory collapse; pulse very rapid 
and difficult to feel; sweating and very restless; arms and 
legs cold. Morphia, gr. 3, warm tea, and hot-water bottle 
given; plasma, 3 pints, intravenously. 17.30 hrs: warm; 
pulse 100, full volume; mouth moist. Leg in Thomas 
splint ; comfortable. Evacuated: journey 25 miles on fair 
tracks. 23.30 hrs: Admitted CCS. Circulatory collapse ; 
pulse could not be felt; severe pain in leg; great thirst ; 
pale; profuse sweating; limbs and body cold; blood- 
pressure could not be registered from arm. . 7 
- In these cases the circulation, though restored for the 
resting man, had not been able to withstand the extra 
strain of a 20-mile journey across the desert. It was 
most distressing, when doing the resuscitation work for 


the surgical teams, to receive these collapsed patients 


with penetrating abdominal and other severe wounds. 
They had already been revived once, but it was necés- 
sary to recommence resuscitation with a circulation 
which never 
fully as at first. | i 

A month later, when severe casualties were evacuated 
with transfusion in progress in the ambulance cars, it 
was possible to take the patients out of the ambulances, 
confirm the satisfactory condition of the blond-pressure, 
perhaps start another bottle of blood—and the man was 
ready for the theatre. The following is a typical example 
5 91 7 from the records of seven such cases treated by the 
unit: 

CasE 2.—Lance-bombardier, aged 21. At 12.00 hrs on 
Aug. 9, 1942, injured by land-mine; traumatic amputation of 
18.00 hrs: 
admitted to advanced dressing-station ; 2 pints plasma given. 
20.00 hrs; evacuated with 3rd pint plasma as travelling 
transfusion. 22.30 hrs; admitted to main dressing-station ; 
condition satisfactory; pulse good, 112. Next day, at 10.30 
hrs, condition still satisfactory ; pulse 82. Evacuated with 
plasma transfusion; 28 miles over bad track. 14.00 hrs: 
admitted CCS, with transfusion. Condition very good; 
pulse 90; BP 120/70; colour good; thirst slight ; warm ; 
stump comfortable; needs sleep. 18.30 hrs: BP 130/80; 
evacuated to general hospital with travelling transfusion, 
l pint blood; 40 miles’ journey, fair road surface. 21145 hrs: 
admitted to general hospital; good colour; not sweating ; 
pulse good, 96; BP 125/85. a? 

Three of these cases had two journeys, the first without 
a travelling transfusion when the patient showed circula- 
tory collapse at the end of the journey, and the second 
with a travelling transfusion, when the condition on 
arrival was good. The following is quoted as an example : 

CasE 3.—Staffi-sergeant, aged 37. At 07.45 hrs on Sept. 20, 
1942, his face was severely damaged by a shell-burst, with 
lacerating injuries of upper lip, nose, and both eyes 09.45 
hrs: admitted to field ambulance; has had much hæmor- 
rhage ; pulse poor, 110. 10.00 hrs : serum, 2 pints morphine 
gr. 4; breathing without obstruction. 11.30 hrs: condition 
satisfactory ; pulse 90; evacuated. 14.40 hrs: admitted to 


CCS; pulse 108, weak; hands cold; restless; thirsty ; 
BP 80/40; pain marked. 14.50 hrs: blood started; 
morphine, gr. }. 15.15 hrs: blood, 2 pmts; warmer ; 


pulse better volume. 16.15 hrs: blood, 3rd pint. BP 


a 
* 


responded a second time so rapidly or so 
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100/60; pulse 90; condition satisfactory. 17.00 hrs: 
evacuated to maxillofacial unit, with travelling transfusion ; 
20.45 hrs: admitted MFU; condition good; pulse 86, good 
volume; no pain; skin slightly ‘moist. No circulatory 
collapse. Transfusion running well. 

Experiments and trials have shown that the evacua- 
tion of casualties with transfusions in progress is a 
reasonable possibility, and greatly reduces circulatory 
collapse. Other benefits which seemed likely to accrue 
included the following: 


1. A regimental medical officer in the desert could treat a 
severe or moribund casualty by setting up a plasma trans- 
fusion in thé ambulance, and evacuate the case immediately 
with a reasonable expectation of the patient reaching a more 
extensive resuscitation centre alive. 

2. Field ambulances, when ordered to move, or when 
overcrowded could pass even the worst cases down the line 
with transfusion in progress. a 

3. Cases in urgent need of surgery—particularly abdominal 

\ and chest wounds, maxillofacial injuries and burns—could be 
evacuated by forward units to field surgical units without 
waiting for the full restoration of the circulation which would 
otherwise have been necessary. : 


With abdominal wounds the initial shock is often 
severe, the adverse effect of travel is greater than in 
any other type of case, and the need for surgery is most 
urgent. A fact perhaps not widely recognised is that 
however serious may be the effect of movement before 
j legac it is much worse in the 6 or 7 postoperative 

ays. 


For example, two CCSs during the Mareth battle worked 


side by side within half a mile of each other, 20 miles behind 
the line. When the line had moved forward, one CCS was 
ordered to move, and had to pass on to the other unit the 
cases which it had been holding. Seven penetrating wounds 
of the abdomen, all 4-7 days old, were considered to be 
progressing satisfactorily, and were transferred the distance 
of half a mile in ambulance cars with the greatest possible 
care. Four of these patients died within 24 hours. 


Recognition of these facts led to a standard technique 
in the desert, by which almost all abdominal injuries 
. were treated. Wherever possible they were resuscitated 
with whole blood and operated on in selected. forward 
field ambulances, 40 which surgical and transfusion units 
were attached. They were held and nursed in the 
field ambulance for 6-10 days, and in the event of the 
unit being ordered to move without being relieved by 
another unit, a detachment was left to care for them. 
It was the universal practice to employ continuous 
gastric suction and intravenous saline during the im- 
mediate post-anxsthetic period, and for 4-7 days after- 
wards. A recent analysis of 1000 casualties shows that 
the average post-operative consumption of glucose- 
saline in those abdominal cases surviving operation by 
more than 24 hours was 17:6 pints from the time of 
operation to the time when fluids could again be taken 
by mouth. 

Burns cases, of. which the proportion in the desert 
was for various reasons abnormally high, probably come 
second to abdominal wounds in their poor response to 
travel. Generous administration of plasma or serum is 
accepted as beneficial. Whenever possible, this was 
continued during successive journeys to the forward 
base in the ambulance cars. 

Penetrating chest wounds, though not usually in need 
of extensive transfusion, also travel very badly, and soon 
show shock. Travelling transfusions overcome this 
difficulty and should be used as a routine for such 
injuries. 

Maxillofacial injuries often develop a degree of shock 
out of all proportion to blood-loss and tissue damage. 
They require the early attention of a special unit with its 
trained operating team, special anesthetics and instru- 
ments, and high-grade nursing facilities. The problem 
is to place them in the hands of this unit at the earliest 
possible moment, and this can be best achieved by the 
use of blood-transfusion during evacuation. 


TECHNIQUE 
In devising technique, the following points have to be 
considered : se 


1. Ease and rapidity of employment. 
2. Only equipment available in all medical units to be used. 


or elastic suspension method. 


8. Absence of discomfort for the patient. 
4. Absence of possible complications. 


The following technique applies to the Mark IV, 
four-berth, K. 2 ambulance car, which is the best type 
in use: 


The transfusion is set up in the normal manner in the ward- 


tent or penthouse, with special attention to certain details. 

The splinting of the arm must include a firm bandage 
across the palm to prevent any possibility of pronation of the 
forearm, which would lead to flexion at the elbow and dis- 
placement of the needle. The needle must be placed truly 
into the lumen of the vein selected, and then along the vein 
for half an inch. When the set has started running satis- 
factorily the. needle union and the surrounding. skin are 
„fixed with a four-inch length of 3-inch ‘ Elastoplast.’ 
It is rarely necessary to employ a cannula, even in.the worst 
cases of shock, and its use in the desert is discouraged beeause 
it is difficult to obtain sterile conditions, and beeause all 
possible veins should: be left for later intravenous’ therapy. 
It is important not to fix the arm in a straight splint, for this 
gives rise to discomfort owing to hyperextension. It is 
recommended that a piece of 10 cm. Cramer wire should be 
bent to an angle of 10° at its mid-point, and enclosed in a 
plaster-of-paris slab to provide rigidity. | J 

A number of pieces of 4-inch cotton bandage are now 
attached to the giving set in the following manner. A piece 
18 in. long is looped through the wire bottle-suspéhder and 
allowed to hang loosely. Three pieces, each 36 in. long, are 
tied firmly to the neck of the bottle (the lower end) and one 
piece 30 in. long is tied to the lower end of the drip-counter. 
The patient’s documents are now tied to him, gr. 4 morphine 
is administered, and he is carried out to the ambulance with 
an orderly carrying the bottle. The stretcher is placed on 
the lower bunk, on the side which permits the patient’s 
transfusion arm to be on the “ inboard ” side of the stretcher. 
The orderly carrying the bottle immediately ties the sus- 
pender to the forward ventilator in the roof of the ambulance 
with the 18-inch piece of bandage provided. The three lengths 
tied to the neck of the bottle are used as stays, two being 
fixed firmly to the hand-grips just below the roof on the sides 
of the ambulance, and the third tied tightly to the latch of the 
door at the forward end of the compartment leading to the 
driver's cab. The bottle is in this way held rigidly in position, 
a situation which is found to be much better than any free 
The drip-counter must 
now be fixed, and for this purpose a full two-gallon petrol or 
water can, such as all ambulances carry, needs to be placed 
immediately below the set on the floor. The bandage from the 
drip-counter is tied tightly to the handle of the can, and -the 
set is complete. 

A medical orderly travels with the patient, as variations in 
the roughness of the road or track alter the rate of flow and 
necessitate adjustment of the drip. If the journey is likely 
to be a long one, a spare bottle of blood or plasma, is sent to 
enable the transfusion to be continued. f 7 


On paper, this method may sound cumbersome and 
complicated, but in practice any intelligent orderly 
can be taught to set it up in half an hour. Two trans- 
fusions can be set up side by side suspended from the 
ventilator for two patients in the lower bunks. The 
technique, with very little modification, has been 
applied successfully both in ambulance planes and 
hospital ships. In the course of the ten months from 
August,. 1942, to May, 1943, it is estimated that 200 
casualtics have been evacuated in this manner. It has 
been found unnecessary to modify the technique, but a 
holder has now been devised to take the place of the 
bandages and petrol tin. The advantages of the original 


2 
U 


method was that all medical units were equipped to 


employ it immediately. It has now proved itself 
sufficiently to justify the provision of a standard holder 
in all ambulance cars of this type. 


- RESULTS 


No case has been traced in which a patient with a 
travelling transfusion in progress has arrived at a medical 
unit in a state of shock. Before the battle of Alamein, 
when lines of communication were short, it was possible 
to follow. a number of these cases from one medical unit 
to the next. The blood-piessure was maintained for the 
whole journey at its initial level, and in 2 cases, the 
systolic BP had risen by 10 mm. Hg. The failures 
(where the bottle had emptied before the end of the 


! 
| 


' THE LANCET] 


MR. FOY, DR. KONDI: EHRLICH’S MEGALOBLASTS 


(oor. 23, 1943 505 


journey and where the transfusion had stopped running) 
have been due to the absence of an orderly, so that the 
flow had not been adjusted during the journey. 


SUMMARY 


1. The average severity of wounds and the degree of 
wound shock are apt to be unusually great in desert 


W. 8 y 
2. This view is borne out by figures shôwing the 
average amounts of blood and plasma given in two periods 
of severe fighting, in desert and in hill country. 
3. The harmful effect of an ambulance journey on an 


already embarrassed or recently resuscitated circulation- 


is emphasised. . v 
4. A technique has been elaborated in the Western 
Desert whereby it has been possible to evacuate 200 
casualties by ambulance with a transfusion of blood or 
plasma in progress. , - 

My thanks are due to Brigadier J. Walker, late DDMS 
Eighth Army, and to Lieut.-Colonel G. A. H. Buttle, adviser 
in blood transfusion, MEF, for their constant encouragement 
in these experiments, and to all transfusion officers in Eighth 
Army, whose help and suggestions enabled the travelling 
transfusion to become a reality. 


EHRLICH’S MEGALOBLASTS 
ASSOCIATED WITH LOW MBAN CORPUSCULAR VOLUME 
„ # AND RED CELL DIAMETER , 
ATHENA KONDI, mD 


CLINICAL RESEAROH 
WORKER 


HENRY Fox, MA OXFD 
DIRECTOR OF THE WELLCOME 
TRUST RESEARCH LABORA- ` 

TORIES, THESSALONIKI 


(From the Welcome Trust Research Laboratories, and South 
African Institute for Medical Research, Johannesburg) 


DURING the course of a nutritional anzemia survey in 
the Bechuanaland Protectorate, Africa, we came across 
‘a case of chronic untreated amoebic dysentery in a 
9 months’ pregnant negress, who had been suffering from 
persistént diarrhoea for the whole of her pregnancy. 

The bone-marrow on examination was found to 
contain typical Ehrlich’s megaloblasts, exactly similar 
to those in the nutritional macrocytic anzmias of 
India (Wills 1932) and Macedonia (Fairley et al. 1938, 
Foy and Kondi 1939) and in untreated cases of pernicious 
anzemia. | 

The megaloblasts found in this case are not to be 
confused with the megaloblasts of the American workers 
(Sabin 1921, Doan et al. 1925). The cells we describe 
here are the typical Ehrlich’s megaloblasts, with fine 
network open nuclei, and smooth hsemoglobinised 
-cytoplasm described by Turnbull (1936), Schulten (1937) 
and Israëls (1939b). They are characteristic of perni- 
cious anzemia and of the nutritional macrocytic anæmia 
of India and Macedonia. Our wide experience of these 
cells, which were first introduced to us by Dr. Lucy 


Wills, as being similar to her Indian ones, leaves no. 


room for doubt as to their existence in the present case. 

In addition tp these there were also present in the bone- 

marrow pathological white cells—-the typical giant 

stab-cells (Riesen-Stabkern of Schulten)—which are also 
characteristic of both pernicious anzemia and nutritional 
macrocytic anemia of Macedonia (Foy and Kondi 

1939. e ‘ i : 

J ae (1937), Tempka and Braun (1932), and Dameshek 
*and Valentine (1937) have given excellent accounts of 
these cells, and the last state that whatever deficiency is 
responsible for abnormal maturation of the red cells 

also affects white-cell maturation, with production of 


bizarre forms of metamyelocytes (giant stab-cells). 


These, they consider, may give rise to the hypersegmented 


polymorphs found in the peripheral blood of many, if 


not all, macrocytic anzmias. ae 
Giant elab-cells are typically 18u to 32u in diameter, 
and contain large U-shaped: nuclei, coarsely netted and 
porous in appearance. There may be chromatin con- 
densation in the nucleus but there is never any pyknosis. 


The cytoplasm is much more immature than the nucleus, 


finely or coarsely granular, and weakly basophilic when 
2 stained in Leishman and Giemsa and buffered with 
water at pH 6-8. In our opinion these cells are just as 
characteristic of the macrocytic anæmias as are the 


megaloblasts of Ehrlich, and we have found them not 
only in pernicious anæmia, but also in tropical sprue, 
and the nutritional macrocytic anæmias reported from 
Macedonia. It is interesting to note that the, deficiency | 
responsible for the production of these abnormal red and 


white cells affects the two series differently: in the red- 


cell series resulting in, the megaloblast, with mature 
cytoplasm and immature nucleus; in the white-cell 
series in the giant stab-cell, with immature cytoplasm 
and a mature nucleus. 

The presence of Ehrlich megaloblasts in association 
with normal mean corpuscular diameters, volumes and 
thicknesses, raises the question of their ultimate fate. 


Bock and Malämos (1939), Jones (1937), Fieschi (1938) 
and Naegeli (1935) state that in their opinion these megalo- 
blasts are present in the marrow of pernicious anemia and 
give rise, after treatment with liver, to the megalocytes found 
in the peripheral blood. If this view is correct, then. the 
term “ mepalocytic anemia should be used to define large- 
cell anæmias occurring in conjunction with megaloblasts in 
the marrow. On the other hand Schulten (1937), Doan 
(1938), Henning (1936) and Schartum-Hansen (1937) consider 
that the megaloblasts in the marrow are transformed, after 
treatment, into normal-size red cells. Israéls (1939a) believes 
that megaloblasts occur in the marrow of all PA. factor 
deficient anæmias and that all such anemias are megalocytic, 
but that not all large-cell anæmias have megaloblasts in the 


_ Marrow. 


The present case seems to indicate that megaloblasts 
can occur in the marrow without giving rise to a megalo- 
cytic anemia. Precisely how this can happen is not 
clear. It is possible that we may have caught this case 
at such an early stage that although megaloblasts were 
present in the marrow sufficient time had not ger 
for the production of a megalocytic blood-picture, 
though this view would be difficult to fit in wjth the low 
blood-count. Or perhaps the exit of these large cells 
from the marrow was hindered in some unknown way, 
analogous to that operating in pernicious anemia, 
where leucopenia is associated with a hyperplastic 
marrow. If, as some claim, marrow megaloblasts are 
converted after liver treatment into normal-size red 
cells, then other things besides liver might facilitate 


this maturation of megaloblasts—just as thyroid does 


in myxcedema. Probably the antipernicious-anemia 
factor exerts its effects somewhere at the pro-erythroblast 
stage, thus preventing the formation of megaloblasts 
and pushing the cell maturation along normal lines. 
None of these explanations accounts for the large-cell 
anzmias which occur in the absence of megaloblasts in 
the marrow. | 

The interest of the present case is that megaloblasts 
and giant stab-cells were found in association with a 
mean corpuscular volume (MCV) of 69%, and a mean 
red-cell diameter of 6-754 as shown by Price-Jones 
curve (see figure). 


. CASE-HISTORY 


The woman was brought to us suffering from weakness and 
anzmia, and with a history of 9 months continuous diarrhea. 
She was emaciated, about 30 years.old, and 9 months preg- 
nant. She had a palpable and tender liver; spleen not felt. 
There was no glossitis, though the gums showed the blotchy 
hemorrhages common among these natives. Her teeth 
were very bad, and her gums soggy. Her skin was dry and 
cheeks sunken. Reflexes were normal; there was no sign 
of an icteric tinge in the whites of her eyes. There was no 
history of nose-bleeding or chronic hemorrhages. Her 
temperature and pulse-rate were normal. We did a hema- 
tological examination on May 28, 1942, with the following 
results: red cells 2,627,000 (+ 3%) per c.mm.; Hb. 7%; 
colour-index 0-92; white “cells 3440; hematocrit 18%; 


MCV 6943; reticulocytes 0-5% ; hemobilirubin 0:6 mg. % 


mean corpuscular average thickness 1-944; mean corpuscular 
Hb. = 26-9YY; mean corpuscular concentration 38-9%. 
A marrow biopsy done at the same time showed a very active 
marrow, containing typical Ehrlich's megaloblasts, giant 
stab-cells, and early and late erythroblasts. No malaria 
parasites were found; there is hardly any malaria in this 
area where the spleen rate is about 0-5%. A fecal examina- 
tion showed abundant Ameba histolytica cysts. . 3 


We were unable to follow up the case or to do a gastric 
test, but have since heard that the woman made an 
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uneventful recovery after having emetine injections, and 
giving birth to a live child. This history rules out 
pernicious ansemia, : 


REVIEW OF METHODS 


Our first reaction to the finding of megaloblasts in the 


marrow, associated with such hematological findings, 
was that our hematocrit value had gone astray. We 
therefore repeated the examination, getting the same 
results. In addition we ‘carried out an examination 
using exactly similar methods on a known normal 
Bechuana native and found the marrow normai in 


5 55 5 65 7 75 8 85 9 8 
DIAMETERS (u) 


Price jones curve.—Arithmetic mean 6-75 ; standard deviation 0-658 ; 
coefficient of variation 97%. ; 


every respect and the blood as follows: red cells 
5,700,000 (+ 3%)!; Hb. 145%; CI 1-0; heematocrit 
46-6%; MCV 80%; MOHb. 25-4yy; MCHb. con- 
centration 31:5%; reticulocytes 0:3% ; hszemobilirubin 
0-4 mg. %. . 

The red cells were counted in standardised pipettes and 
chambers, and a thousand cells counted, thus stabilising the 
error at + 3% (Ponder 1934). It will be noticed that the 
red-cell diameters as ascertained by Price-Jones curve (see 
figure) were in harmony with the MCV as calculated from the 


hsmatocrit. The slide for the Price-Jones curve was taken’ 


from peripheral blood, and after drying in air was immediately 
fixed in Leishman for 1 minute, dried and immediately 
counter-stained in 1% aqueous eosin for 1 minute. This is the 
standard method used for all our curves, and is the one 
recommended by Price-Jones (1936). If such methods are 
always adopted then any change in cell diameters are constant. 
The hemoglobin was done by the standard method of New- 
comer using a Duboscq colorimeter. 


DISCUSSION 


This is the first time we have seen Ehrlich’s megalo- 
blasts associated with anything but macrocytic anzemias. 
Other authors have described such cells in cases of 
chronic diarrhoea and prostatitis, but none so far as 
we are aware has given the hematological findings 
associated with them. Our case emphasises that one 
should not rely on a single index in diagnosing macro- 
cytic anæmias. For the diagnosis of such anæmias we 
regard as essential: a mean corpuscular volume of 
above 100: taken at low reticulocyte level; a colour-index 
above 1-0 based on hæmoglobin estimated by some 
reliable method ; the presence of Ehrlich’s megaloblasts 
and stab-cells in the bone-marrow ; and response to a 
known potent liver preparation. We have seen many 
papers describing macrocytic ansemias diagnosed on 
only one of the above criteria. In particular it is 
common to find diagnoses made on mean corpuscular 
volumes alone, with no mention of the percentage of 
reticulocytosis, which can itself give a macrocytosis. 
Diagnoses are also quite commonly made on sternal- 
puncture findings only, the danger of which is illustrated 
in the present case. The increasing popularity of 
sternal punctures may lead to confusion among workers 
not fully aware of the difficulties of identifying megalo- 
blasts, and of the importance of proper staining methods 
and differentiation; in many parts of the world we 
have seen diagnoses made on marrow smears in which it 


1. The altitude of this Native Reserve is about 3500 feet. 


being 9-7 % 


was impossible to identify 
account of faulty staining. further cause of confusion 
which we have constantly met with is the failure to differen- 
tiate between early erythroblasts, and the megalo- 
blasts of Ehrlich—a state worse confounded by some 
American authors who call erythroblasts megaloblasts, 
and of some English textbooks on hematology, which 
refer to the hemocytoblasts of Vaughan, Turnbull, and 
others, as megaloblasts. Vaughan has given an excellent 
account of this confusion in her textbook which should 
be consulted. | 

It will be noticed from the figure that there is little aniso- 
cytosis in the present case, the coefficient of variation 
Probably in this case the lorig-confinued 
diarrhea, by preventing the absorption of substances 
necessary for heemopoiesis, was the factor behind th 
hemopoietic failure. 


We wish to thank Dr. Bernard Squires of the Bechuanaland — 


Medical Service for putting us into contact with this case ; 
and Miss Hales of the London Missionary Society for her help. 
Our thanks are also due to the Principal Medical Officer of 
Bechuanaland. 
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POSTERIOR SUBASTRAGALOID | 
ARTHRODESIS IN FRACTURED OS CALCIS 


_J. R. ARMSTRONG, MD, MCH BELF, FRCS 
WING- COMMANDER RAF; REGISTRAR, METROPOLITAN HOSPITAL, 
AND FRACTURE CLINIC, CHARING CROSS HOSPITAL 


FRACTURES of the os calcis now occupy the place once 
held by adduction fractures of the neck of the femur. 
Many surgeons have become so dissatisfied with the 
results of treatment by the recognised methods that 
they advocate and practise measures which, in effect, 
consist of ignoring the fracture and treating the patient, 
and in certain types of these injuries their results are 
certainly. no worse than those produced by treatment in 
accordance with the accepted principles of reduction 
followed by immobilisation until firm bony union has 
occurred. 

All types of os calcis fracture are not equally crippling. 
Generally speaking the ultimate function is much better 
if the subastragaloid joints are not directly involved in 
the fracture. When these joints are directly involved it 
appears to me that any treatment which does not 
pa 5 an immediate arthrodesis of the affected joint is 

e. 
of a fracture involving the articular surface must be 
absolutely accurate to be effective, and any persisting 
irregularity will produce subsequent arthritis. The 
usual methods of traction and lateral compression 
produce, at best, only an approximately accurate 
reduction. The articular surface of the os calcis remains 
irregular, and the articular cartilage of the os calcis and 
astragalus is contused and crushed. Not only is sub- 
sequent arthritis inevitable, but, as joint movement 
under any circumstances is prevented in the early stages 
by pain, intra-articular adhesions produced by organising 
blood-clot become well established. These changes 
must occur with any form of conservative treatment, 
although the use of a transfixion pin, with a subsequent 
low-grade infection of the pin track spreading to the 


. 58, 145. l 
ais diagnostische Methode, 


anything with certainty on 


As with any other weight-bearing joint reduction 
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in most fract Th 
45 % of all fractures of the os calcis, while the anterior 


perform a sweeping arthrodesis, extending 


is to be rapid and certain. 


— 
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posterior subastragaloid joint, often adds yet another 


factor to the permanent disorganisation of this joint. 
Wilson in 1933 ‘suggested that subastragaloid arthro- ' 


desis was indicated in fractures of the os Calcis in which 


„the subastragaloid joints were involved, and, more 


recently, Bankart (1942) has advised. immediate 
5 arthrodesis together with calcaneo-cuboid 
ar 
‘cuneiform arthrodesis in all such injuries. 

While it seems certain that dam 
such injuries, it is also certain that the posterior 
suba tragaloid joint alone bears the brunt of the damage 
fractures. ‘This joint is diréctly involved in 


-subastragaloid joints are; only involved in. 10% of all 
fractures (Watson-Jones 1941). It is- illogical to 
rform a ing far . beyond 
the limits of ‘the ‘original injury, if as good or better 


results can be produced by simpler procedures. 


A technique for a localised arthrodesis of the posterior 
subastragaloid joint has. been described by Campbell 


(1939). The joint is exposed by a small incision and the 


articular cartilage is removed from the os. calcis and 


- astragalus... This produces a gap which is filled with 


bone chips from the lateral surface of the os calcis. The 
method has several disadvantages.. The bone available 
from the os calcis is limited in amount and of a low 
osteogenic value, and the gap between the os calcis and 
the astragalus must be completely filled if bony ankylosis 
| Moreover, as Creer (1943) 
has pointed out, normal. relationship between the asbra- 
galus and the os calċis as a whole must be restored to 


prevent distortion of the midtarsal joint, and this entails 


complete replacement of the bone removed. Further, 
after operation on these lines the joint is unstable, and 
it is difficult to control tilting of the os calcis and prevent 
recurrence of a valgus deformity of the heel by immo- 
-bilisation in plaster. This instability also. precludes. 


early weight-bearing, which is so important in preventing 


7 =” a A y i ea g e., 
Chisel in position at operation, 


disuse atrophy and stiffness of the foot, because of pain 
and the danger of re-displacement in plaster. 
I have found a technique consisting of a combination 
of removal of the articular cartilage and the introduction 
of a stett autogenous graft across the fracture and joint 
surfaces much more satisfactory. This operation pro- 
duces a mechanically stable arthrodesis which is painless, 
not liable to re-displacement, and permits early weight- 
bearing. The presence of the graft and the effective 
immobilisation produced by a combination of internal 
and external’ fixation promotes rapid and complete 


-bony union. se Bh 
bug i _, TECHNIQUE OF OPERATION 


„ t: 


1 Operation should be carried out as soon as possible 


after injury, but, because of bruising and swelling, 


between one and three weeks preliminary treatment is 


usually necessary. l f 
A 55 is used and sterile stockingette is applied from 
the toes to the knee. The posterior subastragaloid joint is 


exposed by a two-inch incision curving forward from the 


tip of the external malleolus. The peroneal: tendons are 
mobilised, retracted downwards, and the joint capsule is 
divided in the line of. the skin incision. The joint is opened 
up by tilting.the heel medialward, when surprisingly extensive 
damage to the articular cartilage of both os calcis and astra- 


$ 
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SUBASTRAGALOID ARTHRODESIS ` . 


desis, excision of the scaphoid, and astragalo-. 


„ ertain t ge to the subastraga- 
a joints is the dominating factor in producing disability 


A 2 
' Graft in position at operation. | 
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` 
7 
. 


? 
l „ E „ 
Fracture 9 weeks after operation. 


galus is usually observed. Using a thin chisel the cartilage 
is completely removed from both bones, together with suffi- 
cient bone from the medial half of the joint to correct any 
valgus deformity of the heel. A second short incision is 


made over the anterior aspect of the neck of the astragalus, 


which is exposed by separating the tendons of tibialis anterior 


scaphoid articular surfaces are defined, and, while the foot is 
steadied by -an assistant who holds the os calcis in normal 
relationship to the astragalus, two drill holes are made m 
the centre of the long axis of the neck with a ẹ inch drill, 
which is directed towards the centre of the lower border of 
the tuberosity of the os calcis. A chisel with a 4 inch blade 
of uniform thickness is driven through the neck. of. the astra- 


galus in the same line, joining the drill holes. The chisel 


crosses the posterior subastragaloid joint, enters the os calcis, 
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and ‘extensor hallucis longus. The limits of the tibial and, 


crosses the fracture, and is driven home. until it approaches 


the limits of this bone. 
radiography. . E roe 
Several points are important during this stage of the 
operation. The preliminary 
chisel splitting the neck of the astragalus, should ‘not. be 


Its position is then ‘checked ‘by 


cided 3 
Graft cut. Packing of joint completed. 


drill holes, which prevent the 


omitted, and the scaphoid and tibial articular surfaces must ` 


be seen 

tilting of the os calcis as the chisel is inserted. ; 
An incision is now made over the subcutaneous surface of. 

the tibia, and a graft the exact width of the chisel' blade and 


about 4 inches long is cut with a double saw. The loose 


cancellus bone is removed from the deep surface of the graft 


and is packed into the posterior subastragaloid joint around 


the chisel blade. The graft is smoothed and shaped a little 
with a file so that it can be driven along the, chisel track 
easily. The chisel is then freed with a few. gentle taps with a 
mallet, withdrawn, and the graft is driven home along its 
track. After its position has been checked by radiography 
the protruding. portion is cut off flush' with the neck of the 
astragalus and is used to complete the packing of the joint. 
The incisions are closed, and the leg is immobilised in a well- 
padded plaster extending from the metatarsal heads to the 
knee. „ s . T „ N 3 3 S a NRY A S 998 e og 
Figs. 1 and 2 show the chisel and graft in position in a 
typical comminuted fracture of the os caleis involving the 
posterior subastragaloid joint, and fig; 3 shows the position 


after the graft has been cut and packing of the joint completed. 
Two weeks after operation an unpadded plaster with a 


Sorbo rubber heel is applied and weight-bearing is begun. 
‘Care should be taken to ensure that the patient walks with a 
normal heel and toe gait, and toe and knee exercises are 


- 


and avoided. Care must be taken to prevent valgus 
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Cases published up to 1935 and emphasised that the 


7 


„discarded and the patient is instructed in exercises to restore was that of a well 


. encouraging results, is a logical method of treatment for tic and somewhat con- 
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carried ..out regularly. Weight-bearing in plaster is con- Flear. On June 14 the 
tinued until there is clinical and radiological evidence of firm temperature rose sharply’ ` 
ankylosis of the joint and union of the fracture. This occurs to 101° F. and next day 
surprisingly quickly—for example, fig. 4 shows a fracture the child die em. 
nine weeks after operation... When ankylosis is firm plaster is At autopsy the body 


a 


full movement to the midtarsal and ‘ankle-joints.. At this developed male infant 
stage a few weeks treatment at an organised rehabilitation weighing 7:1b. 6 02. 
centre, where the necessary exercises and a graded return to Aeration ofthe lungs was 
full activity can be cartied out under expert supervision and‘ limited to the anterior ` 
in a stimulating environment, is of great benefit to the patient. and inferior borders, the 
This procedure, which in my hands has produced remainder being atelecta- 


that 45% of all fractures of the os calcis in which the gested; no pneumonie 
posterior. subastragalcid joint is directly involved. consolidation was present. 
The introduction of a graft immobilises both joint and All the other organs were 
fracture, bony ankylosis and union are rapid, and the healthy with the excep- 5 
mechanical stability. produced makes possible the early tion of the larynx, the- 
weight-bearing which is important in preventing a orifice of which was almost 
disuse atrophy of the foot with all its crippling sequele. completely occluded by a 
Ankylosis of the posterior subastragaloid joint in neutral tense semitranslucent 
position in no way interferes with the efficiency of the „hemispherical cystic swel- 
foot as a whole, and prevents the occurrence of that ling 5 mm. in diameter, 


ebm ; 


— 


potent source of disability, arthritis of a joint through situated on the left wall at Fig. Larynx ‘opened “from ‘behind; . 


which the whole body-weight is transmitted at every the level of the laryngeal 
step. Dye eee | | 


5 ee e eee 2 9 9 S =e . zontal thickened band crossing the lower part of the swelling was 


-Garupball, W. G. (1090) Operative Orthopædics, London, p. 584; Of the oyst was sharply defined: The false cord was arched 
Creer, W. S. (1943). Proc. x | Soe 
London, p. 612. „ ; nh a s. N R K 
Wilson, P, D. (i 933) Fractures and Dislocations of Tarsal Bones, Stă. med. J. Ventricle of the larynx (fig. 2). The right side of the larynx 
; CONGENIT AL ‘CYST . OF THE L ARYNX of the thyroid cartilage. The contents of the cavity were 
| ae Jane I. DAVIDSON, M B ABERD Bai between the lumen of the cyst and that of the larynx. No 
ASSISTANT IN PATHOLOGY, UNIVERSITY OF ABERDEEN other congenital abnormalities were present. 


7 ae : Histology. — including the cyst, wes cut in 
Non-NEOPLASTIO.. cysts in the. larynx are usually tstology.— Half the larynx, including the cyst, was cut in 


classified into three types: mucous -retention cysts ; 
hemorrhagic cysts; and congenital cysts. Congenital - 
cysts are rare. They may manifest themselves at. birth 
or give rise to no symptoms until adult life, when it 
becomes difficult to establish their congenital origin. 
Those which cause symptoms at birth are commonly 
fatal ee not promptly 7 1 0 but cure has been 
reported by simple aspiration. eta a ; l : 
. Only 15 cases of the condition in infants have been kissus was present in ite relation to tho cyst and no lymphoid 
reported since Edis (1876) presented the first and most * lg ER 
of these have been identified only at autopsy. ‘Another l DISCUSSION ` i 
case is recorded here. Jacobi and Rascoff reviewed the 
5] and -empne 2 : in infancy have been described in various situations : 
condition should be borne in mind in the differential in the laryngeal. ventricle; on the epiglottis ; in the 
diagnosis of laryngeal stridor in infancy. Since then aryteno-epiglottic fold; and in the pyriform fossa. The 
Snaith (1940) has reported a further case. earlier writers made no attempt to explain theiryetiology, 
+ „ atte 3 but German cases reported by Salomon (1910), Schneider 
a . > >“ +" (1912), Pünder (1918) and Stoerck (1916) help to throw 
A male first child was born of healthy parents on May 20, some light on the condition. In all these cases the 


1941. The pregnancy was normal; confinement lasted 18 cysts bore a close relation to the laryngeal ventricle and 


hours and delivery was easy and spontaneous. The child were-lined by. columnar ciliated’ epithelium ; some con- 
weighed 8 Ib. 12 oz, at birth and looked healthy and of normal tained a nodule of cartilage in the wall. Schneider, who 
colour.: It did not cry, however, and respirations were slow made serial sections of Salomon’s case, concluded that 


to start. Gentle artificial respiration was performed and the cysts arose by a snaring off of a group of cells which 


shallow irregular breathing started, but, it sounded as if some should normally have taken part in the formation of the 
laryngeal spasm were present. Air was next blown gently ventricle but which grew independently and formed a 


into the trachea through a mucus extractor. _ An injection cyst (after the manner of inclusion epidermoid cysts 


of adrenaline, and later one of atropine were given and carbon of the skin). Stoerck admits this as one possibility but 
dioxide and.oxygen administered at intervals. Respiration not as the only explanation. The presence of the nodule 
remained shallow. About 5 hours after birth considerable of cartilage in the wall of the cyst led him to believe that 
cyanosis developed with respiratory, distress, particularly the cyst might have arisen as the result of differential 
severe when the bowels. were moving; 12 hours after birth, growth of a group of multipotent cells; in other words 
no improvement being noticed, the child was transferred to that it might be a teratomatous formation. A branchio- 
the Aberdeen Maternity Hospital at 8.30 pm on May 20. genic origin was upheld by Louys. (1899), describing an 
On admission breathing was distressed and oxygen was adult case. Jacobi and Rascoff-(1935) also considered 
administered by Gibberd’s apparatus. Difficulty in breathing that one of their cases was of branchiogenic origin in the 


‘ persisted and was often accompanied by cyanosis and stridor. location of the second cleft. Snaith (1940) interpreted 


It was aggravated during feeds and resort to catheter feeding his case as a simple mucus retention cyst. .. © _ 
was eventually necessary: Extension of the head appeared The difference in situation of the cysts must be con- 
to: give some! relief. The child throughout its life made sidered in interpreting their mode of origin, and it is 


_ -vigorous respiratory efforts and all the accessory muscles of likely that they are not all of the same nature. In the 


respiration were brought into play. No masses were felt in case of cysts of the laryngeal ventricle, however, which is 
neck or abdomen. X-ray examination showed no abnorm- the only type I have encountered, it seems probable 
ality or tumour masses in the neck. The heart and lungs were that the ætiology can be explained simply by reference 


= — 
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I. Soe Med. 36, 333. a tightly over the superior margin snd. was separated from 
Watson-Jones, R. (1941) Fractures and other Bone and Joint Injuries, it by a shallow slit representing all that remained of the 


eae Congenital cysts of the larynx manifesting themselves i 
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to the development of the larynx as described by Keibel 
and Mall (1912), The anlage of the ventricle appears 
in embryos of 24 mm. as a solid epithelial bud. This 

bud acquires an independent lumen about the 3rd month 
of intra-uterine life, and.so forms a. vesicle. connected 
with the lumen of the larynx by a solid epithelial cord. 


The lumina of the vesicle and the larynx are later joined . 


-by hollowing of this cord. If this hollowing process were 
incomplete the vesicle would remain unconnected with 
the larynx and could by progressive growth give rise to a 
cyst lined by ciliated columnar epithelium. By accumu- 
lation of secretion and progressive enlargement the cyst 
would protrude into the larynx. I would regard the 


eyst as the result of a simple atresia of the orifice of the 


laryngeal ventricle, and thus as an example of a 
process commonly encountered as a cause of congenital 
_.abnormalities. Such a process is met with in atresia 


of the _@sophagus, of the duodenum, and of the 


bile-ducts. 
The conditions from which congenital cysts of the 


larynx i in infancy have to be differentiated are dongenital N 


. laryngeal stridor, extralaryngeal conditions such as 
enlarged, thymus, and cerebral hemorrhage. The 
- presence of a cyst. rather than a cerebral hemorrhage is 
N by the vigorous respiratery efforts made by 
the child to overcome the dys- 
pnoea, and by the presence of 
stridor. X-ray examination 
may help in detecting extra- 
laryngeal conditions. A cyst 
can be distinguished from con- 
genital laryngeal stridor by the 
fact that the child with a cyst is 
in real distress and that the 
symptoms are aggravated: by 
feeding, defecation, and any 
action in which the glottis is 
+ closed. Some relief is obtained 
if the head is held extended or 
turned to one side and the child 
will possibly find -tbis position 
for itself. li the accessory 
muscles of respiration are, 
brought into play to try and 
overcome the obstruction to 
breathing. At any time suffo- 
cation may ensue. If the con- 
dition is borne in mind laryngo-, 
scopy will usually reveal the 
cyst, and Pünder (1918) con- 
siders that digital palpation 
would be very valuable. She 
maintains that if this had been 
resorted to in her case a diagnosis 
would have been made. 
Jacobi and Rascoff, in an 
analysis of 13 cases published 
before their own 2, found that 
8 cases died as a result of the 
cyst. None of these was treated 
Fis. 2—Cyst bisected in vertical surgically because the condition 
. falsecord, Was 5 until 5 
81 nx; 4m e iglottis, at autopsy ; cases receive 
Os 5 . on Surgical treatment and of these 
4 recovered, apparently without 
recurrence. The ‘treatment was the outcome of direct 
sight of the cyst and consisted in 4 cases simply of its 
puncture. The fifth case had a tracheotomy performed 
with removal of the cyst later by resection. In one of 
these 5 cases the cyst refilled 48 hours later and the child 
liyed for 20 days. The duration of life in the untreated 
. cases ranged from 37 hours to 10 weeks. Snaith has 


since reported a case dying within a few hours of 


- birth. Death in most cases was due to asphyxia or 
exhaustion. 
Thus if the condition is borne in mind -in cases of 
respiratory distress it is not difficult to diagnose and 
is amenable to treatment. Simple puncture of the 
cyst is. often completely successful. If the child’s 
condition is very poor tracheotomy may be done and 
ie cyst. 1 when the general condition has 
roved. If undiagnosed the condition is uni- 
fofmly 3 Ta the newborn, after a longer or shorter 
in terva 
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i “SUMMARY. — "oi ä 
A case of congenital cyst of the larynx is reported. It 
is suggested that the cyst arose by atresia of the laryngeal 
ventricle. - The condition is rare but nevertheless should 


be borne in mind as 4 preventable cause of neonatal 


death. 
Diagnosis can be made by laryngoscopy or by palpation. 
Treatment is by resection or simple puncture of the 
cyst; preliminary tracheotomy may be needed. j 


J wish to thank Dr. H. G. McPherson for information about 
the child before admission to hospital, Prof. Dugald Baird for 
access to case-records,-Dr. J. Craig for the clinical Riston and 
Mr. W. A. Nelson for the photographs. 
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OXFORD VAPORISER : | 
FOR ENDOTRACHEAL ANESTHESIA 


M. A. RUSHTON, MB CAMB, LDS 
CAPTAIN RAMC; ANÆŞTHETIST TO A MAXILLOFACIAL UNİT 


I USED the Oxford vaporiser 1 for anesthesia in the 
operative treatment of maxillofacial injuries sustained in 
the Tunisia fighting by the Eighth Army. Owing to the 
length of the lines of communication and transport diff- 
culties nitrous oxide was not available, and the vaporiser 
was found a gi satisfactory substitute. ' 

. This report is based on the first 120 cases in which the 
vaporiser was used for endotracheal. anesthesia in this . 
maxillofacial unit. I. have divided the cases into two 
groups: in 60 cases Pentothal ” was not used during 
induction; and in 60 cases it was used. 

Among those in which pentothal was not used the 
average duration of each case was 70 min, and the 
average consumption of antesthetic per case was 0-25 fl. oz. 
of chloroform, and 5 fl. oz. of ether. There was slight 
9 tee vomiting ‘(less than 4 times) in 12 cases 
(20%). There were no cases of severe postoperative 
vomiting, or of chest complications, and no-deaths. 

Among those in which pentothal was uged the average 


‘duration of each case was 70 min. and the average 


consumption per case was: penthothal 0-25 g., chloroform | 
0-25 fi. oz. and ether 4 fl. oz. There was slight post- 
operative vomiting in 3 cases (5%); again there were no 
severe vomiting, no chest complications, and no deaths. 


TECHNIQUE 

‘Whenever possible, patients were starved for at least 
6 hours before operation. One hour before, they received 
a hypodermic injection of morphine with either atropine 
or hyoscine. Hyoscine is considered preferable to atro- 
pine because induction is quieter and there is often an 
agreéable amnesia. 

Several forms of induction were tried. 


Induction with ether using the Oxford vaporiser was slow 
and unpleasant to the patient. Pentothal followed by ether 
using the Oxford vaporiser was not unpleasant, and was used 
where chloroform was contra-indicated because adrenaline - 
was being used during the operation; induction was speeded 
up by introducing a little carbon dioxide (5%) in oxygen 
into the vaporiser. Chloroform and ether mixture (C. Ez). 
was satisfactory but was still sometimes followed by post- 
operative vomiting, though not so ‘commonly as pentothal 
and ether. Ethyl chloride permitted very early blind intuba- 
tion, but was followed by a relatively high incidence of post- 
operative vomiting. 

The method of choice, and that which was eventually 
used in most cases, was the initial rapid intravenous injection 
of 0:26 g. of pentothal, followed by chloroform and ether 
mixture on the open mask. The dose of pentothal used was 
small in order to prevent undue depression of respiration with 


1. Macintosh, R, R. and Mendelssohn, K. Lancet, 1941, if, 61. 


510 THE LANCET] REVIBWS 
consequent delay in induction. This method, besides being’ 
reasonably rapid, was pleasant for the patients and permitted 
them to face the subsequent anesthetics, so common in 
maxillofacial work, with equanimity. Moreover the incid- 
ence of postoperative vomiting was greatly reduced. 


.As soon as the patient had been intubated he was 
connected up with the vaporiser, and angsthesia was 
deepened until the jaw was sufficiently relaxed for the 
throat to be packed. A few minutes with a setting of 
15% ether concentration was usually found to be sufficient. 
Most maxillofacial cases are of relatively long duration 
but do not require very deep anesthesia and settings 
of between 5% and 10% ether concentration could often 
be maintained for long periods. In any case of long 
duration a small flow of oxygen was fed to the machine as 
a routine. Wherever there was any sign of, operative 
shock, one pint of 5% glucose saline with 10 units of 
insulin was given intravenously. 

I attribute the absence of chest complications to two 
factors :— | 


(a) The incidence of chest complications in maxillofacial 
work is always low because there is no interference with 
respiratory function. 

(b) The ether vapour inhaled was of constant strength, 
thanks to the use of the Oxford vaporiser, and too-strong a 
vapour was not given at any time. | 


CONCLUSION — 


The two great advantages of the Oxford vaporiser 
over the simple tin-can ” vaporiser are that the strength 
of ether vapour is a known constant ‘and can be varied 
as the occasion demands; and the expiratory valve 
eliminates rebreathing, thus abolishing the dead space, 
and helping to keep the inspired ether concentration 
constant. A quiet anesthesia results. 

The advantages usually claimed for gas, oxygen and 
ether combination over plain ether are a rapid, not 
unpleasant induction and a low incidence of postoperative 
complications, as well as a more comfortable recovery 
period. The pentothal-chloroform-ether sequence pro- 
vides an ideal induction. With this method of induction, 
and the use of the Oxford vaporiser the incidence of 
postoperative complications has been no higher (in this 
type of work) with ether than with the gas-oxygen- 
ether combination, though admittedly the recovery 
period has in some cases been less agreeable. Finally 
the far greater portability of the Oxford vaporiser, com- 
pared with the field Boyle with its heavy cylinders, 
makes it, in my estimation, the best means of providing 
anesthesia for this type of work in the field. | 


Reviews of Books 


Medical Annual, 1943 


(6lst year), Editors: Sir Henry TIDY, DM OXFD, FROP; 
A. RENDLE SHORT, MD LOND., FRCS. (Wright. Pp. 432. 
25s. ) 


Ts hardy annual is an old friend whose individuality 
places it in a category by itself. The contributors are 
not only outstanding, but can present intricate subjects 
in a manner intelligible to the general practitioner. 
Few advances of note are overlooked, and a sense of 
proportion makes the book particularly valuable to 
those who have neither time nor opportunity to study 
original papers as they appear. Camaraderie between 
editors and contributors must be of the right stuff, 
judging by the frank way the editors interpolate their 
comments: for example, This has never been observed 
in females. (This is incorrect. I have seen a case in 
an adult woman.—Ed.).” Again, many of the articles are 
refreshingly discriminating. Macdonald Critchley pours 
a salutary douche of cold water on the uncritical enthu- 
siasm with which electroconvulsive therapy is being 
used ; and Symonds’s survey of sciatica is a masterpiece 
of impartial summing up. In contrast, the article on 
diabetes mellitus is somewhat confusing. A lapse in 
balance is the unnecessary amount of space given to 
yellow fever and to spontaneous hypoglycemia. Mr. 
Harcourt Kitchin ably reviews all the noteworthy legal 
decisions of the year which have interest for the medical 
profession. 


then of interpreting his difficul 


OF BOOKS ſoor. 23, 1943 
Social Therapy s 
M. B. HALE, London Charity Organisation Staff 1935-39 ; 
S. M. HALE, psychiatric social worker for the organisation 
1933-38. (Williams and Norgate. Pp. 96. 55.) 


Mr. and Mrs. Hale describe their book as materia! 
for discussion to first-year students at the Schools 
of Social Science, officials of the Assistance Board 
and other statutory institutions, helpers in voluntary 
organisations and others.“ It forms a good ground- 
work for this purpose, stimulating to individual opinion. 
Social workers in this country are badly in need of 
textbooks other than those of American origin and this 
little book, by workers of practical experience, is sound 
in principle, offers a good framework of information, 
and is readable besides. Defining case-work as the 
art of making sympathetic contact with the client, 
ties to himself in relation 
to the other members of his family, to his immediate 
circle, and to society,” the writers give a clear concep- 
tion of their own ideals and follow it up with practical 

idance as to how to achieve them. Writing on the 

eeping of records they mention that it is essential to 
keep a copy of all letters sent, and add: ‘‘ unfortunately 
it is necessary to emphasise the importance of keeping a 
legible copy. 
predecessors’ handwritten flimsies will heartily endorse 
this practical advice. 


A Practice of Orthopedic Surgery 


(2nd ed.) T. P. MoMupmay, moun, FROSE. (E. Arnold. 
Pp. 423. 300.) oe i 


A SECOND edition of this book is well justified by its 
popularity with the student. It sets out to give a 
description of the basic principles underlying orthopsedic 
surgery, without overburdening the text with details of 
operative procedure. The diseases of bones and joints 
and other lesions of the locomotor system are clearly 
and succinctly described, and such operations as have 
proved their worth briefly indicated. The more im- 
portant conditions are illustrated with photographs, 
diagrams and X-ray pictures. Fractures are not ih- 
cluded, as the author rightly feels they deserve a book to 
themselves. This book is easy to read and to handle, 
and is of a comfortable size. 
with enthusiasm. 


‘Medical Aspects of Aviation ö 4 
Speed and Acceleration. Captain ERNST JoKL, MD. (Pitman. 
Pp. 104. 10s. 6d.) 


THERE is a pleasant lack of pomposity about this. 


informal and informative little book which every practi- 
tioner, in or out of the Services, will enjoy reading. It 
explores the body’s resistance to a hitherto unfamiliar 
kind of mechanical strain in a way too interesting to 
miss. Dr. Jokl’s scientific omissions are skilfully 
managed so as to make the reader feel that he knows a 
great deal more than he actually—or perhaps really— 
does, and the numerous illustrations by E. Ullman, 
art editor of the Johannesburg Forum, are drawn with 
wit and insight. 
Anatomy of the Female Pelvis . 

Including a description of the placenta and its formation and 

the fatal circulation. C. F. V. SMOUT, MB BIRM., senior 


lecturer and acting professor, department of anatomy, 
University of Birmingham. (Arnold. Pp. 185. 36s.). 


TEACHERS and students of obstetrics and gynecology 
have long waited for a book of this calibre. The anatomy 
and physiology of the female genital tract is presented 
lucidly and instructively, with explanations, based on 
anatomical, physiological and embryological principles, 


of those clinical phenomena which puzzle students. 


Ovarian endocrine function, for example, is discussed in 
such a way that the student can easily grasp the essentials 
of this intricate and confusing subject. The many 
microphotographs and coloured illustrations are remark- 
able findings in a book in the fourth year of war. 


Rox AL ExR HosPITAL CLINICAL Soorety.—A meeting will 
be held at the hospital] on Friday, Nov. 5, at 4.30 pm, when 
Mr. Harvey Jackson will speak on orbital tumours. | 


Those who have to struggle with their . 


It can be recommended 
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THE PATIENT'S WORK 


Wak has emphasised the connexion between work 
and health: not only do the circumstances of work 
influence personal well-being, but industrial efficiency 
is increased by the health and happiness of the workers. 
A health policy should therefore include the closer 
linkage of industrial health services with the machinery 
for safeguarding the general health. There has 
been too much tendency to regard industrial medicine 
as a thing apart, and the profession as a whole must 
take more cognisance of the work of patients and its 
health significance. 
trial medicine, wrote that to the Hippocratic formula 
for the investigation of sickness he “ presumed to 
add one interrogation more— namely, what Trade 
he is of and he went on to counsel, doubtless 
without malice, “when a Physician therefore is 
call'd to visit one of the poorer and meaner sort of 
People, I would advise him not clap his hand to the 
Pulse as soon as he comes into the Room, without 
- inquiring into the circumstances of the Patient, nor 
to stand, as ’twere, in a transient Posture, to Prescribe 
where the Life of Man is concern’d ; but to sit down 
by the Patient, let the Place be never so sorry, and 
carefully interrogate him upon such things, as both 
the Precepts of our Art, and the Offices of Piety 
require us to know.” He was perhaps influenced by 
the teaching of PLATO ? who drew a sharp distinction 
in The Laws between the two types of doctors, one 
practising upon freemen (he “ carries his enquiries 
far back ”) the other upon slaves—waiting for them 
in the dispensaries, never talking to them individu- 
dlly or letting them talk about their own individual 
complaints. “The slave doctor prescribes what mere 
experience suggests, as if he had exact knowledge ; 
and when he has given his orders, like a despot, he 
rushes off with equal assurance to some other servant 
who is ill; and so relieves the master of the house 
of his invalid slaves.” | 

We have made some progress since PLArOo and 
RAMAZZINI and now recognise that reaction to work 
is not confined to one stratum of society, and that 
unemployment may have results just as disastrous as 
work that is too exacting. Lately there have been 
complaints that rejects from the Services have been 
directed into work incompatible with their disabilities, 
and at the end of the war there will undoubtedly be 
an urge to get away from everything that savours of 
regimentation ; but it is certain that not énough care 
has -been given in the past to helping people, and 
especially young people, to take up work suited to 
their aptitudes and capabilities. This becomes still 
more obvious in the presence of disability or threat- 
‘ened breakdown in health. In Scotland ? it was found 
in the Clyde Basin experiment that some 6% of the 
young persons referred for examination by their 


1. Ramazzini. A Tréatise of the Diseases of Tradesmen. English 
tion. London, 1705. 
2. Pla Sir Richard Living - 


Selections from Plato, The Laws. 
ae World’s Classics Series. 
3. Menia and Industrial Efficiency. r of Health for Scotland. 
dinburgh, HM Stationery Office, 1943. See also p. 519. 
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RaMAZZINI,! the father of indus- 
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own doctors required change of employment if their 
health was not to be seriously undermined. An 
earlier experiment to determine what could be done 
ta minimise the increasing volume of long- continued 
incapacity for work disclosed that of people who had 
been incapacitated by sickness for as long as three 
months about 8% needed change of employment if 
they were to have real hope of restoration to working 


capacity. Follow-up of a series of men invalided out- 


of the Services showed that change from prewar 
employment had been recommended for no less than 
36%. Admittedly this last figure is swollen to some 
extent by the circumstances of war and the resultant 
disorganisation of industry, but the fact remains 
that there are many cases in which work review is an 
essential complement to medical care. This implies, 


` as has been suggested, guidance in the sélection of 


suitable work, supervision of working environment ` 
and of hours of work—in fact a more physiological 

approach to the question of employment than has 

generally prevailed in the past ; for it is perhaps fair 

comment that, despite the excellent work: of the 

Industrial Health Research Board, the approach to 

industrial health has been too much that of the 

pathologist: afterall, industrial toxicologyis but a part, 

and in the presence of effective supervision of working 

conditions, not a large part, of the tale of industrial 

ill health. Since the outbreak of war considerable ` 
progress has been made in the appointment of in- 
dustrial medical officers, and the usefulness of these 
doctors would be enhanced if the basis of their 
appointment was satisfactory; which it is not; for a 
man employed and paid by an industrial organisation 
cannot hope to enjoy that freedom of action which is 
essential if he is to achieve the best results. There 
ought to be closer relationship between the family 
doctor and the industrial medical officer. Pari passu 
with improvement in working environment and con- 
ditions of service, there is urgent need for the develop- 
ment of facilities which can best be provided as general 
health measures. These facilities include vocational 
guidance, consultant help in the prevention of impend- 
ing health breakdown, advice on the work problems 
of men with established disease still capable of 
employment suited to their residual disability, 
and a rehabilitation service designed to restore the 
sick and injured as fully as is possible. The provision 
of such facilities, and encouragement of the family 
doctor to use them freely, could not fail to promote 
alike personal health and industrial efficiency. 

The report? prepared by the medical staff -of the 
Department of Health for Scotland gives a short 
account of experiments recently undertaken in this 
important field of social medicine. The results of 
these experiments, like the findings of the Industrial 
Health Research Board, must inevitably shape policy. 


THE MENOPAUSE AND AFTER 
Mr. Ernest BEVIN answered those who have pro- 
tested against the call up of older women by pointing 
out that he had registered nurses and midwives up 
to sixty without exciting a single comment. The 
anxiety: which the suggestion has aroused does not 
come from the women themselves, and is not on behalf 
of women who have worked all their lives; it is on 
behalf of those home-keeping women. who. have be- 
come, in the minds of their husbands and children, and 
possibly in their dwn minds, a fixture there. Perhaps 


— 
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SPONTANEOUS SUBARACHNOID HEMORRHAGE 


~ 
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it would be useful to- consider the position of these 


women and to discover if possible whether the call up 
offers them a worse or a better. prospect for health 
than that they would normally face. 


health than those who are home-keeping ; an investi- 
gation made some years ago? into the menstrual 
history of a thousand women, especially in relation to 
the menopause, showed that health and—as far: as 
could be judged—efficiency were only occasionally 
impaired. Very few had to reduce their work or give 
it up, or to take more than their usual annual holiday. 
By far the greater number of women suffer only from 
moderate discomfort during the change of life, and 
those who are actively employed seem to suffer less 
than. those who are able to take things easily and give 


/ their symptoms full attention. 


- Neurotic manifestations often ascribed to the 
climacteric are found in women with a previous history 
of emotional and nervous instability—very rarely in 
those who have always been stable and well adjusted. 
In the forties women reach the break between youth 
and middle age, and for many of them this entails a 
painful mental and emotional readjustment. The 
home-keeping woman whose children are growing up 
is particularly hardly placed. Husbands and wives 
are apt to lose touch a little between the thirties and 
forties, and adolescent children are naturally averse 
from spending much time at home with their mother ; 
they have important adjustments of their own to 
make. The prospect for the menopausal woman in 
these circumstances is rather bleak, and the tempta- 
tion to magnify trivial symptoms into weapons to 
retain love (or the observances of love) is considerable. 
Moreover, her emotional disturbance has reper- 
cussions on her physical state; she is fair prey for a 
psychosomatic illness. At first sight it might be 
supposed that a woman in this disgruntled state would 


hardly be. a useful candidate for a job. In practice 


the reverse is true: the job, by making her once more 
responsible and valued replaces some of the stimuli 
now missing from her home life; and since fatigue is 
more commonly a symptom of boredom and dis- 
satisfaction than of overwork she usually feels less 
tired than she ‘did before. The working-class woman 
at this time of life is less exposed to her feelings ; she 
may seek prompt treatment for any physical disabili- 
ties which crop up, but otherwise she carries on as 
usual. Some working. women, not only at this time 
but at other periods of life as well, really are suffering 
from the effects of overwork ; but this is because they 


actually have too much to do—a separate issue from 


their capacity to do it. 

The menopausal years vary considerably in different 
women; for many the menopause begins at 40, for 
some it is delayed until after 50. Miss RATHBONE’S 


‘remark that the period of 50-65 is often the healthiest 


in a woman’s life is`fully endorsed by experience. 
At this time women have good physique, and the 
emotions and anxieties of rearing their children and 
maintaining family life are behind them. If they have 
had any form of training in earlier life it adds to their 
capacity at this age, and they usually take kindly 
to a job provided there is some elasticity in the 
pace and hours of work. They haveshown themselves 


1. Lancet, 1933, 1. 106. 


First, there is 
no evidence that women who work outside their homes 
for a living during the menopausal years have worse 


to be adaptable, and readily develop skilled movements 
and understanding of their task once 8 confidence 
is established. ` S 


SPONTANEOUS SUBARACHNOID 
HÆMORRHAGE 


Ir was the work of TURNBULL! and Hadise 2 
that first aroused interest in intracranial aneurysms 
as a cause of spontaneous subarachnoid hemorrhage. 


On our opening page Dr. Macte brings the story up 


to date and dds his own extensive observations 
which have the special interest that his material was 
drawn mainly from the Forces and Civil Defence 


Services. His patients, for the most part between 


20 and 50 and presumably mostly male, belong to a 


_ group in which subarachnoid hemorrhage is not very 


common, and although the disorder is in general 
commoner among women than men the incidence in 
oe in this paztigulat group seems to have been 
OW 

The fatality of subarachnoid hæmorrhage is high, 
56% in Macur’s series of 150, and 63% in TAYLOR 
and -WHITFIELD’S? series of 81 cases. About a 
third of MacEr’s patients died in the first attack, 
and more than half the survivors had a second 
attack which proved fatal in two-thirds of the cases. 
A second hemorrhage is thus twice as likely to be 
fatal as a first. These figures lend strong support to 
JEFFERSON’S‘ recommendation of treatment by 
carotid ligature when the aneurysm has been localised 
by angiography. This, of course, applies especially to 
those aneurysms which give rise to focal signs enabling 


diagnosis before rupture. MAcnR's observation that 


in most cases effort plays no part in precipitating & 


hemorrhage is clearly of importance in relation to 
claims for compensation and for service pensions. The 


qualification in most cases is necessary, for it is 
within the experience of clinicians that occasionally 
the hemorrhage occurs during violent physical exer- 
tion, as for example in a man who fell unconscious 
while pulling in a tug of war; it would certainly be 
difficult to persuade a court that a man whose 
hemorrhage took place while he was lifting a heavy 


sack had not sustained an accident “ arising out of or 


in the course of his employment.” 

BALLANTYNE’ has recently studied the way in 
which subarachnoid hemorrhage causes ocular symp- 
toms. The earliest explanation of intra-ocular heemor- 
rhage after subarachnoid hemorrhage was that blood 
was forced from the optic nerve sheath through the 
lamina cribosa into the eye. 
disproved and replaced by the suggestion that 
blood driven into the subarachnoid space ef the optic 
nerve sheath compressed the: ophthalmic vein and 
caused hemorrhages from its tributaries. BALLAN- 
TYNE shows that hemorrhages occur in the-orbit which 
cannot be caused in this way and produces evidence 
that such multiple hemorrhages can be explained only 
by the sudden rise of intracranial pressure causing a 
stasis in all the venous channels which drain the 
tissues of the eye and the contents of the orbit. Hy 
makes the suggestion that the same mechanism may 
cause hemorrhages in into the substance of the brain 


1. Turnbull, H . M. Quart, J J. Med. 1915, 8, 201. 
2. Fearnsides, E. G. Brain, 1916, 39, 224. 


3. Taylor, B, and Whitfield, A. G. W. Quart. J. Med. 1936, 5, 4€ 


4. Jefferson, G. Brain, 1937, 60, 4 
5. Ballantyne, A. J. Brit. J. Ophthal. 1943, 27, 383. 


This hypothesis was 
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and that some of the clinical signs of subarachnoid 
hemorrhage, such as oculomotor paresis and disturb- 
ances of conjugate movements of the eyes, may be due 
to hemorrhages in the mid-brain. 


HARD HEADS AND HARD LABOUR 


SomME expectant mothers are refusing to take their 
cod-liver oil and even their extra milk for fear of 
having large babies and long labours. This idea no 
doubt arose from an isolated case or two of long 
labour in women who had conscientiously taken 
advantage of the Government’s wise provision for 
their wellbeing, and it will be a great pity if it is 
allowed to spread. For there is no doubt that a 
generous supply of calcium and vitamin D is essential 
for the proper calcification of foetal bones and teeth; 
long ago MELLANBY ' pointed out that a deficiency of 
vitamin D in the maternal diet results in a lowered 
vitality of the offspring after birth and a predisposition 
to rickets. A small investigation in America can 
be cited as grounds for the fear that dietetic supple- 
ments may prolong labour. FINOLA, Trump and 
GRIMSON ? gave 33 expectant mothers 250 units of 
vitamin’ D and dicalcium phosphate equivalent to 
1-44 g. of calcium and 1-08 g. of phosphorus daily ; 
25 other women acted as controls, receiving no 


supplement. The average birth-weight of the infants 


was I oz. less in the treated than in the control group, 


but Iabour im the treated lasted on an average an 
hour longer than in the controls. The total serum 
calcium and inorganic phosphorus of the newborn 


was higher in the treated group, and radiograms of 


the ribs, parietal bones and epiphyses at the knee 


‘showed an increased bone density in most of these 


infants compared with the controls. FINNOLA and 
his colleagues suggest that the extra density of the 


' parietal bones might interfere with moulding of the 
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head in borderline cases of disproportion. But a 
nation-wide radiological investigation would be 
needed before the effect of vitamin D on the fetal 
skeleton could be properly evaluated, and that is 
out of the question at present. 

An inquiry which must carry weight is that of the 
People’s League of Health,’ which was directed from 
the outset by statisticians of high repute. In this 
research 5000 expectant mothers living in London 
were divided into two equal groups. The treated 
were given, among other supplements, min. 6 of 
halibut oil daily, containing about 19,000 IU of 


vitamin A and 900 IU of vitamin D, from before the 
e 


24th week of pregnancy until delivery. Regarding 
birth-weight, there was a difference of 0-18 lb., which 
approached significance, in favour of the treated 
primigravidæ aged 30 and over; there was no 
significant difference in the other age-groups. With 


multiparæ of all ages the difference between the birth- © 


weights was 0-07 + 0-05 Ib. in favour of the treated, 
which was not significant, but in 3 out of 4 age-groups 
the babies “of the treated mothers were slightly 
heavier. But—and this is the main point from the 
expectant mothers’ point of view—there was no 
evidence that vitamin and mineral additions to the 
dietary influenced either the severity or duration of 


labour. 
| il, Mellanby, E. Brit. med. J. 1926, i, 515. 
2. Finola, G. mp, R. A. and Grimson, M. Amer. J. Obstet. 
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Annotations 


WHICH ARE THE “TEACHING SCHOOLS"? | 


THE five or six years which precede the taking of a 
degree or diploma are largely spent in factual instruction. 
The subjects: of the curriculum can be, and sometimes 
are, the medium of education; but even when it is 
there, the intention is often frustrated by the limitation 
of time imposed upon each subject separately, and the 
many claims upon receptivity and memory pile confusion 
upon competition. In the invaluable year after qualifi- 
cation comes the opportunity for the education that 
turns a boy into a man. It is then that the senior 


who recognises his duties as well as his rights can 


„teach in freedom. If the senior is a professor with 
a team of experts in education, perhaps his house- 
physicians and house-surgeons go to the best school ; 
but the great majority of - young men and women go to 
other masters, and hospitals other than those with 
medical schools. | | 

It is remarkable that neither the universities nor the 
Royal Colleges have openly and specifically recognised 


the educational responsibilities accepted and discharged 


by the staffs of voluntary and local-authority hospitals 
throughout the country. In the same way, for the best 
part of a century the value of the services of all those 
engaged in preclinical instruction were also greatly 
underestimated or altogether unrealised. But latterly 
there have been great changes, and if, in the near future, 
the subsidy to medical education is to be substantially 
increased, the question may well be asked who are the 
teachers and which are the teaching hospitals } Is it 
not open to the staffs of the non-teaching voluntary 
hospitals and of the great municipal and county general 
hospitals to say to the universities, “ We are doing a 
considerable part of your work ; with us men train for 
their higher degrees; we are, in fact, a part of your 
staff. To such a claim a university might reply, 
„Who are you? Who appointed you? Upon what 
qualifications? Upon what academic attainments ? 
What are the resources you draw upon in performing 
these educational duties ? ” Is it to be presumed that 
the hospitals would shrink from such inquiries? and if 
they did, to what category of inferiority would they con- 
sign themselves? The better the hospital, using the word 
in its most comprehensive sense, the more determinedly 
would it strive to earn the approval of the university ; 
to secure the hallmark which advertises to every patient 
entering its walls that here you will be cared for by 
men who know their job and have at their disposal all 
that is needed for their best work.” 

It would be something gained if the teaching activities 
of hospital clinicians all over the country were recognised, 
and perhaps remunerated: that would be good for the 
doctors. It would be immeasurably more important for 
the patients—and that is for the whole community— 
that the standard of work, its organisation and its 
equipment, would come under the watchful eye of an 
impartial judge of standards. | 


THE PSYCHIATRIST AND THE CRIMINAL 
Dr. W. Norwood East, in his presidential address to 
the section of psychiatry of the Royal Society of Medicine 
on Oct. 12, nicely illustrated the maxim : 


Be not the first by whom the new are tried 
Nor yet the last to lay the old aside. 


Criminal responsibility, he feels, is a legal concept which 


the public understands and approves; and as yet 
psychiatry has no satisfactory substitute to offer for it. 
Yet crime, as he pointed out, is created by the law's 
definitions ; and what may be a crime in one society may 
be acceptable behaviour in another. Thus Eskimos 
regard suicide and the killing of unwanted infants, old 
people and invalids, as a part of social life. In our own 
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society civil and criminal offences differ not in kind but 
in the legal procedures which follow them. Criminal 
offences may derive from worthy..impulses—from loyalty 
to an individual or a group—and repeated offences may 
be evidence of mental disorder or of an arrest in emotional 
development, fixing the criminal at a gain-loss level of 
behaviour. Legal interest in crime turns on the guilt 
of the accused—medical interest on his personality. 
' Acquisitive, aggressive and sexual crimes depend on 
instincts and are associated with an emotional quality ; 
yet it may be not immediately apparent from the crime 
itself what instinct isat work. Thus, while most offences 
appear to be acquisitive, many of them spring from the. 
parental or the self-preservative instincts; and some 
cases of burglary are primarily sexual. 
suggested that the decision should be taken out of the 
jury’s hands and settled between the judge and a medical 
referee, but this Dr. East believes to be a pernicious sug- 
gestion. 
man’s case by examining him in court. The prisoner 
needs to know he has the sympathetic interest of the 
psychiatrist before rapport can be established. He 
thought it might be better to let the jury decide whether 
the man was guilty of the crime or not, leaving it to a 
medical and legal tribunal to decide on his responsibility 
before sentence was passed. It would be an intolerable 
burden on psychiatry in its adolescence, he considered, 
to have to pass the final judgment on responsibility in a 
criminal case. As things stand he feels the courts would 
be best served if they refused to accept evidence on the 
psychiatric aspects of a case from non-medical psycho- 
logists, and if medical men of no psychiatric experience 
refused to be drawn into giving opinions on those aspects 
in the witness-box. As the study of culpability pro- 
gresses it may become possible for psychiatrists to help 
lawyers in the task of recasting the McNaghten rules to 
meet changing opinion; but extravagant statements in 
the witness-box can only delay this. At present justice 
can only be done to the abnormal offender if the psychia- 
trist is consulted : but he thinks the treatment of crime 
might be jeopardised if the public supposed the medical 
profession wished to disrupt all ordinary criminal mea- 
sures. He mentioned the advances foreshadowed in the 
bill on criminal justice being considered before the war. 
There it was proposed that prison for young offenders 
should be replaced by remand centres and state remand 
homes. In the course of an investigation at Wormwood 
- Scrubs he had recommended that a special institution 
should be established for the investigation and treatment 
of psychiatric disorders in convicted criminals, with the 
aim of amending their behaviour. Thus despite his 
disclaimers, it seems that Dr. East is not averse from 
whittling the penal code into more modern shape even 
at this stage of psychological progress. 


KALA-AZAR IN THE EAST AFRICAN FORCES 

KALA-AZAR has long been known to be endemic in the 
Sudan, and before the war cases were occasionally seen 
in the Northern Frontier Province of Kenya. For the 
8 years before 1939 no instance of the disease was reported 
in Uganda or Tanganyika ; Italian doctors had, however, 
recorded its presence in. Abyssinia. 
that in February, 1941, an askari in the East African 
Forces was found to be suffering from the disease and 
since that date 136 Africans have been admitted to 
military hospitals in Kenya; 43 (32%) of these died. 


Accurate details of the movements of most of the units. 


to which the patients belonged were obtained, and it 
was found that 87 soldiers contracted the disease near 
the mouth of the Omo River at the south-western corner 
of Abyssinia near Lake Rudolf; 12 came from the 
Uaso-Nyiro district, and 11 were located on the Nairobi- 
Addis-Ababa road; 8 came from Southern Abyssinia. 
The relatively large infection of the Army personnel 


1. Anderson, T. Farnworth, E. Afr. med. J. 1943, 20, 172. 


YOUNG LIFE STILL WASTED 


It has been - 


It is impossible to form a fair estimate of a 


Anderson 1 reports 
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indicated that kala-azar is far more common in Southern 


Abyssinia and North Kenya than had been suspeoted; 
a survey of the civil population would probably support 
this. G. Maclean found Leishman-Donovan bodies 
from spleen punctures of civilian natives. V. D. 
van Someren identified the sandffy, Phlebotomus congol- 
ensis, in the area and it is believed that other species 
may be vectors. Most of the infections took place 
during the wet season, and the probable mean incubation 
period was 13 weeks. The early cases could only be 
treated by tartar-emetic injections and in them the 
mortality was 50%. Far better results were obtained 
by the administration of diamidinostilbene—a com- 
pound related to urea—and ‘ Urea Stibamine’ (Pharm. 
Products), an antimony preparation. 


YOUNG LIFE STILL WASTED 
THE enormous reduction in the rate of infant mortality 
in the last half century—from some 150 deaths per 1000 
live births in 1900 to 100 in the years preceding the last 
war and to just under 60 in the years before this one 


may, if we be not careful, too easily lull us into com- 


placency. Certainly the Registrar-General’s detailed 
analyses of how this loss of infant life is made up will, if 
one troubles to study statistical data at all, readily 
supply many correctives. A glance at his last prewar 
annual report (1938) shows, for instance, disturbing 
differences between the large towns. In that year more 
than 76 infants in each 1000 born died during their 
first year of life in the county boroughs of Birkenhead, 
Bootle, Wigan and Merthyr Tydfil ; 
less died in the county boroughs of Bath, Norwich, 
Oxford and Southend-on-Sea. If we exclude neonatal 
mortality the differences become still wider, for the 
former towns are left with rates of over 40 per 1000 at 
ages 1-12 months while the latter have rates of only 
15 or a little less. Alternatively we may turn to the 
Registrar- General’s monumental analysis of occupa- 
tional mortality in the years 1930-32, which includes a 
study-of infant mortality in relation to the occupation 
and social class of the father. In those years the death- 
rate per 1000 legitimate live births was for all classes 
62, but it varied from 33 in social class I to 77 in social 
class V, rising steadily as one passes down the’ social 
gradations. Again exclusion of the neonatal mortality 
widens this difference, giving a rate of 11 per 1000 at 
1-12 months for class I and 45 per 1000 for class V. A 


glance at the occupational figures shows such figures as |ì 


31 deaths in the first year of life per 1000 legitimate 


live births when the father was a doctor and 81 deaths |: 


when the father was a general labourer. Or turning to 


35 per 1000 or. 


some of the causes of death we note that in social class I If. 


there were 1-4 deaths per 1000 live births from infectious |' 


diseases and 2:0 from diarrhœa and enteritis ; in social 


class V the corresponding figures are.7-6 and 7:9 or 4 to 
5 times as high. However we look at it we clearly cannot |; 
rest satisfied with the very great and undoubted improve- -] 


ment that has been achieved, and while such social and 
environmental differences persist there can be no reason 
for complacency. 

A nasty jar to any such feelings has been g piven by 
Mr. Titmuss in his new book.“ | 
of the Registrar-General’s statistics from 1911 to 1932 


he is led to the conclusion that though all social olasses 


have shared in the decline in infant mortality they have 


not shared equally. The already relatively low rate of 


social class I has shown a somewhat steeper rate of fall 
than the relatively high rate of social class V. In other 
words, in spite of imperfections in the data, it is most 
probable that the infant death-rates of the most and 
least favourably circumstanced classes were rather more 
widely separated in 1930-32 than 20 years earlier. At 
the very best, therefore, our efforts to reduce infant 


1. Birth, Poverty and Wealth. Richard M. Titmuss. „Hamilton 
Medical Books. Pp. 118. 7s. 6d. 
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mortality, successful as they have been, have notably 
failed to reduce inequalities in the rate as one goes 
up or down the social scale and probably have 
‘expanded them. These and many other statistical 
observations Titmuss skilfully marshals as a stimulus 
to action. If, for example, he calculates, all social classes 
in 1930-32 had experienced the death-rates of social 
class I some 52,000 deaths in the first year of life would 


have been saved and 17,000 in the second year of life. 


Adding stillbirths would probably raise the total to 


nearly 90,000, no mean number in the present situation Army Medical Department Bulletin has proved a con- 


of the population. : 

The actual extent to which it is possible to reap 
‘further improvement is difficult to determine. The 
social factors of poverty, overcrowding, malnutrition 
and generally unsatisfactory environment are of course 
remediable to a much greater extent than has so far 
been achieved. Ignorance, apathy, lack of care, neglect 
of the rules of hygiene can certainly be reduced but never 
banished. Medical skill and attention can be extended 
and improved. Some few parts of the world have 
already reached a rate of 20 or less per 1000 live births. 
Dublin in 1928 suggested that a rate of 30 was feasible. 


Titmuss goes so far as to halve this figure and suggests ` 


that there are no. medical, social or economic reasons 
why advanced communities should not reach a rate of 
15. Whether that be utopian or not is hardly a matter 
of immediate concern. His study of the social and geo- 
graphical variations shows how much there is yet to do 
at a very much higher level. It is a welcome corrective 
to any who with an eye fixed solely on the improving 
national rate think that all goes well. 


VITAMIN A AND NIGHT VISION 
- NIGHT-BLINDNESS was attributed to scurvy by 
Captain Cook, even though it failed to clear up like other 
scorbutic symptoms when the patient got fresh lemons. 
Bampfield 1 noted in 1814 that fresh meat and vegetables 
added to the diet improved night vision, whereas anti- 
scorbutics did not; yet he too regarded it as a manifesta- 
tion of scurvy. The full picture of vitamin-A deficiency 
as it affects the eyes was described by Holmes Spicer ? 
in 1893; he mentioned the greasy wrinkled conjunctiva 
. with foam-like patches on it, and the dry lustreless 
cornea going on to keratomalacia. During the war of 
1914-18 Birch-Hirschfeld* specifically mentioned a 
vitamin deficiency as the probable cause of the great 
increase in night-blindness in the German army during 
the winter of 1916. Bloch‘ attributed the outbreak of 
xerophthalmia in Denmark in 1917 to a deficiency of a 
fat-soluble vitamin, and the epidemic subsided immedi- 
ately rationed butter at a controlled price became avail- 
able to the population. Finally Wald ë demonstrated the 
part played by vitamin A in the light-dark cycle of visual 
purple, and the real importance of this vitamin in the 
process of night vision was fully established. Since 1939, 
when complaints of poor vision in the blackout increased, 
there have been many investigations to ascertain whether 
the people of this country suffer from vjtamin-A deficiency 
—whether, in fact, there is a general subclinical vitamin 
lack which, while causing no grave symptoms, is impair- 
ing general efficiency and night vision. At present we 
have no evidence that this is so, or that increased doses 
of vitamin A would cause any material improvement in 
the night vision of the population. It is the experience 
of Service ophthalmologists that many of those com- 
plaining of poor night vision do so for psychological 
reasons. Stephen, of the Oxford Nutrition Survey has 
recently investigated the effects on 10 male volunteers— 
9 undergraduates and 1 university demonstrator—of a 


2. Spicer 
3. 


„W. „45. 
Bie ach eig A. v. Graefes Arch. Ophthal. 1917, 92, 273. 


5. Wald, G. J. O i. Soc. Amer. 1941, 31, 235. 
. Trans, ophthal. Soc. U. K. 1942, 62, 259. 


diet severely deficient in vitamin A. He found. that 
after a month the dark adaptation of 8 of them became 
poor. After a single dose of halibut-liver oil, however, 
the light threshold fell sharply ; and after a few further 
doses the original level was reached. $ 


THE MINISTRY'S BULLETIN 


THREE years ago the director-general of Army Medical 
Services began to issue an informal monthly bulletin 
available to all his officers and to others concerned. The 


venient means of keeping the periphery in touch with 
the centte, and the Admiralty, which already provided 
every wardroom with a first-class review of current 
affairs, has now followed the example of the War Office 
in producing a special broadsheet for medical officers. 
In civilian medical services there is less likelihood of 
professional isolation than in the Army or Navy, but 
it is none the less advisable that the men at the centre 


should be able to communicate ideas which have not 


yet hardened into official memoranda; and in all branches 
of work it is well to have a medium for circulating 
suggestions, reports, and other expressions of experience. 
In war-time the suspension of the two annual reports 
from the Ministry of Health on the State of the Public 
Health and the Health of the School Child has deprived 
medical officers of health and school medical officers of 
much useful information about departmental policy, 
and we are all the more glad therefore that the Ministry 
has now decided to issue a monthly bulletin. This will 
be combined with the existing monthly bulletin of the 
Emergency Public Health Laboratory Service—a service 
directed by the Medical Research Council on behalf of 
the Ministry of Health—and the combined bulletin will 
comprise a general section edited from the Ministry 
and a laboratory section edited from the Council. In the 
first joint issue, dated October, the former section con- 


‘sists of short signed articles on the antigens of enteric — 


organisms (Dr. V. D. Allison), war-time statistics (Dr. 
Perey Stocks) safe milk (Dr. W. A. Lethem) the supply 
of tetanus antitoxin (Mr. C. H. S. Frankau) and child 
guidance clinics (Dr. A. F. Alford). 


Dr. J. W. BROWN will deliver the Bradshaw lecture to 
the Royal College of Physicians of London on Thursday, 
Nov. 4, at 2.15 pm. His subject is to be the inter- 
auricular septal defect. | 


Mr. H. S. SOUTTAR is to give a Bradshaw lecture to 
the Royal College of Surgeons of England on Thursday, 
Nov. 11, at 3.15 PM. He will speak on physics and the 
surgeon. 

Lieut.-General Sir ALEXANDER Hoop, director-general 
of Army Medical Services, is visiting the United States. 


LECTURES IN SURGERY AT \EpinBuRGH.—During the 


autumn the following lectures will be given at 2 PM on 


Tuesdays at University New Buildings, Edinburgh : Surgeon 
Rear-Admiral G. Gordon-Taylor, the dramatic in surgery 
(Oct. 26); Prof. W. C. Wilson, the general state of men 
severely wounded in battle (Nov. 2); Colonel J. A. Mac- 
farlane, carcinoma of the rectum and sigmoid (Nov. 9); 
Mr. James Riley, experimental cancer research (Nov. 16); 
Brigadier George Riddoch, sciatica (Nov. 23); Prof. C. F. W. 
Illingworth, peptic ulcer (Nov. 30); Colonel Johan Holst, 
Surgical treatment of pulmonary tuberculosis (Dec. 7). The 
lectures are open to fifth year students and to medical members 
of the Services and the Emergency Medical Service. 


ROxAL SANITARY INSTITUTE.—A meeting will be held at 


the Pump Room, Bath, at 10.15 am on Saturday, Nov. 6, 


when Mr. A. Tyler, chief sanitary inspector for the city, will 
read a paper on food standards, and Mr. J. Owens, city 
engineer, a paper on some aspects of the postwar housing 
problem. Further information may be had from the local 
secretary Dr. James Blackett, Health Office, Sawclose, Bath. 
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Special Articles 


SOCIAL INSURANCE AND MEDICAL 
SERVICES ABROAD 
PROFESSOR HERMANN LEVY 
IN its comprehensive report on social insurance, 


published in 1936, the International Labour Office 


observed that when sickness insurance funds were first 
set up, their main purpose was to provide cash benefits 
for sick persons, and that they paid comparatively little 
attention to medical treatment. The report was glad 
to emphasise that this attitude had changed: The 
principal object is now to restore health and working 
capacity, and first place is therefore given to medical, 
surgical and pharmaceutical benefits. 
VUnfortunately this statement does not hold good of 
social insurance in Britain. In this country neither 
National Health Insurance nor Workmen's Compensation 
has been based on, or developed into, really restorative 
medical services. The agencies entrusted with admini- 
stration of this section of social insurance, such as 
approved societies, insurance committees, mutual indem- 
nity associations and insurance companies, have shown 
little or no interest in developing medical service systema- 
tically or dynamically. This is not altogether their 
fault. Far more is it the fault of legislation which did 
not include full restoration to health among statutory 
obligations under the insurance schemes, and which 
through such unhappy arrangements as those of lump- 
sum settlements or the light work provisions of 
workmen’s.compénsation—even drew away from the aim 
of restoration to health. | | ' ' 


BRITISH NEGLECT OF FOREIGN EXPERIENCE 


It cannot be said that such aims were not before the 
eyes of the early British insurance legislators. One may 


recall that in 1913 an official Report on Medical Benefit 


under the German Sickness Insurance Legislation 
_ (Omd. 6581) explained that the German local sickness 
funds were giving a very liberal interpretation to medi- 
cal treatment,” and that the insured were able to get 
elaborate specialist treatment without much formality. 
Yet the most recent valuation of National Health Insur- 
ance shows that about five-sixths of the additional 
treatment benefits, which would be expected to cover the 
more refined medical services of all kinds, went into den- 
tal and ophthalmic benefits, which in most other countries 
are included into the ordinary statutory. benefits as a 
matter of course. . 

There can be no doubt that the alienation of the British 
social. insurance services from medical treatment pro- 
blems has brought the whole system of social insurance 
into disrepute. Whereas abroad social insurance has 
fully justified the expectations of the medical profession 
and social reformers, in Britain Sir William Beveridge 
could apparently draw no other conclusion from the 
medical deficiencies under which the health insurance 
services labour than to propose to divorce the medical 
service of the nation once and for all from the insurance 
machinery—which according to his plan would only 
remain as a contributory automaton and lose all its 
possible constructive and productive functions. It 
would, if the plan were accepted, contrast with almost 
all other schemes in the world. Let, since the Beveridge 
plan was published the difficulties of creating a compre- 
hensive national health scheme having no connexion 
with insurahce administration, have become only too 
manifest. Would it not therefore be appropriate to aban- 
don an “ isolationist ” attitude and devote some study 
to the methods by which for decades foreign self-support- 
ing insurance institutions have successfully developed 
medical services, including specialist treatment, rehabili- 
tation, the supply of appliances and medical and surgical 
aids, hospital care, treatment in sanatoriums, nursing 
and maternity services ? 2 

Perhaps the neglect of foreign experience is partly 
explained by the fact that reform on the international 
pattern would lead neither to the creation of a national 
medical service, centralised and divorced from social 
insurance, nor to the retention of the present system of 
approved societies and insurance committees under NHI. 
If one asks what fundamentally has enabled foreign 


examinations monthly. | | 
(occupational funds) had founded many model hospitals, 


systems of sickness insurance, introduced in coyntries 
less wealthy than Britain, to achieve such high medical 
results, the answer lies not in any greater efficiency of the 
medical profession abroad, but simply in the fact that. 
the organisation of social insurance has been, and still is, 
basically different. l 


SICKNESS FUNDS ABROAD 


In almost all countries it has become customary to 
entrust sickness funds with the task of medical service 
under insurance schemes. Such funds are mostly local 
sickness funds ; more rarely they are occupational funds 
of groups of workers or of big undertakings. But they 
are not competitive and not organised in an entirely 
fortuitous and disintegrated way, as approved societies _ 
are. They are funds which have to deal year by year 
on a territorial basis with an almost steady risk’ or 
sickness expectation ; they are in a position to review in 
detail the special medical needs of any district, urban or 
rural; and by a flexible rate of contributions—in contrast 
to the crude British flat-rate system—they are enabled to 
adapt their income to their specific medical needs. 

These- bodies are not purely communal“; their 
administration is entrusted to representatives of em- 
ployers and employees, subject of course to the necessary 


supervision and control by public authority. It is this 


administrative basis that provides these social insurance 
agencies with the impetus and the financial means. to 
carry through, with the help of the medical profession, 
any desirable medical schemes. Their counterparts in 
the field of industrial accident insurance are mutual 
indemnity associations, or workmen’s compensation 
boards, composed of employers and representatives of 
workers, responsible for administration of the statutory. 
provisions of industrial accident insurance as they also 
relate to medical treatment and full restoration, of the 
severely injured. These latter bodies are generally 
grouped according to classified industries, for thereby. 
they are best able to comply with the particular require- 
ments of the various types of industrial diseases. 

It is on this financial and administrative basis that 
sickness funds and workmen’s compensation abroad have 
achieved their most striking results. It should be noted 
that such results have not been reached by centralised 
planning but by the decentralised effort of local and other 
insurance groups which were impelled by their own en- 
thusiasm as much as by legislation. The speed of pro- 
viding what is called medical equipment of insurance 
institutions has been remarkable—more remarkable 
perhaps than it would have ever been under state schemes. 
In Poland, for instance, where the relevant provisions 
did not come into force until 1920, the funds, or their 
federations, had by the end of 1924 as many as 312 
clinics, 116 pharmacies, 55 hospitals, 1 maternity home, 
7 sanatoriums, 18 rest homes, 39 X-ray institutes, 66 
ultraviolet apparatus, 23 analytical laboratories, 1 bio- 
logical laboratory, 5 pharmaceutical laboratories. 
Lately the social insurance funds in Peru, Ecuador, and 
Bolivia—also newcomers in the field—have begun to 
create a network of hospitals and clinics of their own in 
order to make up for deficiencies in the national health 
equipment. In Czechoslovakia each sickness fund must 
belong to a federation of funds whose duties include 
the establishment and management of hospitals and 
pharmacies. : 

Writing just before the advent of National Socialism 
under which the social insurance services rapidly deterio- 
rated, Dr. G. F. McCleary gave the following account of the 
achievements of some of the German local sickness funds ; 
the General Local Sickness Fund of Hamburg had then 
4 institutes for artificialsunlight therapy where about 7000 
persons were treated annually, and a large orthopedic 
institute with its own workshop for making appliances. 
Diagnostic facilities were provided on a large scale. The 
institute of the Association of the Local Sickness Funds 
of Berlin contained chemical, pathological, bacteriological 
and serological departments, and made 5000-6000 
The miners’ sickness funds 


for the special needs of the population in mining districts. 


SPECIALIST FACILITIES UNDER SICKNESS INSURANCE 


The International Labour Office states that in some 
countries ‘‘ clinics have become the centre of the medical 
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work of the funds, from the point of view both of diag- 


nosis and of therapeutics. They make it possible to con- 
centrate the medical service, placing at its disposal all 
the necessary appliances.” Among others, dental 
institutes have been set up by the sickness funds in many 
industrial towns in Central European countries, and 
these institutes have drawn the attention of the working 
population to the importance of dental treatment. It 
should, however, be noted that this kind of organisation“ 


does not imply that the insurance funds must exclusively 


rely upon their own institutions. Specialist treatment 
may- be given: by arrangement between the insurance 
societies and outside institutions of all kinds. The 
experience has been that if properly equipped, the clinics 
of insurance funds, have, in the words of the International 
Labour Office many advantages that the consulting- 
rooms of doctors, who work without the assistance of 
a staff, do not possess ’’—an observation that should be 
particularly noted in connexion with the present dis- 
cussion about health centres. Although leaving perfect 
freedom to panel practitioners, the institutions of the 
sickness funds have been able to act as such centres if so 
required. Their vast range of diagnostic and research 
facilities has appealed to doctors and in this way, as 
McCleary said, have become one of the most important 
links between the funds and practitioners, who, apart 
from their daily routine work, aim at following up 
their particular studies and medical interests. 
This is no small achievement of the organisation of 
result has been that the 
medical profession in those countries feels just as much 
in need of the insurance institutions as these are in need 
of professional services. 


HOW IS THE DOCTOR EMPLOYED ? 


First-rate medica] equipment is, however, only one of 
the necessities that sickness funds have to provide in 
order to fulfil their obligation of medical treatment. 
Not less.important is the supply of the personal medical 
service. Medical- benefit has remained a general 
practitioner service in Great Britain, but nowhere else,” 
said the International Labour Office in 1942. It is 
perhaps for that reason that the administration of NHI 
in Britain has done little to make insurance practice 
particularly attractive. Where, as in other countries, 
such practice includes the services not only of the 
tank and file, but also of the highest medica] authorities, 
insurance institutions have to make the service as 
attractive financially as the economical administration of 
benefits allows. - 

In Western Europe the medical service of compulsory 
sickness insurance is organised very largely on the lines 
of private individual practice. Negotiation between 
medical associations and the federation of sickness funds 
usually decides the scale of remuneration and other terms 
of service for doctors engaging init. All qualified doctors 
may participate, but it should be noted that sometimes 
the medical association imposes restrictions to prevent 
overcrowding of the service. The prevailing method of 
remuneration is by a fee varying with the nature of the 
treatment given to the patient; the annual capitation 
fee adopted in Great Britain for its practitioner service 
remains an exception, and can be explained only by the 
fact that the restriction of medical treatment to the 
general practitioner under NHI makes possible this 
crudest form of remuneration. In some countries sick- 
ness funds in the towns have salaried specialists to attend 
daily at the funds’ clinics. 


In Chile and Peru all insurance doctors are employed 


though not always full- time — on a salaried basis; and all 
ambulatory treatment is furnished at health centres by a 
group of practitioners and specialists. This arrangement, 
however, may not be so much due to particular advan- 
tages of the system as to the fact that sickness insurance 


in sparsely populated territories requires an organisation 
very different from that of densely populated districts. In 


Russia under the national medical service all medical 
workers of every type and of every grade are employed 
and paid by the state or semi-official bodies. On the 
other hand, as the example of New Zealand shows, 
nationalisation of medical service does not necessarily 
prevent the doctor from remaining. a private person. 
In this the social insurance approach differs decidedly 
from the social assistance approach, the latter 


~ 


the method of payment. 


necessarily makes use of salaried doctors or salatied 


medical officers who may (as in Ireland) render every 


necessary kind of medical service, or who may (as in 
the rural areas of Norway and Sweden) perform public 
health duties besides treating the sick. T 

It has sometimes beeh argued that the existence of 
state or communal doctors need not interfere with the 
free choice of doctor by the patient, for he might be 
allowed to choose among many such doctors. This argu- 
ment is purely theoretical. In practice—the official 
employment of full-time salaried doctors would hardly be 
compatible with free choice. For if the official admini- 
stration found that under free choice some of its doctors 
were less popular than others, it would encounter con- 
siderable difficulty in dismissing them. 

A system of official doctors can hardly be run econo- 
5 unless the insured population is under obligation 
to seek medical treatment from*the doctor provided for 
them in their district or otherwise. To this arrangement 
insurance doctors of almost all countries have objected : 
in the words of the International Labour Office, Medi- 
cine is a liberal profession, and, while an increasing pro- 
portion of doctors have been accepting salaried positions 
in public health administration, the majority, following 
the leaders of their associations, have vigorously with- 
stood the attempt of sickness insurance to regiment them 
in a salaried service.” While under the present system 
of sociAl insurance abroad the panel doctor or specialist 
may well retain his private practice among the well-to-do, 
the interests of his insured patient do not suffer; for 
every doctor, even the highly paid specialist, regards 
himself as a partner in the insurance fund and that 
its welfare is closely related to his own. This does not 
exclude possible restrictions in the extent of private 
practice, arising from the obligations of the insurance 
doctor towards the sickness fund. Nor does it exclude 
the further development of group practice, under sickness 
insurance schemes, without restricting the liberties of the 
individual] practitioner. i | 


REMUNERATION 


Not less important than the method of employment is 
As has already been stated, 
the crude form of a uniform capitation fee is peculiar to 
Britain. The rule elsewhere now is that insurance 
general practitioners are paid according to services 
rendered—i.e., per consultation or per visit—or accordin 
to the number of cases treated. In addition, specia 
fees may be paid for extra services such as the reduction 
of \dislocations, the setting of fractures or treatment by 
injections. Specialists are everywhere paid higher rates 
than general practitioners. 

Naturally there are many variations in detail. In 
France, for instance, the Minister of Labour and the 
Superior Social Insurance Council jointly prepare a 
tariff of fees payable to practitioners or specialists, for 
advice in their consulting-rooms, different rates being 
fixed for large towns, medium-sized towns and other 
areas. Germany in 1932 adopted a system of payment - 
which may be called a refined and adjusted capitation fee. 
The individual practitioner’s share of remuneration is 
calculated according to a graduated scale, in which the 
rate per case treated falls when the number of cases 
treated rises. In Hungary there is a fixed basic salary 
and special allowances for extra services, night visits, 
consultations, and of course mileage. The annual fixed 
salary is based on the daily number of-hours at the 
dispensary. Similar methods have been adopted in 
Poland. In Germany the system of remuneration also. 
takes account of the personal situation of panel doctors ; 
thus, if they have large families or are unable to make a 
living out of insurance practice because they work in 
distressed areas they may get special allowances. 

These examples, different as the various methods of 
remuneration may appear, illustrate the tendency to 
adjust the remuneration of practitioners to different 
economic conditions thus avoiding the possible inequities 
inherent to the rigidity of the British flat-rate capitation 
fee. Any progress in British social insurance, and 
particularly the inclusion of dependants and special 
treatment in National Health Insurance, will necessitate 
the adoption of more liberal and flexible methods for the 
payment of insurance doctors. Much can be learnt 
about such methods from experience abroad, where social 
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instance, on the whole, has constantly invigorated the 
medical services. a 


Far from being divorced from medical organisation, 


social insurance in other countries has become an integral 
part of it. _ . 


SCOTTISH HOSPITALS 
IHE HETHERINGTON REPORT 


THE main principles of hospital policy after the war 
_ were outlined by the Minister of Health in October, 
1941. They were to provide a comprehensive service 
for all who need it; to do this through the larger health 
authorities, who will thus have the duty of putting the 
partnership between voluntary and municipal hospitals 
on a regular footing ; .to base the service on areas larger 


than those of individual authorities ; to ensure that the. 
patient pays a reasonable contribution towards the cost. 


of treatment, whether through contributory schemes or 
otherwise; to assist local authorities with any new 
burdens by means of Exchequer grants ; and to provide 
special educational grants for teaching hospitals. 

IT be committee on Scottish postwar hospital problems, 
set up by the Secretary of State for Scotland in January, 
1942, was not called upon to design a hospital policy, but 
to solve as far as possible the administrative problems 
which the Government will face when it comes to imple- 
ment the comprehensive regional policy already fore- 
shadowed. - Within this policy the Scottish Committee 
were required to make recommendations on : 


(1) the future administration of new hospitals built and at 
| present administered by the Government as part of the 
EMS; a. l 

(2) the arrangements most likely to secure the maximum 
coöperation between voluntary, local authority and EMS 
hospitals ; and 

(3) the financial arrangements ‘between voluntary and local 
authority hospitals and patients and contributors best fitted 
to enable those hospitals to codperate in the ‘codrdinated 
hospital service. ` . 

The committee, under Sir Hector Hetherington as 
chairman, have met 31 times and now publish their 
report. 

In a lucid introduction they note that their main task 
has been to work out a method of partnership between 
the voluntary and statutory authorities ; and they have 
proceeded on the assumptions that the dual system 
of voluntary and municipal hospitals will continue after 
the war, and that a statutory duty will be placed on 
county councils and town councils of large burghs— 
singly or combined—to initiate and maintain arrange- 
ments for a comprehensive hospital service on a regional 
basis. : 5 l 
THE FUTURE OF BMS -HOSPITALS 


Their conclusions about the EMS come last in their 
report, but since they are brief and straightforward may 
conveniently be mentioned here. The committee suggest 
that once the war is over the seven new hospitals, offering 
7000 beds for war-time purposes, and probably about 
5000 in peace-time, should no longer be administered 
by the Department of Health. In proposing this, they 
are making no adverse reflections on the Department ; 
but they feel that the effects of the existing partition 
of the field between voluntary and local authority enter- 
prises (with all the potential impediments to easy 
coöperation and the possible clash of interests inherent 
in such a situation) should on no account be intensified 
by the permanent intrusion of a third hospital authority.“ 
They therefore advise that the hospitals should be 


handed over to one or other of the existing types of 


authority. Since the responsibility for providing 
adequate hospital facilities in the region is to fall on the 


local authority, the hospitals should normally, they 


think, be transferred to such authorities, though not 
necessarily to the local authority of the area in which 
the hospital happens to be situated. However, they 
think that local circumstances may sometimes make it 
preferable to allocate an emergency hospital to one of 
the voluntary bodies or perhaps to a voluntary body 
acting in conjunction with a local authority. Terms 
of transfer, they consider, should be easy because the 


mmittee on Post-war Bos mitee Problems in 
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siting and design of many of the EMS: hospitals were 


conditioned by necessity rather than choice, and because 
at the time of handing over they will no longer be in 
mint condition. -They note, too, that the fabric ofthese 
hospitals- ‘‘ will, with proper maintenance, retain its 
utility for anything up to half a century,’’ and that the 
buildings when obsolete can be scrapped with equanimity. 


COOPERATION BETWEEN HOSPITAL AUTHORITIES 
The main problem—that of providing a basis of 
coöperation between voluntary and municipal authorities 


—could not be so easily solved; and the committee 


acknowledge the tentative nature of their conclusions 
in. the phrase: We realise . . . that our recom- 
mendations may themselves speedily be in need of 
change.“ N =. 
The development of the voluntary hospitals from 
purely charitable foundations to institutions subsisting 
in part by the contributory and provident schemes of 
patients is reviewed, and they point out that the main 
implication of the term voluntary is that such institu- 
tions are not governed by any agency of local or central 
government, but usually by boards of management 
composed of prominent people and of representatives of 
various interests. These interests include bodies of 
subscribers. and industrial contributors’ organisations. 
Any attempt at coördinated action between voluntary 
and municipal hospitals, in their view, must be attended 
by changes in the present system in both. Thus volun- 
tary hospitals must begin to pay those members of the 
medical staff who at present give voluntary service: for 
it is felt that nothing would be a2 greater impediment 
to the idea of partnership and reciprocity . . . than the 


. persistence ... of a situation in which doctors were or 


were not paid for their services according to which class 
of hospitals they serve.” | 
the hierarchical system should be modified, and the 
committee suggest that at any rate the senior medical 
staff should have independent access to the governing 
body of the hdspital. g co an 


REGIONAL COUNCILS 


As the main instrument for carrying out the accepted 
policy the committee proposes the regional council, The 
regions should be defined, they hold, by the Secretary 
of State, though their own suggestion would be for five 


In the municipal hospitals- 


regions, pivoting on the four medical schools and Inver- |" 


ness. They see the councils as purely advisory bodies, 
exercising influence, not power. This limitation is 
necessary, they believe, because the duty of ensuring 
adequate hospital services will be laid on the local health 
authorities; and it would be difficult, they feel, and 
perhaps impossible, ‘‘ for local authorities to transfer 
to these regional bodies the executive responsibility which 
will be imposed upon themselves.” : 

The proposed composition of the regional council 
deserves careful note. The committee suggest that the 
local authorities and the voluntary hospitals should 
have equal representation on them, and that there 
should be a chairman independent of both parties, 
nominated by the Secretary of State. They suggest 
twelve representatives each from municipal and volun- 
tary bodies, appointed by these bodies themselves, and 


' a small group representing the medical and medical- 
educational interests of the area: these last perhaps to 


be assessors rather than voting members. Thus’ the 
voluntary hospitals would have equal representation 
with the local authorities.on a regional council exercising 
influence. The local authorities would exercise power 
in virtue of the statutory duties laid on them to provide 
an adequate service ; and would also have equal repre- 


sentation with the voluntary bodies on the regional 


council. 
-The committee further suggest that the regional 
council should influence the choice of candidates for the 


more permanent posts in both voluntary and municipal. 


hospitals through a regional appointments committee. 
The final choice would lie with the hospitals themselves. 
Some special provisions for the large South-Western 
Region, relating to the appointment of sub-regional 
councils, involve no differences of principle and : 
be set out at length here. wwe wn, 

The committee as a whole did not favour the establish- 
ment of a national consultative council, though there 


eed not 
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were.four dissentients out of the eleven committee 
members. 
FINANCE 


The report sets out clearly the reasons why the volun- 
hospitals, as well as the local authorities, will have 

to look to the state for some part of their support in the 
postwar world: in their view, ‘‘ under postwar con- 
ditions it will be impossible for the voluntary hospitals 
to continue to offer the volume and range of services 
which they offered in 1938-39 on the sources of income 
then available to them.“ There are several reasons for 
this change in the financial position of voluntary hos- 
pitals. Their expenses will be increased not only by 
the rise in cost of materials but by salaries payable to 
the medical staff, and higher standards in the pay of 
nurses. Charitable donations are likely to fall off 
with the establishment of a universal insurance scheme ; 
for as the report puts it, even the charitably disposed 
have no passion for giving money merely to relieve rates 
and taxes.” There will therefore be little motive for 
making gifts unless they can be earmarked by the donor 
for a distinctive purpose. The committee recommend a 
compulsory contributory scheme for the public, co-exten- 
sive with whatever social security arrangement may be 
introduced; and they condemn any methods of 
payment involving the assessment and recovery of 
charges from patients at or near the time of actual 
treatment.“ They assume that the fund created by 
this levy will have to be supplemented from other 
sources: The insurance offered should, in their view, 
ee maintenance as well as free institutional treat- 
ment. j 

They propose rather a complex method of financing 
the hospitals. The contributions of the insured would 
form a central hospitals fund, and this would be-supple- 
mented by an Exchequer subsidy ; and this fund should 
‘pe capable of meeting 60% of the total cost of services 
provided in the voluntary hospitals and the correspond- 
ing municipal general hospitals. The distribution should 
be related to the services rendered, and claims for pay- 
ment would be made to the Department of Health. is 
arrangement would cover all the financial relations 
between voluntary hospitals and contributors or patients. 
The financial relations between voluntary hospitals and 
local authorities would follow a different plan. . It is 
assumed that health authorities will be authorised to 

provide additional services but also to provide financial 
aid to voluntary hospitals for work done by them within 
the approved hospital scheme ; and towards both kinds 
of expenditure the authorities will receive an Exchequer 
grant. The committee suggest. that the authorities 
in each of the five regions should be required to pay 
annually a sum calculated on the rateable valuation of 
their areas, or on the basis of population, and that the 
fund so formed should be distributed in each region by 
a small committee appointed by the Secretary of State. 
Alternatively an Exchequer grant might be made directly 
to the voluntary hospitals and distributed by the pro- 
posed committee. / : 

Sir Hector Hetherington, in a reservation to the 
report, regards these proposals as too complex; and 
suggests that there is.a good case for a state grant 
payable on a bed-complement formula to every qualifying 
voluntary hospital. This, he thinks, would entail 
dis appearance of both the state supplement to the 
contributory fund and the special state grant. Under 
the arrangement he proposes, the local authorities would 
budget on the usual pattern: expenditure would depend 
on the standard of service which the authority provided; 
income would consist of payments from the central 
hospitals fund, from rates and from government grants. 
Voluntary hospitals would get their income from per- 
manent endowments, payments for service from the 
central hospitals fund and an Exchequer grant cal- 
culated on bed-complement ; any deficit would have to 
be made up from voluntary contributions and by grants 
from the local authorities—which of course would attract 
to the local authorities a proportionate share from the 
Exchequer. 
-= Two other smaller points in the report are worth 
noting. The committee specifically recommend that 
in determining the financial position of the voluntary 
hospitals for the purposes of the local authority grant, 
a proportion of strictly charitable or voluntary income 
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should. be left for development. 


gency Hospital Scheme. 
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In other words, the 
voluntary hospital will not have to draw in its horns and 
reduce expenditure to a minimum: it is still to carry 
on its traditional task of extending the study and prac- 
tice of medicine—a task in which the municipal hospitals 
are now beginning to share. The report also recom- 
mends that where adequacy of standard of service in a 
voluntary hospital is in question, the local health 
authority should be able to ask the Department of 
Health for Scotland to undertake an expert impartial 
investigation. ä ; 


THE CLYDE BASIN EXPERIMENT 


In an attempt to prevent the breakdown of war- 
workers this experiment was launched at the beginning 
of 1942. The idea was that general practitioners should 


be invited to refer for further investigation young workers 


about whose health they were concerned; sometimes 
the reference was prompted by industrial medical officers 
whose coöperation had been sought. 

In its early stages the experiment was confined to 
workers under the age of 25 and to the densely populated 
Clydeside area. Patients so referred were examined b 


consultants where necessary, and if it was felt. that 


further investigation was indicated, they were admitted 
for it to hospitals of the Emergency: Medical Service. 
Patients requiring a period of convalescence to prevent 
breakdown in health were sent to one of the country 
houses functioning as auxiliary hospitals in the Emer- 
Oases referred for examination 
under the scheme were often found to be suffering from 
these conditions of debility and vague ill health that 
severely prejudice well-being and working efficiency 
without necessarily causing complete breakdown and 
absence from work. 

The experiment was a success. In the course of a 
year it dealt with some 1400 young people and at the end 
of the year it was extended to cover workers of all ages 
in the entire Scottish industrial belt; by the end of last 
June the total number of persons dealt with had risen 
to 4126. A detailed analysis of the first 1240 cases is pre- 
sented in a brochure issued by the Department of Health 
for Scotland, which shows that their ultimate disposal 
was :— 80 


Males. Females Total 
1. Failed to appear 8 A ia 34 45. 79 
2. Hospital waiting · list cases .. ee 17 ee 6 eo z 23 
3. Referred to local authority for further 
action Va ms 2 8 ee ià 17 .. 32, 
4. Alternative occupation suggested.. 45 34 79 
5. Fit for own wor K os 8 77 877 164 
6. Unfit for work sä ee ae 45 82 127 
Me Others ee . oe Z ee 3 1 4 
8. Sent to convalescent home 44 125 169 
9. Sent to base hospital 221 342 563 
Total .. 501 739 1240 


Among the conclusions drawn by the Department 


from a general review of the experiment are the following: 


1. There is need for facilities such as are provided under the 
scheme, though not necessarily on exactly the present lines— 
admittedly experimental. 


2. At present too many of the cases of fatigue carry on 


until unfit for work when the period required for return of 
capacity is prolonged. More adequate facilities for ordinary 
(e.g. weekend) rest and recreation would help to prevent 
some of the conditions found. 

3. Much of the vague ill health encountered was due to 
long hours of work, travelling difficulties and, inappropriate 
dietaries as is evidenced by the large proportion of cases 
without serious organic disease. ö 

4. The vast majority of the patients sent for. convalescence 
have benefited by the rest and change provided. The 
removal of fears of serious disease by complete medical over- 
haul provides the reassurance so helpful in expediting recovery. 


5. The hospital reports must be of value in affording to the 


patient’s own doctor a useful background not only for present 
but for future reference. 

6. The proportion of cases with early organic disease 
elicited in the course of hospital investigation but not detected 
by ordinary clinic and specialist facilities is small. Where 
institutional admission can be most helpful in such cases is 
mainly in the elucidation of causal factors. 


1. Health and Industrial Efficiency: Scottish Experiments in 
Social Medicine. Edinburgh. HMSO. 1943. 18. 
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ARMS PRODUCTION AND THE MAN 
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7. Certain difficulties have been encountered difficult ies 
in securing full realisation of the potential value of the scheme, 
alike in relation to the well-being of the patient and_ his 
working efficiency. It is not easy to arouse enthusiasm for 
a scheme that is essentially preventive in-its approach. 


‘The Department notes, however, that it has come to 
be realised, to an extent seldom appreciated in time of 
peace, that the disabled man may be a potential asset, 
even where complete restoration of function cannot be 
secured—provided always that to the best efforts of 
medicine are added an enlightened industrial approach 
and a determination to place the disabled in suitable 
work. This growing recognition of the essential relation- 
ship between health and industrial efficiency is one of 


the valuable outcomes of war, one of the present gains 


that surely must not be lost in times of peace. 


ARMS PRODUCTION AND THE MAN 

Sir WILFRED GARRETT, reporting as HM chief inspector 
of Factories! says that the outstanding feature of last 
year was the more important position assumed by women 
in the industrial structure of the country. In many 
respects this has made for the improvement of factory 
conditions: it has led to ‘‘ a remarkable stimulation of 
public. pressure for better standards of washing and 
clothing accommodation, and.a higher standard of 
cleanliness throughout all the amenities and in the 
workrooms themselves.” 

Dr. E. R. A. MEREWETHER, who has succeeded Dr. 
J. C. Bridge as senior medical inspector, believes that 
as far as the major specific causes of industrial sickness 
are concerned there is no cause for alarm but rather 
the reverse. On minor non-disabling sickness it is harder 
to be definite, for the records are inadequate and one must 
rely on personal impressions. 

One of these is that minor septic conditions like boils, are 
increasing, as also is the affection which came to be known 
as ‘ trench mouth ’ during the last war. This points to some 
slight reduction in tissue resistance, due to several causes 
acting solely or jointly. Fatigue from an over-zealous desire 
to get on with the job, or rather the several jobs which are our 
individual lot today, may be one, particularly when indi- 
vidual personal worries or strain are added to the daily effort.“ 

“ Undue and cumulative physical fatigue due solely to 
hours and conditions of work is not generally a deleterious 
factor in the healthy adult under present conditions; but 
there is a limit to the secondary jobs which can be taken on 
in addition, however enthusiastically they are urged, and 
however willingly they are accepted. The physically im- 
mature and the older sections of the community must be 


watched in this connexion, and particularly the hours of work 


of the former.”’ 


Miss ISABEL. TAYLOR, deputy chief inspector, describes 
an investigation into the actual hours of work of young 


persons in all types of factories in representative indus- 


trial centres. Of young persons over 16, it was found 
that 85% of the boys and 89% of the girls were working 
54 hours or less, while 48% of the boys and 55% of the 
girls were working 48 hours or less. Of those under 16, 
30% of the boys and 37% of the girls were working 44 
hours or Jess, while the remainder (except a very small 
number employed illegally) were working between 44 
and 48 hours. 
Examples are again 
hours of employment : 


In a small factory in Birmingham which had returned to 
their normal working hours of 47 for the males over 16 and 


given of the effect of changing 


44 for those under 16, the output was as high as when 54 and 


48 hours respectively were worked. 
In a factory in the Black Country men had been working 
on the day and night shift system, averaging 524 hours a 


week. They changed on to three 8-hour shifts, six turns a 
week, making a working week for each member of the shift 


of 45 hours. The output of each of these shifts was equal to 
what it had been in the 52} hour week. 

A firm of toolmakers in South London began to employ 
women and decided to reduce the hours of the men, by dis- 
pensing with Saturday afternoon employment, to 55 a week 
in order to make them coincide with the hours of the women. 
At the same time they changed the system of payment from 


1. Annual Report of the Chief Inspector of Factories for 1942. 
London. HMSO. 9d. (Cmd. 6471). ö 


a weekly to an hourly basis in such a way that the amount 
earned by each man was not altered by his shorter hours of 
work. The result has been most satisfactory. Production 
has, with the shorter hours, if anything slightly increased. 


The year 1942 saw a remarkable increase of part-time | 


workers. Most of these are women with household 
responsibilities,, or men and women who have retired ; 
but some are people like teachers and students who give 
some of their spare time to factory. work. Opinions 
vary as to the quality of the part-time workers, but 
en the whole the system seems to be working very 
successfully. In some cases the hourly output is said 
to be greater than that of full-time workers and the lost 
time less.’’ . 

Generally speaking the most popular arrangement of 
the hours of part-time workers is that of morning and 
afternoon shifts, usually of 4-5 hours; but there are 
many variations. Thus in a nut and bolt works 40-60 
married women.are employed on a night shift between 
10 pm and 6.30 am, working for three nights a week. 
This arrangement is said to be satisfactory to the mother 
because her husband can be responsible for the children 
during the night and she can give the family breakfast 
and see them off to school before taking her day’s rest. 

Miss Taylor quotes a case in which women 14 and 
15 years old were Found to be working nearly 60 hours 
a week and on Saturday afternoons and Sundays. 
Inspectors, she says, have usually been well supported 
by magistrates in cases which it has been necessary to 
bring before them ; ‘‘ and this support seems to bear out 
our general impression that public opinion, no less than 
the opinion of those who are immediately concerned in 
the factories, is tending more and more to depart from 
the 1 that in war-time long hours are themselves 
a virtue. . 


A GIFT FOR PATHOLOGY 


Mr. W. H. Collins of Wexbam Park, Bucks, has given 
£100.000 to the Royal College of Surgeons of England 
for the endowment of their department of pathology 
and the institution of a chair of human and comparative 
pathology there. In his will he has made provision for 
a bequest of a further £100,000 for the endowment of 


the department of anatomy and for the institution of a 


chair of human and comparativé anatomy. In announc- 
ing.the gift to the college, Sir Alfred Webb-Johnson, the 
president, read the following letter from Mr. Collins: 


Mx DEAR PRESIDENT,—Throughout my career I have 
realised how essential is the study and investigation of basic’ 
problems. Success of armies in the field is dependent on 
careful planning and preparation at headquarters, and 
victories in the war against disease can only be achieved by 
due applicationand increased knowledge of the fundamental 
medical sciences. I have been greatly impressed with the 
value of the departments of anatomy and pathology which 
have made the Royal College of Surgeons of England famous 
‘all over the world. I have seen what grievous injury your 
departments have suffered as the result of enemy action and 
appreciate what a gigantic task it will be to restore them to 
their unique position in the scientific world. To embark 
upon this task it is essential that the departments shall.have 
an assured income... I trust that my gifts will enable the 


council to proceed with confidence with their responsible 


task and to engage the services of men of outstanding ability 
to assist them in their labours.” ` 


Mr. Collins is chairman of tbe King Edward VII Hospital, 
Windsor, and of the voluntary hospitals advisory com- 
mittee of the. Berks and Bucks Divisional Hospital 
Council. He is also a vice-president of the Middlesex 
Hospital and has built, equipped and endowed 'the 
X-ray diagnosis department there. 
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Roya Socrety oF MEDICI NE. — On Monday, Oct. 25, at 
4.30 pm, Mr. Harold Chapman, Lps, will deliver his presidential 
address to the section of odontology. He will speak on 
prognosis in orthodontic cases. On Oct. 26 at 4.30 Pm at the 
section of medicine, Dr. Geoffrey Evans will give his presiden- 


tial address on mental health, and Surgeon Captain Desmond 


Curran will open the discussion which is to follow. Mr. E. W. 
Riches is to give his presidential address to the section of 
urology on paralysis of the bladder on Oct. 28 at 5 PR. 
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In Engl and Now 


A Running Commentary by Peripatetic Correspondents 

In the mad hurly-burly of medical plotting and 
planning, now so rampant, the silence of the Board of 
Control is intriguing. This once august body . . . How 
often in the olden times were we private asylum wallahs 


solemnly instructed that THE BOARD, so sensitive and so 


jealous of its name, might be easily confused with those 
other liquor and betting groups if the all-important 


“ THE ” was ever- omitted! This ancient self-sufficient © 


authority ... How happily I remember my first 
encounter when as @ very young medical officer I was 
commanded to present myself (in those days we had to be 
formally inspected by a member of THE BOARD before 
we could join for duty) and was received as if I were the 
heir of all the ages. Then, later, those other encounters 
with the legally courteous Trevor, and the clinically 
confident Needham (great names to us in the asylums) 


and that terrible nfedical superintendent from somewhere 


in the Midlands who, in keeping with his name, rejoiced 
to boil us alive, like they did lobsters in the kitchens of 


the Cecil, until we went red all over and shrieked our. 


annoyance, whereat he would jab us with his trident wit 
-and we poor fish ... Ah, well! times certainly have 
changed. Which reminds me that only the other day 
I was with a neighbouring colleague of many years of 


senior service when the arrival of two visitors of the. 


Board was announced: ‘‘ Shades of the Great Con- 
sultants !”?” he groaned, an assistant medical officer 
and a school teacher! Last year we had a hospital 
matron and a social worker, next year I have no doubt 
it will be an occupation therapist and a lay psychologist.” 
“ Hey!” he called back over the phone, l'm out! 
Ask the matron and Dr. C. to take em round.“ Dr. C., 
he explained, was the holiday locum. But, where am 
I? O yes, that once august body, that ancient self- 
sufficient authority, THE BOARD OF CONTROL, will it 


seek to regain something of its pristine splendour in the 


new worlds now a-making ? The Board is older than the 
Ministry of Health, in which today it plays but a minor 
part. Long: before fhe Ministry was formed the Board 
managed its own affairs and was a law unto itself. In 
that new and mighty commonwealth of the Ministry- 
To-Be could not the Board demand dominion status ? 
It could. It could become the Department of Mental 
Health in the new Ministry. Enlarged by the addition 
of medical men of proved organising ability and ad- 
ministrative experience, it could take over all the mental 


hospitals and mental deficiency institutions from the 


local authorities and embody them in one comprehensive 
service for the whole country. It could coördinate 
all the mental welfare and mental after-care work now 
being done by voluntary associations and eventually 
absorb such activities into the national mental health 
service. It could There’s that telephone, and 
I’ve been caught napping again! Why does one grow 
old—and dopey ? 


* * * 
TO ANY VIRUS | 
Art thou our father, infinitely small, . 


who first snatched life from earth’s insensate crust, 


still held by stricter laws that govern dust, 
dissolved or crystallised, yet siring all ? 


Or art thou just some catalyst that grew 
jealous of life, a vengeance on its pride, 
death to the upstarts, death which never died, 
humbler of human pomp—ten miliy ? 
Secret of life, or death ? -Would God I knew ! 


Is tbere anything else in surgery so dramatic as 
cesarean section? After taking part in many a score 
I still feel that thrill when the infant is delivered 
that I felt the first time I saw it. Other operations 
may be life-saving: this has the appearance of life 
creating, a surgical miracle. .Surely if one wished to 
show a layman the sensational possibilities of a surgical 
operation, it is to cesarean section that he should be 
conducted. He sees on the operating table an amorphous 
towel-clad mass, presumably human and feminine 
though he can distinguish nothing to tell him that. A 
few strokes of the surgeon’s knife, a gush of fluid, the 
hand pushed in where the fluid came out and next 
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department in the centre of population. 


‘amide drugs, I have 
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minute an infant is squeaking on the tray which a nurse 
has ready. Our last operation of this kind produced the 
largest infant in my experience. He weighed over 
133 Ib., and moreover he was, unlike many of the newborn, 
a comely infant; he looked for all the world like an 
exaggerated Rubens cherub. A few days later I had a 
chat with the mother. She was a woman of ordinary 
stature, and said that her husband is a little man, 
but,“ she added, my own father is a very big man.” 
So the infant harked back a generation for his splendid 


& * xk 


This year the hospital has been even more vegetable 
minded than last, when we had our first vegetable show. 
In addition to the old campaigners the theatre staff 
got busy early. in the spring on a patch which hitherto - 
had been rather a no-man’s-land. Theatre sister was 
heard to complain at planting time that her site got no 
sun until the afternoon and was not- really consoled 
when someone pointed out that double summer time 
would soon cure that. However the marrows, beans, . 
peas and lettuces which later rewarded the labours of 


her team amply repaid their efforts. G Ward had a 


good crop of garden peas, and the high spot was provided 
by the convalescent small boys who picked a good 
basketful of peas and having de-podded them stuck a 
label on the basin with the inscription, ‘‘ There are 
605 peas in here.” At the middle of August our second 
annual show was held. Entries were good—almost: 
double last year—and-the 3d. entrance fee has benefited 
the War Savings Campaign by over fifty shillings. 
Prizes were well distributed, and the exhibits, many of 
them much better than last year’s, provided several 
difficult problems for the judges. Onions, shallots and 
runner beans went to the physicians,- lettuces to the 
lady almoner, and root crops—carrots and parsnips— 
to the senior stoker. The RMO’s beetroots were 


‘adjudged best of a very full entry; potatoes too were 


abundant and good, and the prize fell to one of our 
lady porters, who also carried off the outdoor tomatoes 
after a terrific contest with the ENT surgeon, who was 
placed second in this class, winning by a split pip from 
a representative of the VAD. The dispensary tarried 
off the peas, with a couple of seconds for carrots and 
beetroots as adjuvants. A little heartburn was felt by 
the massage department, whose shallots, grown in 2 
very rough plot near the prewar rubbish tip, did not 
sufficiently overcome this handicap to reach prize- 
winning standards. Some of us thought that more use 
might have been made of physiotherapy to stimulate 
these shallots, and likewise the X-ray department’s 
carrots, unkindly dubbed carrotlets by a candid critic. 
The wards had a competition of their own—for the best 
arranged bowl of cut flowers. These, with the collections 
of wild flowers, provided the centre table with an attrac- 
tive decorative palliative to the smell of cut onions. 
i * * * 

In the medical room of our Recruiting Board I heard 
an unseen clerk telephoning: ‘‘ That you, Tom? Ave 
you got the NS 1 of a bloke named Cyril Igginbotham 
there? E was boarded December 41 and put in grade 3. 
E applied for regrading last week and was passed grade 1. 
We've got his mother ere. She says as ow ’e’s crackers, 
says ’e only wants to join the Army to get a gun to blow 
'is brains out.” Pause. Then. What’s that you say, 
Tom? Best thing that could ’appen to im. Let it go 
through? OK, Tom. Just as you say.” 

** . * ; 

Shall we be wise enough to learn the lesson which 
the EMS hospitals are teaching—that the day of the 
massive city hospital is over? The ideal unit is the 
general hospital of simple design, built in country sur- 
roundings near the town, and associated with a casualty 
Anyone who 
dares to build or add. to one of the existing barrack ”’ 
hospitals in our cities is sinning against the light. 

** * * 

News of medical discoveries before the war was 
flashed round the world and elaborated in the rapid and 
free circulation. of medical publications at a speed which 
was sometimes embarrassing. At atime when not every 
doctor in this country was employing the new sulphon- 
een told that the Kikuyu tribe in 
Kenya decided to sell some of their tribal cattle and buy 
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sulphonamides for the treatment of the gonorrhea said 
to be prevalent among them. Now, therefore, that 
penicillin is a household word in, medical circles here 
though yet very far from a household article—it is 
somewhat startling to learn that in Switzerland penicillin 
has apparently only just peeped over the horizon. Ina 
copy of Médecine et Hygiène published at Geneva on 
Aug. 25, there are Exchange messages from London and 
Washington announcing in a few lines the discovery of 
penicillin, followed by an editorial note that ‘‘ We shall 
_ keep our readers informed of the new discovery, should. 
it prove interesting.” Switzerland was before the war a 
nodal point for the exchange of medical information, but 
the old definition of the British Isles as a piece. of land 
entirely . surrounded by sea-sickness”’ might now be 
. applied, with a difference, to Switzerland. 


IJ am a shocking . Sai I like to keep in 
touch with my friends. Consequently it was my habit 
to write to most of them each New Year’s Eve. In these 
letters I used to browse over all the good things that had 
happened to me during the last twelve months. And 
in those wondrous prewar days what glorious things 
I had to tell each New Year’s Eve. Turning up copies 


of those letters I find that now and awhile, writing to a 


colleague, I would. wax enthusiastic over some new- 
found point of technique or over some diagnostic diffi- 
culty overcome, but most of the space seems to have 
been devoted to accounts of holidays. Oh! those 
wonderful holidays, from each one of which I would 
return vowing it to be the very best of them all, only to 
find next year that the same thing was true ‘all over 
again. They would keep me busy night after night 
during the winter, for I held strongly that a successful 
holiday must always be a planned holiday, requiring 
prolonged research with every sort and scale of map, 
with a guide-book, time-table, and even with prospective 
menu. For I find in those letters much mention of 
food, hushed tales of a truffle-stuffed paté in Périgord, of 


a bouillabaisse eaten on the waterfront at Marseilles, of. 


a wonderful steak that we ate beneath the shadow of the 
palace at Avignon, a Chateaubriand. with the faint 
smoky flavour of the charcoal fire, of a certain Asti, ice- 
cold, under the olives above Orta, and of a Montrachet 
that lured us, bottle after bottle, through a stifling 
night in Nîmes. Looking over those annual letters, 
copies of which I kept as a kind of diary, I find mention 
of so many lovely things, of the bent pines along the 
old Appian Way outside Rome, as it was before the days 
of Mussolini, the dark woods above Fiesole, the wild 
excitement of my first view of the New York skyline, 
of long days spent with a rucksack in the mountains, of 
blue sailing days on the Helford river, of Dartmoor in 
August, where the wind is soft and honeyladen, where 
the heather is purple like the blood of saints, and of my 
first sight of Westward Ho! when I went round in 
two over in spite of a caddy who lashed me with his 
tongue from first tee to last green. 

But now that the days bring us neither the leisure 
noe ‘the will to relax we have ‘ no time to stand and 
stare.” 
wine, talking to friends. We can but adopt the attitude 
of the very old, who exist without hope for the future, 
with little interest in the present, who can but brood 
everlastingly over the past. And what memories I have 
to gloat over—a procession of magnificent holidays of 
which those letters remind me. They brought me the 
years that we went to France, walks in the Pyrenees, land 
of pelota and of folk-dancing, long sundrenched days in 
Provence, hot sand and shining sea, the occasional 
before-breakfast bathe from the deserted cove, cool under 
the early morning haze. Then the Tyrolean years with 
the mountain inns of the Zillertal, where they dance and 
sing in the long evenings, and give you Gruss Gott 
as you pass, the wild strawberries and the flowers of the 
upland valleys, the unforgotten smell of the chalets, 
blended of wood smoke and cattle and the damp earth, 
the cold of the woods as we started to climb at dawn, and 
at night the warmth of the Weinstube where we ate vast 
meals, Wiener schnitzel and fresh cranberry sauce, and 
nodded over the beer after long days in the mountains. 
Then the years that showed me Spain, perhaps the best 
of them all, that gave me the love of my life, the bull- 
ring, with its magic and beauty, its music and colour 
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enormously. - 


Nor is there time to linger over good food and 


. notified in 1942. 
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and movement, its splendour and bravery beyond belief, 
Spain and the mountain road that led to Pamplona, 
the heat of Granada, the fiesta at Seville where first I 
saw the wonder that was Juan Belmonte. So lovely 
were those years, and so bitterly do I regret the gladness 
that life lacks today, that I wonder whether perhaps it 
would have been better never to have tasted those 
delights, and whether the old adage that. it is better to 


have loved and lost than never to have loved at all i is not 


a bitter lie. 
* * - k 


It was tactfully pointed out to one of the girls eiiie 


the hygiene class that not only should she keep her nails 


clean on oe grounds, but in a hygiene student it was 
particularly . . . and so on. Next week the ebony rims 
were gone. Thanks for the tip, she said to the 
instructor, they look much nicer now I use my sister’ 8 
toothbrush on them.’ 


Public Halik ' 8 


From the Annual Reports 


THROVUOHOUT Britain the year 1942 was remarkable 


for its low incidence of infectious diseases and freedom 
from epidemics. The incidence of measles is a measure 
of the numbers at risk; its fatality has been reduced 
Attacks of whooping-cough appear to be 
fewer than those of measles in the proportion of two to 
three, but owing to the difficulty of diagnosis in early child- 
hood, in which whooping-cough is most frequent and 
most fatal, the true incidence is higher than that recorded 
and its fatality remains considerable. Few children 
seem to escape attack by both diseases but everything 
possible should be done to protect children from con- 
tracting these infections before they are threé years 
old. Inoculation promises well for whooping-cough, 
but it must be-done very early in life to cover the period 
of greatest danger. Diphtheria can of course be rendered 
practically harmless by immunisation and scarlet fever 
has ceased of itself to be much more than a nuisance. 
The epidemic of cerebrospinal fever is waning, but not 
as rapidly as had been hoped Its fatality can be reduced 
by treatment to about 10%, but it is doubtful if any 


preventive measure so far employed ‘influences its 


incidence. Viewed as a whole the immunity of 1942 
from infections has not been explained. 

The present distribution of fatalities from diseases 
which are in theory largely preventable is illustrated in 
Dr. W. M. Frazer's report for Liverpool. In 1942 for 


every 100,000 population, 35 died from the seven 


principal zymotics ; ; 97 from pulmonary tuberculosis ; 
18 from other forms of tuberculosis ; 204 from respiratory 
diseases, and 191 from cancer. In the decade 1871-80 


the percentage of total deaths due to infections (less 


diarrhoea, influenza and tuberculosis) was 19:2; it is now 
5. Prom tuberculosis the percentage has been reduced 
from 13-5 to 8-3, whilst from cancer it has increased from 
1-4 to 13-6. The total crude death-rate is now less than 
one half what it was 70 years ago. Cancer deaths in 


Liverpool in 1942 tofalled 662 males and 617 females. 


Female reproductive organs and breasts accounted for 
230, but in all other sites, except liver and skin which 
together caused 22 male and 24 female deaths, males 
suffered much more héavily than females, most noticeably 
in the lungs (147 males and 38 females). 
of poliomyelitis and none of encephalitis lethargica was 
There were 5 cases of anthrax, all 
treated with. serum and neoarsphenamine, and all re- 
covered. In a series of 100 cases treated in Liverpool 
since 1924 there were 7 deaths, but all the last 50 cases 
recovered though some of these were very severe and in 
most dangerous sites. 
case. Liverpool keeps a register of known typhoid 
and paratyphoid excretors. At present there are 8 
names on the register, all excretors of paratyphosum B 
and all but one are females. The longest case has lasted 
for over six years. The number of diphtheria inocula- 
tions completed was 27,368, three times as many as in any 
revious year and more than double the number of 
births (13,729) registered in the year. 
Dr. T. Lloyd Hughes reports epidemic prevalence of 


bacillary dysentery in Middlesbrough with 265 notified 


Only one case 


Excision was not done in any - 
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cases (organism not stated), of which 258 were admitted 
to hospital with 12 deaths. Also 40 deaths from infantile 


diarrhoea occurred in 1942. No medium of spread was 


discovered; it was concluded that whatever the source 
of infection the disease in the main was actually spread 
by personal contact.“ Sulphaguanidine was used with 
success in treatment and for freeing carriers. Diphtheria 
gave 544 notified cases with 38 deaths, a heavy toll in a 
population of 140,000. At the clinic for scabies 1275 
persons were treated, of whom 1262 were school-children. 
Arrangements were made to deal elsewhere with adults 
and yOungsters, but in Middlesbrough, as in other places, 
though the provision for the detection and suppression of 
scabies is highly efficient for school-children it is not so 
for the remainder of the population ; hence the disease 
continues, though it may have ceased to increase. 


Parliament F 


FROM THE PRESS GALLERY 
Health Services in Coal Mines 


OPENING the dèbate on the coal-mining situation in 
the House of Commons on, Oct. 12 Major G. LLOYD 
GEORGE, Minister of Fuel and Power, said that progress 
had been made in the health services during the last 
year. Provision, long overdue, had been made for the 
rehabilitation of injured miners. A mines medical 
officer had been appointed in each region. Inquiry 
continued into the methods of treating pneumoconiosis 
and measures for preventing the dust which was its 
cause ‘had made satisfactory progress. There was 
now hardly a miner who found it impossible to have 
some sort of meal at a canteen and for most of them it 
could be a hot meal. Questioned as to the proportion 
of miners using the canteens Major Lloyd George 
admitted that at many canteens the attendance was not 
very satisfactory. The figures were about 25-30%. 
From: his own experience he knew this had nothing to 
do with the quality of the food. There was the same 
sort of difficulty with pit-head baths. He thought we 
118 try to break down this prejudice a little more 
quickly. 

Windung up the debate for the Government on the 
first day Mr. Tom SMITH, one of the joint parliamentary 


secretaries and himself an ex-miner, pointed out to his. 


mining friends the progress made in promoting their 
health, welfare and safety. The Minister had insisted 
from the beginning that there should be no sacrifice of 
safety measures in the hustle of war-time production, 
and the accident-rate had been reduced. This year 
there had been 542 men and lads killed, a big figure, 
he admitted, but for the same period last year the 
figure was 689. Progress had been also made in treating 
fractures. In 1938 only 1% of these cases were treated 
by rehabilitation methods ; today there were 8 residen- 
tial centres and facilities were provided in every colliery 
district. It was good to hear from patients themselves 
that they were making remarkable progress towards 
recovery. The Government were very conscious of the 
problem of workmen’s compensation in the mining 
industry, because for every man injured in a factory six 
were injured in the pit. A lot was being done to im- 
prove the miner’s lot and more could be done. But if 
the collieries were made more attractive and the miners 
were spared what they went through after the last war 
Mr. Smith honestly believed that we can find men to 
work in the pit and give the country the coal it needs 
both in peace and in war. 


QUES'TION TIME 


Future of Medical Practice 
Dr. RussELL THomas asked the Minister of Health what 
steps he had taken to ascertain the views of doctors serving 
in the armed forces both in this country and abroad in 


regard to the future of medical practice.—Mr. E. Brown: 


replied: I am alive to the need for this, but the appropriate 
time will be when the white-paper has been issued as the 
basis for public discussion. Dr. THomas: Is it not a fact 
that no steps have been taken to ascertain the views of 
about 30,000 dactors connected with the Armed Forces? 
Would the Minister give a political assurance and guarantee, 
similar to that of the Prime Minister yesterday in the case 


of coal, that the medical profession will bô protected? Mr- 
Brown: The proper time to deal with that matter will be 
when the white-paper is issued. The country and the House 
will then be able to express an opinion. ö 

Dr. EDITH SUMMERSKILL: Are we to understand from the 
answer that the Minister has taken advice only from the 
older doctors, and not from the younger ones, who are in 
the Services, and who will be called upon to administer the 
medical service ?—Mr. -_Brown: I have pointed out that 
the time to deal with these questions will be when the white- 
paper is before Parliament. 

Sir ERNEST GRAHAM-LITTLE asked the Minister whether he 
was aware that the representative body of the British Medical 
Association had in 1942 and 1943 recorded almost unanimous 
opposition to the establishment of any whole-time salaried 
state medical service to the extinction of private practice, 
as proposed in assumption B of the Beveridge report; 


that similar opposition had come from numerous plebiscites | 


of the profession; and whether he still adhered to his de- 
claration at Westminster Hospital, on Oct. 4, that the 
Government had accepted assumption B and was engaged 
in putting its provisions into operation.—Mr. E. BROWN 
replied: The answer to the last part of the question is yes. 
But assumption B does not contain the proposal described 
—nor does it purport to deal at all with the method of 


organising the new service.—Sir E. GRAHAM-LrrrrR: Will- 


the Minister contradict the statement which he is said to 
have made that this matter has been determined already 
and that it is actually being put into operation ?—Mr. Brown : 
I have never said that.. 8 a 

Dr. RussEeLL THOMAS: Is the Minister aware that more 
than 90% of the profession have recently turned down the 
matter, and that they are particularly disturbed at the 
Socialistic scheme he brought forward at the outset ?—Mr. 
Brown: The hon. member is now repeating what he said 
on the adjournment, with not very great satisfaction to 
himself. 

Mr. W. GALLACHER: Is the Minister aware that the 
national health service is more important than the opinion 
of a few private practitioners ?—No further reply was given. 


Medical Examination of Prospective Employees 
Mr. Rays Davies. asked the Minister of Labour whether 


he was aware of the growing practice of employers to engage 


medical officers to examine prospective employees; that 
this practice tended to transfer the determination of employ- 
ment into the hands of the doctors, increased unemployment 
and must create a pool of permanently unemployed persons 
especially if the medical fitness required was of a progres- 
sively high standard; and if he would consider this problem. 
Mr. ERNEST BEVIN replied: It is my policy to encourage 
the greater use of doctors’ services in industrial establish- 
ments in the interest of the medical welfare of the employees. 
I have no evidence that this is leading to the imposition of 


unnecessarily high standards of physical fitness in pros-- 


pective employees. Mr. Davies: Will the Minister inquire 
whether pressure is brought to bear on employers by the 
premium insurance companies dealing with workmen’s 
compensation, so as to avoid compensation risks by throwing 
out certain persons who would otherwise be eligible for 
employment ?—Mr. Bevin: I could not undertake an 
inquiry at this stage. 

Mr. J. J. TINKER: What steps does the Minister take if 
a man does not pass a doctor to provide suitable employ- 
ment ?—Mr. Bevin: If a man passes out through injury or 
is unsuitable to go back into employment I take him over. 
immediately for training for some other employment. 


Regulation 33B 


Replying to Mr. Granam WRITE, Mr. Brown said that 
regulation 33B is substantially helping local authorities to 
get into touch with persons suffering from venereal disease 
and to induce them to undertake treatment. Up to June 30 
last 1893 cases were brought to the notice of medical officers 
of health in this way. The number of cases reported more 
than once as alleged sources of infection was 110. In 3 cases 
it was necessary to take proceedings for failure to carry out 
treatment. a 

Dr. SUMMERSKILL: In view of tlie fact that only 6 men 


had been reported under regulation 33B, is the Minister 


satisfied that this regulation is making a satisfactory con- 
tribution to the reducing of the incidence of venereal dis- 
ease ?—Mr. Brown: I would say that it is making a very useful 
contribution. | E 


a 


replying to Captain L. F, PLUGGE.) _ 


20 cases among British troops, of which 6 were fatal. 


_& report on this subject. 
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, Diphtheria Notifications 
Returns. from local authorities in England and. Wales 
between Jan. 1, 1940, and June 30, 1943, show that among 
approximately 107,000 children who were notified .during 
those periods as suffering from diphtheria approximately 
9500 in the aggregate had completed the course of immuniéa- 


tion, The returns for the year 1942 show that among. 


approximately 1530 children known by local authorities to 
have died from diphtheria in that period 41 had completed 
the course of immunisation. ‘The corresponding provisional 


. figures for the first six months of 1943 are 600 and.21. (Mr. 
BROWN replying to Mr. 8. V. VIAN T.)) l 9 


Miniature Radiography Units l e 


Miniature radiography units have now béen supplied in 
England to the county councils of London, Lancashire, 


Middlesex and Surrey, and to the Staffordshire, Wolver- 


- hampton and Dudley Joint TuBerculosis ` Board. Another 


unit has gone to Scotland, and one is on the point of delivery 
to the Welsh National Memorial Association. (Mr. BROWN 
| | Dried Milk in Flour See ce 

Mr. T. Levy asked the ‘Parliamentary Secretary to the 


Ministry of Food for what reason millers were required to 


incorporate 1% of dried milk in the flour they produced.— 
Mr. W..MABANE replied: The. fortification of flour with 
dried milk was introduced as an important means of ensuring 
that valuable nutrients reached persons needing them most. 


Typhus among the Troops 


Sir James Grice, replying to a question, stated that 


during the last typhus season in North Africa there were 
Opera- 
tions in Sicily occurred in the summer months and no cases 
have been reported from this area during the period. ` Some 
30 cases of typhoid fever have been reported from North 
Africa. | | | : och 

3 Hospital Accommodation in Africa 

In answer to a question Mr. P. V. Emrys-Evans said: 
The numbers of beds available for Africans: in Government 


hospitals in the High Commission Territories are: Basuto- 


land 254, the Bechuanaland Protectorate 128 and Swazi- 


land’ 44. The ratio of beds to population is 1: 2600 in 
Basutoland, 1: 2076 in the Bechuanaland Protectorate and 


1: 3483 in Swaziland. If the beds available in the mission 
ospitals, most of which arè Government grant-aided, are 
included, the ratios are 1: 2000, 1: 1067 and 1: 1783 respectivly. 


Facilities for treating Leprosy _ 9 
Sir E. GRA HAM-LirrLR asked the Parliamentary Secretary 


to the Ministry of War Transport whether he was aware 


that the. Universities Mission to Central Africa had been 


frustrated in the treatment of leprosy by the lack of essential 


drugs from India, which were held up by shipping restric- 
tions, resulting last year in the closure for from 4 to 7 months 
of all centres conducted by the mission for treatment, with 
serious consequences for large numbers of patients; and 
whether he would take steps to relieve this positiom—Mr. 


E. J. NokL- BAKER replied: I understand the drug in ques- 
tion is hydnocarpus oil, supplies of which have hitherto been 


obtained by the mission from local medical officers in Tan- 
ganyika Territory. Recent inquiries addressed to Tan- 
ganyika Territory show that supplies of this oil are being 
received from India and are now adequate. I have no 


information in support of the suggestion that the difficulties | 


last year were due to shipping. . 

Mr. D. N. Pritt asked the Secretary of State for the 
Colonies whether he had considered the report of the Cyprus 
trade-union delegation on the Leper Institution at Nicosia, 
stating that there was inadéquate hospital and medical staff, 
insufficient supplies of sera, baths and other medical necessi- 
ties, rice, oranges, eggs and milk; insufficient cash allow- 
ances to feed and clothe patients ; that blind leprous patients 
suffered plagues of flies through absence of swing doors; 
that. the guards put patients to hard labour and sold them 


food and other essentials at black-market prices; that there 


was no electric light, the cinema was used as a store and 


patients were not allowed to have a representative com- 


mittee to put forward their requests and complaints; and 
what action he was taking in the matter.— Mr. Emrys- 
Evans replied: The Governor of Cyprus has been asked for 


\ 
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Letters to the Editor 


bs THE HEALING EDGE t 
SMR, — Tour leading article of Oct. 9 on the fate of 
skin homoplasts ended with a reference to the work of 
V. B. Wigglesworth on epithelial healing by migration 
or sliding of cells from the edges of the wound, with 
mitotic division some distance from the wound to make 
up for the resultant thinning. -Last.year Dr. Pullinger 


and I called attention (Proc. Roy; Soc. Med. 1942, 35, 


229) to the fact that this. sliding of epithelial Cells: to 
-cover a defect could be readily seen in pigmented rabbits 
after destruction of a portion of the corneal epithelium. 


These rabbits have pigment in the epithelium of the į% 


corneoscleral junction and the amount of sliding is easily 
demonstrated by the rapid movement of this pigmented 
edge on to the cornea to cover the defect. This fact was 
known to ophthalmologists and pathologists in 1898, but 


often seems to be ignored: now. It is being studied in 


greater detail in this laboratory at the present time. 

Wigglesworth's paper is a brilliant exposition of the 
process in the skin of an insect. He suggests that the 
stimulus for migration is a product of the damaged cells, 


while the stimulus for mitosis further away from the. 


wound is the resultant stretching and thinning produced 
by the migration. He points out that simple trauma is 


more effective in producing migration, than is injury }; 
by heat and considers that heat destroys the stimulating ` 


substance. In some cases after. burns of the skin he 


produced mitoses at the edge instead of migration and 


hence slower healing. 


I am fully,in agreement with your leader that future = 


work on healing: skin. and of grafts should include in- 
vestigation of the position of the mitoses and the presence 


or absence of migration. It seems that just now when 


the light of subsequent investigations these were obviously) 


ignoring these curious facts. 

Oxford. . ae 
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| THE IMPORTANCE OF SPLENCULI- ~ 

Siz,—In their comprehensive and instructive article 


wound healing is such a live subject many workers are 


Dr. Evans and Dr. Perry have done much to clarify . 
certain points in the etiology and management of these jy 
Is the spleen ever enlarged in i 


very difficult cases. 
essential or primary thrombocytopenic purpura ? Their 


statement that the spleen is not as a rule greatly en- 


larged:; sometimes it is palpable, but usually not?’ calls 
for comment. In my series of 18 cases (Maingot, R. 
Abdominal Operations, London, 1940, p: 564), in: which 
the diagnosis appeared to be irrefutable, the spleen was 
carefully examined and weighed as soon as it was removed 
from the body. i a a a n A 
In all these cases it was found to be.of normal size, of normal 


consistency and structure, and of average weight; in fact, 


each seemed to conform to the average healthy type. of 
spleen. l 
were on the whole satisfactory, as 15 are alive and well today, 
some many years after splenectomy; 1 died of pulmonary 


tuberculosis two years after operation; 1 has slight recurrent 
. hemorrhages but is at work; and 1 succumbed from shock 


within a. few hours of operation. Where an accessory spleen 
or splenculi were found, these were excised. In this group 
of 15 cases which were cured by splenectomy are 5 cases which 
were carefully followed up and reported by Dr. B. Myers 
(Brit. med. J. 1935, ii, 445 and 1942, ii, 466. 
In 3 other cases, diagnosed and referred to me as instances 


of essential thrombocytopenic purpura. hemorrhagica the 


spleen was palpable before operation, and on being weighed 
after removal was found in each instance to be about double 
the normal weight for the age and size of the patient. Opera- 
tion in each of these cases was a complete failure, and in 


Ipa MANN. 


The immediate and late results in this smali series 


instances of secondary purpura hemorrhagica. Personally, — 


would not advocate splenectomy for a suspected case of 
thrombocytopenic purpura if the spleen can be felt below the 
costal margin. J e 
„It will be noted that in many of the cases which died, 
or in which the symptoms recurred after splenectomy, an 
accessory spleen or splenculi were found at: operation. 
Alexander and Romanes (Lancet, 1929, ii, 21) contend 
that if the spleen is functionally or structurally deficient 
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there is a compensatory hyperplasia of accessory splenic 
tissue. Hence, it is of the utmost importance during 
operation to search for and to excise accessory spleens 
whenever this proves feasible. The exception to this 
rule, of course, would be rupture of the organ, which 
naturally demands excision. In any case of essential 
thrombocytopenic purpura, or of acholuric jaundice 
(whether this be acquired or familialin type) where symp- 
toms recur after removal of the spleen, the possibility 
of regeneration of an accessory spleen or of maleficent 
hyperplasia of splenculi should be borne in mind. It may 
even be advisable in certain recurrent cases to reopen 


the abdomen and to make methodical search by sight and 


by touch for cryptic remnants of splenic tissue, and if 
these are found and are capable of total ablation, this 
should be performed. 


Milroy Paul (Lancet, 1937, ii, 74) classifies true accessory 


spleen into two types: in the first, the accessory spleen is > 


constricted part of the main spleen, to which it is bound by a 
band of fibrous tissue; in the second it is a distinct and 
separate mass. 8 

E. B. Bettle (Amer. J. Surg. 1940, 50, 22) states that an 
accessory spleen or splenculi are present in 10-35 per cent. 
of all autopsies, and in individual cases the number of these 
varies from one or two to one thousand. These accessory 
‘spleens may be found: (1) near the hilum of the spleen ; 
(2) in the gastrosplenic omentum (the commonest site) ; 
(3) in the splenocolic ligament ; (4) in the great omentum ; 
(5) beneath the peritoneal tissue along the course of the splenic 
‘artery and vein ; (6) on the anterior surface of the pancreas ; 
or (7) elsewhere in the peritoneal cavity. 


Dr. Evans and Dr. Perry were obviously aware of the 
risk ef recurrence associated with leaving these remnants 
undealt with, since such statements as one died later, 
possibly of a recurrence due to hyperplasia of thé accessory 
spleen noted at operation but not removed ” and again 
“one case where it (splenectomy) failed, many splenculi 
were present are self-explanatory. In their summary, 
however, it would perhaps have been wiser had they laid 
emphasis upon the important part that these bodies play 
in so far as prognosis is concerned following removal of 
the spleen for this disease. 

Wimpole Street, W.1. RODNEY MAN dor. 


NOT SO DREARY 


SIR, The distressingly dreary story of a municipal 
hospital by your peripatetic correspondent of Oct. 9 
would have been perfectly true here ten years ago, and 
yet under an enlightened local authority we have de- 
veloped into a large modern hospital treating 10,000 
inpatients and with over 100,000 outpatient attendances 
yearly. The special features I would mention are :— 
Attractive colourful wards and outpatient department. 
Appointments system for outpatients. ` 
Daily visiting for inpatients: 

. First-class medical equipment (nothing has been refused 

by the lay committee), 

. A medical staff of fully qualified specialists (normally 

non - resident) with assistants. 

Medical staff have complete clinical responsibility, freedom 
from censorship of publications, and a share in admini- 
stration through a medical advisory committee. 

Provision of specialised units for treatment and research— 
e.g., neurosurgical, acute respiratory, dietetic, genito- 

urinary, traumatic. f 

8. Well-developed ancillary services. Good convalescent 

home facilities. Occupational therapist. 

9. Practical encouragement of research. Good reference 
library and forty medical journals. Liberal staffing 
of large modern pathological department. Full-time 

` medical artist. 

10. Provision for consultation. with eminent authorities when 

necessary. . 

We are not unique, for there are already a number of 
municipal hospitals emerging from poor-law institutions 
into modern hospitals along these lines. There seems 
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no doubt the hospital services in the country need expan- . 


sion, and if this trend were accelerated many of the 
present deficiences would disappear. It is essential for 
all local authorities (if necessary with financial assistance) 


to strive vigorously to provide good service for their 


population. The competition of an expanded municipal 
service would probably obliterate many of the small and 
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therefore inefficient voluntary units, leaving only those 
whose tradition and efficiency would continue to provide 
competition for us and stimulation for all. 

Lour correspondent comments on the fetish of 
municipal forms. Unfortunately, in the past, all public 
authorities have had to protect themselves with a heavy 
defensive armour (of forms and records) against the 
ready criticism flung by the public against their own 
rate-paid institutions. Like other heavily armoured 
bodies their movements have been slow and their clumsi- 
ness great. As the public gain confidence in their 
institutions they can gradually divest themselves of their 
protective clothing of bureaucracy and speed ahead. 


Central Middlesex County 
Hospital, N.W.10. F. AVERY JONES. 


CONDITIONS OF MEDICAL SERVICE 


Sm,—At a meeting on Oct. 3 of the undersigned 
eleven doctors, nine of whom are general practitioners 
in Birmingham, the future of medical practice was dis- 
cussed and the following points unanimously agreed 
to as being of fundamental importance both to doctors 
and the community. 

1. It is of vital importance for the British Medical Association 
to give guidance to the Government by formulating a 
plan for any future salaried State Medical Service, and in 
particular it is of the utmost importance to settle in 
advance the question of salary in such a service. This 
meeting considered that a salary (based on prewar 
figures) starting at £500 a year and rising to £2000 would 
be acceptable to the vast majority of the profession. 

2. To maintain the high standard of the general practitioner 
and to avoid the tendency for over-specialisation it was 
proposed that the salary of the specialist should not be 
higher than that attainable by the general practitioner 
by virtue of experience or higher qualifications. 

3. As a safeguard against bureaucracy (a) administrative 
posts shall not command a higher salary than equivalent 
clinical posts; (b) no doctor in the service shall be 
deprived of his rights as a citizen—e.g., to stand for 
membership of local councils. 

. The health centre will regain for the general practitioner 
the stimulating atmosphere of his medical student days, 
and medical practice will be based on collaboration and 
codperation with colleagues no longer in competition, and 
free from commercialism. 

5. The assumption that a salaried service means lack of incen- 
tive was strongly refuted, and the fine work of clinicians 
in the municipal hospitals of the city was cited as 
evidence agdinst this assumption. 

. Facilities for free choice in a salaried medical service, based 
on the health centre, will be greater than at present and 
will be limited only in the interests of the patient—e.g., | 
by limitation of lists and geographical considerations. 

We believe that a full-time medical service, containing 
these conditions of service, would be welcomed by all 
doctors who entered the profession as a vocation and who 
wish to practise under conditions which are best for 
both doctor and patient. 


* 


e] 


Mary H. BARROW. S. LEWIN. 
C. C. BRADSWORTH. A. MARKSON. | 
R. C. L. BURGES. , J. A. SCOTT. 


URSULA COX. H. M. TURNBULL, 
J. VERNON GRIFFITHS. A. WISEMAN. 
B. HERBERT. : 


MYASTHENIA GRAVIS - 


SIR. —Recognition of thymic abnormality in about 
half the patients suffering from myasthenia gravis has 
suggested treatment by irradiation or excision of the 
thymus. Both methods have given encouraging results 
occasionally, but it is only four years ago that the 
report by Blalock et al. (Ann. Surg. 1939, 110, 544) 
revived interest in the operation and was followed by 


‘numerous further thymectomies in the United States 


and in this country. Improvement, and sometimes 
apparent cure, has been the result in about a third of 
the published cases. The complete failure in the 
remaining patients remains unexplained. The age of 
the patient, the severity and duration of the disease, 
and the histology of the thymus give no clue to prognosis. 

The explanation that failure is due to insufficient 
removal of thymic tissue is unacceptable. In many of 
the failures large and apparently complete glands have 


¢ 
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been removed. If we concede that small fragments 
may have been overlooked, we should still expect con- 
siderable temporary improvement, as in thyrotozicosis 


after inadequate thyroidectomy. 


I suggest that improyement might well be due not to 
thymec 

thyroids in some patients. This would set up a state 
of latent tetany, counteracting the myasthenia. The 
favourable action-of large doses of guanidine shows that 
tetany, corrects the myoneural disorder of myasthenia. 
The well-known anatomical aberrations of the para- 
thyroids, which may be found in the thymus and at 
other sites in the mediastinum and at the base of the 
neck, exposes them to injury or removal in some patients 
during thymectomy. 

If this suggestion is correct, the § serum calcium should 
be low in the patients who improve, and within the 
normal range when the operation fails. As I am un- 
likely to have an adequate number of patients to test 
this hypothesis, I bring it to the notice of those who 
have suitable opportunities. 
my suggestion deliberate parathyroidectomy should 
obviously supersede thymectomy. in the treatment of 


_ myasthenia gravis. 


4 


„ pas 


Basingstoke. L. P. E. 1 


RELIGIO ` MEDICI 


SiR, —In Dr. Douglas Guthrie’s excellent and informa- 
tive tercentenary tribute (in your issue of Oct. 9) to the 
author of the first Religio Medici there are two points 
on which I would like to comment. 

Firstly, Dr. Guthrie states that the book was trans- 
lated. into several languages including Italian.- It is 
true that in a letter to the antiquary, John Aubrey, dated 
-14 March, 1672-3, Sir Thomas Browne stated that he 

„ writt: Religio Medici in English, which was since 
translated into Latin, French, Italian, High and Low 
Dutch.“ But up to the present time no contemporary 
edition in Italian has ever been seen, and it seems that 
Browne was himself under a misapprehension about this. 
The statement did not, in fact, econ true until-the 
appearance of Professor Piccoli’s translation in 1931. 

Secondly, Dr. Guthrie states that of the closing years 
of Browne’s life we have little information.” This 
appears to me to be the very opposite of the truth. The 


later years of Browne’s life are much more fully docu- 


mented than any other period by the voluminous and 
interesting correspondence which has survived. Most of 
the letters are addressed to his son, Dr. Edward Browne, 
FRS, and they provide a detailed picture of Browne 


pursuing his medical practice and scientific interests in 


Norwich. 
London, N W. s. 


THE SIZE OF INFLUENZA A VIRUS 


Sir,—In the kindly notice of my Pelican book Beyond 
the Microscope, i in your issue of Oct. 2, you stigmatise as 
my acceptance as an established fact of the 
American estimate of 15 my as the diameter of the 
influenza virus particle, against the English estimate of 
100 m. May I, as briefly as possible, attempt to justify 
my apparent rashness ? 4 
The twa-most recent American papers on the size of 
the influenza virus particle are those by Chambers and 
Henle (J. exp. Med. 1943, 77, 251) and Chambers, Henle, 
Lauffer and Anderson (J bid, p. 265) and I quote freely 
from them. It would, I think, be agreed that the 
presence of cell components in a virus preparation casts 
doubt on all measurements of virus particle size unless 
the ‘possibility of adsorption of virus on the larger 
particles is eliminated. Now the English work on the 
size of influenza virus was carried out on mouse-lung 
tissue and the American work on mouse-lung tissue and 
the extra-embryonic fluids of chicks. 
are the relevant facts : 


GEOFFREY KEYNES. 


I. Both infected and normal mouse lung 3 contain a 


particles of 100 my. 
2. The infectious unit from tissue suspensions is about 


100 m u in diameter and is of the same chemical composition 


as particles of the same size and abundance separated from 
normal tissue by an identical procedure. 

3. Particles 100 my in diameter separated from normal 
Jung tissue can adsorb the virus completely from the egg fluid 


THE SIZE OF INFLUENZA A VIRUS 


my, but to the accidental removal of para-. 


| tissue sediments by 10-30, fold, thus suggesting that agere- 
. If investigation confirms - 


than one particle. 


attending to burns. 


The following 
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and thereby acquire the infective property. Moreover the 
antigenic properties of the particles from infected lung 
extracts are similar to those of the normal lung particles and 
differ only in the superimposition of the antigenic structure 
of the virus as it occurs in chick allantoic fluid. 

4. Extra-embryonic fluid of chicks infected with the virus 
of influenza A contained the virus in high concentration, but 
the virus frequently could not be sedimented from such fluid 
by speeds which would remove all virus activity from mouge- 
_ lung filtrates: These authors spun a mixture of tobacco- 
mosaic virus and influenza virus from allantoic fluid and 
found that while the tobacco-mosaic virus was almost com- 
pletely sedimented under their conditions, “about half the. 
influenza virus actively remained in the supernatant. 
Tobacco-mosaic virus sediments with about the same velocity 
as a spherical particle of 5⁰ my of the same density as most 
viruses. 

5. Ultrasonic 0 aoraki the infectivity of ing- 


gates were being broken up by. this means. 

6. The infectivity of some of Chambers and Henle’s pre- 
parations was such that if the infective units were 100 my 
in diameter, infection could be obtained with considerably less- 


7. Electron micrographs of the isolated virus protein 
indicate that the predominating unit is roughly spherical in . 
shape and has a particle diameter of about 11 mi. 


It seems to me that this evidence is at least as Ta as 
much of that which supports.the estimates of other virus 
sizes accepted as established facts. á 


Plant Virus Research Station, 
PAAT ae Kenwera M. SMITE. 


TREATMENT OF BURNS AT FIRST-AID POSTS 


SIR, Would it not be wise to insist on the.masking of 
all dressers who treat burns at first-aid posts? In your 
issue of May.29 Leonard Colebrook describes a case from 
whose burn hemolytic streptococci were cultivated four 
hours after it was sustained. Masking of all attendants 
on this case might well have prevented the infection and 
resultant delay in healing. Recently I had the chance 
of hearing of a community of 120 who had nose and 
throat swabs taken. No less than 70 of these were 
carriers; all were feeling healthy and carrying out their 
routine duties. A burn case attended by one of these 70 
would probably have been infected. The masking of all 
nurses attending confinements is no longer an innovation. 
It is a routine standard to ensure a satisfactory puer- 
perium. No-one need suggest the old bogy of frighten- 
ing the patient; it just does not exist. In my opinion 
all first-aiders and all dressers and nurses in the hospital 
casualty departments should automatically mask before 


. Smothwick. C. KIR Rx. : 


CHILLED KAOLIN POULTICE 


SI, From time to time methods of treatment are 
described which involve the local application of low 
temperatures? I would suggest that some attention 
should be paid to the value of the local application of 
chilled kaolin poultices, as this preparation will maintain 
a low temperature over a long period in the same way 
that it will maintain a high temperature. The details 
of the method are as follows : 


Kaolin poultice is spread on lint to an even thickness of a 
quarter of an inch. ‘The exposed surface is covered with a 
layer of gauze to obviate sticking. Three such cold poul- 
tices ” are prepared and cut to shape. They are packed in 
large envelopes or flat X. ray film tins and are chilled in a 
domestic refrigerator. - The poultices are applied one at a 
time, and are held in place by bandage over a thick layer of 
cotton-wool. Each is left on until it no longer feels cold; 
it is then replaced by a newly ‘chilled one and the discarded 
one is repacked in its tin or envelope and returned to the 
refrigerator for re- chilling. 


This method: is described with some diffidence as 
its use is limited to certain definite indications. But I 
‘ have used cold kaolin ” since 1938 and am- convinced 
of its value as.a simple and easily available means of 
obtaining a local application of low temperature over a 


long period. 
W. S. PARKER. 


1. Ungley, C. C. Lancet, 15 1943, i, 681 ; 


Allen, F. M. Ibid, p. 723. 
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re as MB EDIN; LIEUT-COLONEL RAMO _ | 
Colonel Angus Macdonald was killed, in Tunisia in 


May by a shell-burst as he drew up-in his car outside 
oné of his advanced dressing-stations. 


“He was educated at: Merchiston Castle. School, ‘and 


following i in. ‘the footsteps of his father and. grdndfather 
he qualified in.:medicine at the 
University of Edinburgh in 1930. 
After holding a resident appoint- 
ment at Guildford Hospital he 
_»,,, joined, the RAMC the next year 
and was posted to India. 

served at Lahore for a little over 
- -a year as staff surgeon and medical 
. officer to the NW Railway, and in 
1933 he. was sent to Burma, re- 
turning to this country ati the end 
of his foreign tour in 1936. For 
» a time he was medical officer to 
the garrison at Loch Swilly, then 
occupied by the British, but in 
1937. he came to London. to attend 
the senior officers’: course: at. Mill- 


ene 


bank, Was Sele l to specialise in pathology, and in due 


course appointed DAD P to the Northern Command. 
After a- few months he was sent tö Cambridge where he 


studied Physiology and the pathology of- chemical 


warfare ‘under’ Sir Joseph ‘Barcroft, ‘before joining the 
staff of the Gas Establishment, On the outbreak of 
war. Macdohald went to France and was attached’ to 
.GHQ;. but’ early i in 1941 he transferred, to a field’ ambu- 
lance and was soon promoted to the command of one. 


The following year he was sent to the Middle East and 
after serving in various places arrived with his ambu- 


lance in Tunisia during | the final battle of the campaign. 
A colleague’ who ‘had served with him in different parts 
of the world writes: 

Angus Macdonald was ‘popular wherever: he went, for 
he loved humanity, and had. great personal charm. 
He was ‘a sound doctor, well;informed,. practical, and 
conscientious, but it was the command of a medical unit 
on active, service which gave him his. opportunity. His 
happy, ‘understanding disposition enabled him to main- 
tain his unit at the highest pitch of efficiency, yet:con- 
trive to make the lot of everyone who served under him 


as pleasant as circumstances allowed. His type ig ‘only i 


too rare; and he. can ill be spared. 
While he was in Burma Colonel Macdonald marei 


Miss Dorothy, goodban and he. leaves her with “two sons. 


‘CHARLES RYAN 
MB DUBL; 1 RAM 


Malöt Charles, ‘Ryan, ‘who’ 

reported missing, believed eae 

at sea during September, was the. 
youngest son, f the late Dr. J. F. 
Ryan. He was educated in Ire-- 
land: and: qualified from 'Trinity -| 
College, Dublin, in 1931. The“ 
following year, on his father’s ` 
death, he took over. part of the 
family, practice. at, Loughrea in 
co. Galway. Three years, later 
he joined the RAMC with a. short- Ai 
service commission and. served in 


praz 


Egypt, Palestine, Singapore and pts) ae 
Shanghai., He returned to Eng- "Vendy 
land åt. the beginning of 1940 and 

since then. had been posted. to. hospital: carriers. In 1939 


he married Miss Susan Battock, and they had one son. 


— — 


JV he ee 
West INDIAN Nprszs FOR; THE LCC.—The London County 


Council have offered ‘to; accept.. annually. 18 candidates from 
the West Indies for general nursing training in LCC-hospitals. 
The’ candidates must have achieved an agreed standard 
in education and. medical fit ness, and will undertake. a six 


months’ preliminary ‘course in a West Indian hospital to test 


their fitness for nursing. 


The plan will be reviewed. at. the 
end of twelve months, ne 


r 
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THE, VOICE OF. THE ORACLE’ 


as 


Prof. Maron GREENWOOD, i in his Linacre lecture,. set out the : 


virtues \and vioes of. authority, especially in the fiéld of 
medicine, and his study has now been published.. Unlike at 


least one of his predecessors he does not condemn Linaore.as a 


slave to the, authority of Galen, but considers: that as a 


~ 


practical teacher he preferred—as in fact all. teachers must do 
—to base:his teaching on an authority at the time not merely 
recognised but alone in the sphere of medicjne.. The:experi- 


ments on which many scientific facts accepted, by the civilised fey 


world. are based are, not ‘generally: known: ‘they; are ao- 


- cepted on the word of authority. The average doctor could not 


prove.by experiment that the cardiac rhythm is controlled by 
nervous ‘impulses; he accepts the proposition because 


authorities inform him that there is convincing evidence of 


its truth. Authority therefore has an undoubted value in 


education. It is only when authority seeks to establish an 
absolute: despotism’. that men revolt and revile it. Shake⸗ 


speare knew. all about that aspect of the controversy... 


And art made tongue-tied bf? authority,- : 8 
And folly (doctor - Iixe) controlling skill, A 
Andisimple truth miscalled simpli cit. 
Aud captive good attending captain il. 


When: this ocċurs men who delight to use theif- brains kick 
against tlie trammels of authority ‘and push’ their enmit7 
and dbuse so far as to deny it any. virtues whatsoever. 


Pro- 
fessor Greenwood explores some of the aspects of this ancient 


dispute ard in doing so incidéntally pays high tribute to the 


late, Walter ‘Fletcher’ ho exercised: a; wise, and beneficent 


authority: on medial research. in. this country... The lecture 


is not always easy reading; and those ‘who’ were fortunate 


enough to hear its delivery will be glad to revive 3 recol- | 


— 
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lection of: Boie of the argument: | nee Se Wes 


TAKING bess PAINS WITH OUR SUMS: ` aon 


THE reader of Mr. Sawyer’s book ? will not emerge from, its 
pages an accomplished mathematician—that would be askin, 

too much for ninepence—but he will certainly, have had more 
than ninepetinyworth of délight. 


to 80 many of us. lie, he -believes, in its presentation as some - 


l ‘United States Cadet Nurse Corps. 


thing quite apart, from“everyda. life. 
of, meaningless signs, words and rules which fails to arouse. the 
imagination can lead nowhere; mathematical reasoning must 
grow gradually and’ naturally through practical work with real 
objects. Mr. Sawyer therefore sets out to show. how mathe- 


matieians think dei per fe thei methods i in relation, to a 


“The 


, difficulties cannot. pe. banished. Textbooks are Written, he 
says, for people. who alread possess: a ‘strong-desire to stud: 
mathematics ; they ‘are notwritten to create such a desire. 
In the younger generation his own book should: actively: help to 
create it. The older will at least read much of it with pleas 
and think wistfully of what they’ might have, done if only they 


had had a . Me. Sawyer as 18 teacher. poe 


„ AN AMERICAN’ NURSING’ ‘ACT 2 : 


CONGRESS, by passing a special - act, ‘has established the 
The act arranges for 
grants-in-aid to bei made. to. nursing. schools,) which. .will 
relieve the student nurse from the tuition fees and Personal 


ee viet N 


expenses which she normally, has, herself to meet\in.America. . 


Schools taking, part in the Programme will go. on selecting 


their own students and planning their, curriculums, put, must - 
regard to, minimum ~~ 


fulfil certain broad requirements. jn 
standards, of nursing education, ahd speeding up of the 
curriculum. Cadet nurses. must. undertake to. continue | 5 
military, or essential civilian. nursing. for the 1 of. the 
war,, They will receive full tuition, uniform, and a small 
regular monthly stipend, so that no girl will. be deterred by. 
financial. considerations ..from,, undertaking nursing. It is 


hoped that the act will: help, to provide the 65,000 student. 


nurses now ngeded i in American schools. | 
ee E 
pe Authority in Medicine: Old and Now. 
D SC, FRCP, FRS (Cambridge University, Press. Ep. 32. 18. 6d.) 
2. Mathematicians « Delight. - V. Sawyer, assistant lecturer 
n 0% -A Manchester, N Penguin Pooks: 
p. 0 1 oe „ \ NG 8 


* E nl : 


Major Greenwood. . 


‘The author’s'main object 
has been to dispel the féar of mathematics, ‘whose difficulties | 


An endless procession ` 


r 
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Royal College of Surgeons of England 


At a meeting of the council of the college Sir Alfred 
Webb-Johngon, the president, read. Mr, H. Collins’s 
letter (see P. 620) announcing his gift of £100!000 for the 
endowment of the department of pathology and the institu- 
tion of a chair of human and ‘comparative pathology. The 
council decided to reopen the Bernhard Baron research 
laboratories as soon as they can: be reconditioned. 

The Blane medal was awarded to: Surgeon-Commander 
D. P. Gurd, RN, for his investigation into the incidence of 
trachoma in the Maltese Islands. Dr. F. K. Sanders was 
reappointed a Leverhulme scholar for a second year: -The 
following ‘appointments have been made by the Mackenzie- 
Mackinnon' research: fund committee of tee Royal Colleges 
of Physicians and Surgeons 
Mr. G. H. Bourne, D 80. (Oxford) (reappointed), On the: com- 
parative histology of the mammalian adrenal gland:; and the rôle 
of vitamin C in the regeneration of bone, with apecial reference to 
the acceleration of the healing of fractures. 

Miss Jean Dollar, Ms (Royal Eye Hospital). An investigation 
into the value of cockerel serum in ophthalmic surgery, with Specie 
reference to,its use in connexion with mucosal and corneal 

Miss Shirley Draycott (Royal College.of Surgeons). The e effect 
of the administration of phyaryl amino-acids on the aney Dailies 
action of arsphenamides. 

A diploma of fellowship was granted to F.. H. Masina 
(Camb. and St. 5 and’ diplomas of membership to 
C. O. Fung -Kee- Fung, R. N. G. Holloway, L. Howell, P. H. 
Huggill, J. A. Loveless, R. G. May, A. D. Payne, M. I. Pott, 
N. H. Seaton and B. A. Ward. Diplomas in child health 
were granted jointly with the N College of e 
to the 5 


Ha o King pay, F.G. 

thieen B. on De C. rmick, 

. M. sen B. Cecilia V. Urquhart, Fanny D., Wride, and 
Young. 

Mr. H. S. Souttar will deliver the Bradshaw lecture on 

Thursday, Nov. 11, at 3.15 PM. He will speak on physics 


and the:surgeon. 


Medical Honours re 


The following awards have been made to RAMC officers 
for gallant and distinguished service in the Middle East : 
CBE (military division).—Brigadier W. D. D. Small, MD EDIN. 


DSO.—Lieut.-Colonel L. T. Furnivall, MRCS, | and Lieut.-Colonel 
R. MoI. Gordon, DFO, MB GLASG. 


OBE (nililary division) -=l .—Lieut. -Coloñel D. M. Blair, MB EDIN., 


alion 
H. 


Lieut.-Colonel land, MD DUBL., Lieut. -Colonel Ernest 
Bulmer, MD EDIN. B. Major A. L. Chute, RCOAMO (attached RAMO), 
Lieut,-Colonel J. B. S. Guy, MB DURH., Lieut. -Colonel T. D. Phelan, 


o MBE E military | division).—Captain H. 2. Allan, 


Captain A. M. * 
G. B. Northeroft, MRos, Ca 
late Captain A. F. S 


MC.—Captain R. G. MacLeod, MB GLASG., Captain A.D. Panonii 
MB LOND., Captain M. J. Pleydell, MB LOND., Captain J. W. 
Taylor, MB, and Captain O. W. Warner, MB LPOOL 


Eugenics Society 


On Tuesday, Oct. 26, at 5.30 pm Dr. A. 7 Paterson 
will address the society on the size of the family of the 
business, professional and titled classes. Lord Horder is to 
be in the chair and the meeting is to be held at the rooms 
of the Royal Society, Burlington House, Piccadilly, London, 
W. I. 


Leicester Christian Medical Association 


At a meeting of medical practitioners held in Leicester 
it was decided to form this association, under the chairman- 
ship of Dr. J. V. C. Braithwaite, with the object of pro- 
moting the profession and practice of Christianity among 
the medical men and women resident in the city of Leicester 
and counties of Leicestershire and Rutland.” Any médical 
man or woman in the area who accepts the Christian Faith 
is eligible for membership and forty have already joined. 
The Bishop of Leicester, the Very Rev. Father Prior, and the 
president of the Free Church Council have become honorary 
members, and two associate members from each of the three 
denominations have been appointed from among the clergy. 
Further particulars may be had from Dr. E. K. Macdonald, 
the hon. secretary, 24, Halford Street, Leicester. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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British Orthopedic Asgociation > 3 s 


The annual meeting of the association will be held at 
1, Wimpole Street, 5 Wi I. re) Ride ah. and Saturday, 
Oct. 29 and 30. At 9.15 Au on short papers will 
be read on lesions of articular cartilage “Of the patella, frac- 
tures involving the knee-joint, and injuries of the astrdgalus. 


Mr. G. R. -Girdlestone will give his presidential address. 


At 2 pm Mr. G. Gomme. of the Ministry of Labour, Mr. 


William Gissane and Colonel Ri; L. Diveley,'USAMC, will | 


discuss various: aspects of rehabilitation, and ‘cine films will 
be shown. At 10.15 am on Saturday there will be papers on 


gunshot © wounds of the Ow jomit, surgery i in * and ‘|. 


poliomyelitis in Malta. 
vd tr 3 
pà Infectious Disease in England and Wales 
WEEK ENDED OCT. 9 


„ 
~ 


N otifications. ~The following cases of infectious disease 


were notified during the week: smallpox, O; scarlet 
fever, 3249; whooping-cough,: 1481; diphtheria, 732 ; 
paratyphoid, 8; typhoid, 9; measles . (excluding 


rubella), 581 ; pneumonia (primary or influenzal), 557 ; 
puerperal | pyrexia, : 159; . cerebrospinal fever, 30; 
poliomyelitis, 15; polio-encephalitis, 1.3 encephalitis 
lethargica, 1; dysentery, 268 ; ophthalmig neonatorum, 
70. No case of cholera, plague or. typhus fever was 
notified: during the week. 


The number of civilian and service sick in the Infectious Hospitals |. 
uring the 


of. the London County Council on Oct, 6. was 1977. 


— 


previous week the following cases were admitted: scarlet fever, W 


262; diphtheria, 39; measles, 14; whooping-cough,. 35. 
Deaths. —In 126 great towns there were no deaths 
from measles or enteric fever, 1 (0) from scarlet fever, 
11 (2) from whooping-cough, 9 (1) from diphtheria, 46 (8) 
from diarrhoea an 
from influenza. 
London itself. 


Birmingham and West Bromwich each reported 5 fatal cases of 


‘diarrhoea. 


The number of stillbirths notified during the week was 
190 (corresponding to a rate of 29 per. thousand total 
births), aa 27 in London. my 


: P 


The following ‘examining factory surgeons have been appointed : : 
EwiNe, J., for Whitchurch, Hants ; 

- OWEN,.O. G. MRC, for Stone, Staffs; 
WOODLAND, F. A. J., MRCS, for Gunnislake, Cornwall: 
BENSON, G. E. M., B, surgeon lieut.- commander RNVR ; 
LANNY; JOHN, LRCPE, surgeon lieutenant RNVR ; 
‘RUSSELL, RONALD, MB DURE; surgeon commander RN. 


Births, Marriages and Deaths 


BIRTHS 


O’CONNOR.—On Oct. 12, the wif 
Fitzgerald O’Connor, RAMC, of Hednesford, Staffs taffs—a son. 
HAMILTON PAtTERSON.—On Oct. 8, at to Dr. 1 
Hamilton Paterson (née im Thurn), “the ite of Captain J 
Hamilton Paterson, RAMC—a daug 
KEIGHLEY.—On Oct. 12, at Dewsbury, Yorks, the wife of Major 
Robert Keighley, RAMO—&8 80 
EISHMAN.—On Oct. 12, the wife 8 01 Dr. Hugh Leishman, of Alres- 
ford, Hants—a daughter. 
MaTrHEw.—On 4105 the wife of Dr. P. 0. Matthew, St. Ives 


Cornwall—a son. 
MARRIAGES 


10, Gordon Cameron Mackay, 
RAMO, of Pontllanfraith, Mon., to Beryl Arden Harger, 
of at Boumneniont h. 

William 
es 


ERALD 


MACLURE—MAOFARLANE.—On Oct. 12, at Glasgow, 
to Agn 


Alastair Maclufe, surgeon lieutenant RNVR, Mac- 
farlane, of Lincoln. ` 
NEWMAN—BASSET.—On Oct. 7, at Foxearth, Philip Harker 


5 DSO, MC, major RAMO, to Blizabeth ro Basset, 


QAIMN: 
Tippe—_O' MeARA. —On Oct. 9, m London, pews John Tibbs, 
lieutenant RAMC, to Patricia Joan O'Meara 


DEATHS 


ADPERLEY.—On Sept. 27, at Ladysmith, South Africa, Arthur 
5 Adderley, DSO, LRCPR, lieut. - colonel RAMC retd., 


aged 7 
HAMMOND. 805 Oct. 11, at Salisbury, Charles Francis Dyer 
Hammond, MB GLASG., aged 61. 
PowELL.—On Oct. 7, at Bristol, John Joseph Powell, MD LOND. 
ROBERTSON.—On Oct. 6, at St. Mary Oray, Kent, Hugo Given 
bertson, OBE, MB GLASG., lieut.-colonel RAMO retd., aged 59. 
ROWNTREE.—On Oct. 14, at East Grinstead, Cecil wutree, 
MB LOND., FRCS. J 


“enteritis under two years, and 14 (1) | 
e figures in parentheses are those for 


of Captain G. 
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THE PHYSICIAN IN WAR 
IN HARVEY’S TIME AND AFTER? 


W. E. HUME, oma, MD CAMB, FRCP 
EMERITUS PROFESSOR OF MEDICINE, UNIVERSITY OF DURHAM; 
PHYSICIAN, GENERAL HOSPITAL, NEWCASTLE-ON-TYNE ; 
HON. COLONEL RAMO TA (50TH DIV.) 


_ Born in the reign of Elizabeth, in 1578, 10 years old at 
the time of the Spanish Armada, Harvey was a spectator 
of English history until within 15 months of the death 
of Oliver Cromwell (Sept. 3, 1658). As physician to 
Charles I—appointed in 1630—he was brought face to 
face with war, and we know that he was present at the 
battle of Edgehill. There is no record that he attended 
the wounded on any field of battle, but he was interested 
in the case of Adrian Scrope who received 19 wounds at 
Edgehill, recovered, and lived 13 more years. Both in 
his journeys to the North and during any battle at which 
he was present Charles I had physicians attached to 
him and his Court, of whom Harvey was one. This 


militant period of Harvey's life seems a fitting reason for 


commemorating today the work of physicians in war in 
Harvey’s time and after it, when so many of our College 
are engrossed in duties in the various Services at home 
and abroad. 

Before the outbreak of the Civil War the vacillating 
King went to Scotland on four occasions (1633, 1639, 
1641 and 1646) and it is certain that Harvey 
accompanied him on the first three (Terry) Thus in 
1633 Harvey applied for leave of absence from St. 
Bartholomew’s Hospital to accompany the King when he 
was crowned at Holyrood on June 18, 1633. After an 
interval of 6 years Harvey again accompanied Charles 
when he went north to mobilise his forces against the 
Scots. In February, 1639, a Scottish army under Alex- 
ander Leslie was massing on the border near Berwick 
and towards the end of April Charles reached Durham. 


We can presume that Harvey attended divine worship 


with the royal party in Durham Cathedral on Sunday, 
May 5, 1639, when Bishop Morton preached from the 
appropriate text: Let every soul be subject to the 
higher powers.“ Charles remained in Newcastle till 
May 23, collecting and reviewing his motley troops, and 
reached Berwick on May 24, 1639. The “ Pacification 
of Berwick ” was completed on June 24, 1639, without a 
shot being fired ; as one critic contemptuously expressed 
it “ I never heard so much as one louse killed by either 
Army.” Mr. William Angus sends me from HM General 
Register House, Edinburgh, a copy of an entry in the 
printed calendar of State papers, Domestic, 1639 which 
runs as follows: 


1639, July 10th Berwick. Richard Jannsey to Richard 
Harvey. My master commanded me to send two of his 
trunks with Lord Newport's goods by reason of his longer 
stay here, I fetched them from thence, and have sent them by 
sea with the Lord General’s goods. 1 

P. S.— Dr. Beten (Bethune) is buried this day, and Dr. 
Harvey is in his place, and Dr. Johnson has Harvey's place.“ 


The King was accompanied by more than one physician 
and Dr. Bethune had been senior to Harvey. 

The Short Parliament was dissolved in May, 1640, and 
this was followed by the Scottish invasion of Northum- 
berland. On Aug. 28, 1640, the battle of Newburn was 
fought, the English were defeated and the Scots invaded 
Northumberland and Durham. It has been hinted 
(Power 1897, Willis 1878a) that Harvey may have been 
present at the battle of Newburn but this is extremely 
unlikely since Charles himself was in York at that 
moment. | 

The next year Harvey went north for the third time. 
In August, 1641, Charles made terms with the Scots and 
on Aug. 13, 1641, he reached Newcastle on his way to 
Edinburgh to obtain Scottish support against the 
English Parliament. There seems no doubt that Harvey 
was with him on this occasion, because during the ey 
of the Royal party in Edinburgh Harvey visited an 
received the freedom of Aberdeen on Aug. 30, 1641. 


IN CIVIL WAR 
In November, 1641, Parliament under Pym’s guidance 
proceeded to formulate the Grand Remonstrance, and 


1. Extracts from the Harveian Oration delivered before the Royal 
Oollege of Physicians of London on Oct. 18, 1943. 
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the Civil War began on Aug. 22, 1642, when Charles 
raised his standard at Nottingham. From now onwards 
the details of Harvey’s career are better known and the 
circumstances surrounding his presence at the indedisive 


battle of Edgehill on Oct. 23, 1642, have been often 


referred to. | 

Harvey was now 64 years old and was probably relieved 
and happy to settle in Oxford, when Charles and his 
troops fell back to that city after the battle of Edgehill, 
His attendance on the Queen, his daily observations on 
the growth of the chick with Dr. Bathurst, and his . 
Wardenship of Merton Oollege are well known. After 
leaving Oxford he returned to London as the guest of 
one or other of his brothers. When Dr. Ent visited him 
at Christmas in 1650 to obtain permission to publish 
his papers on generation, and asking him if all were 
well with him, Harvey replied : 


“ How can that be when the State is so agitated by storms, 
and I myself am yet in the open sea? . . And indeed,” he 
added, were not my mind solaced by my studies, and the 
recollection of the observations I have formerly made, there 
is nothing which should make me desirous of a longer con- 
tinuance. But thus employed, this obscure life and vacation 
from public cares, which disquiet other minds, is the medicine 
of mine.“ | 


At this moment we too find ourselves in the open 
sea. p i 
Though Harvey himself played little active part in 
the care of the sick and wounded he must have been 
aware of any plans for their reception and treatment. 
These were matters which Charles must have discussed- 
witb Harvey as we know that the King took an humane 
interest in the disposal and treatment of the wounded. 
on both sides. We would have expected also that 
Harvey must have observed facts of interest to him 
connected with bleeding in wounds. 


Up to the 18th century the physician’s rôle in war, as in the 
case of Harvey, was confined to his duties as personal physi- 
cian to Royalty or to a commander in the field. It has been 
truly stated that the 17th century was an age of extra- 
ordinary activity in science, art and literature; while the 
practice of medicine, hospital management and organised 
care of the sick and wounded sank to a very low level” 
(Garrison 1922). During Elizabethan and early Stuart times 
the unit of military organisation was the company, and the 
captain of the company was expected to provide his own 
surgeon and the necessary equipment—though the captains 


often failed in their duty or appointed very unsuitable 


surgeons. 

In the Civil War (1642-51) there was a great shortage of 
army doctors on both sides. At the outbreak the Royalist 
party obtained the services of medical officers more easily 
than the Roundheads, but as the war proceeded the Parlia- 
mentarians, controlling the government and the treasury, 
were better served. On both sides much of the medical care 
of the sick and wounded devolved on the local practitioners 
(Firth 1902). 

The military surgeons were treated as non-combatants and 
wore a distinguishing badge. Surgeons, says an Eliza- 
bethan author, ‘‘ must wear their baldric, whereby they may 
be known in time of slaughter : it is their charter in the field.” 
After a battle the collection and treatment of the wounded 
was haphazard and casual. A victorious general ordered or 
allowed the people of the countryside to carry away the 
wounded left behind by the conquered. Officers were 
borne away to neighbouring country houses where the lady 
of the house might havo some skill in the dressing of wounds. 
Mrs. Hutchihson, wife of the Parliamentary governor of 
Nottingham, bound up the wounds of Royalist prisoners as 
well as Parliamentarians, doing what she thought was her 
duty to them, as fellow creatures, not as enemies,” even 
though Captain Palmer, a Parliamentarian, came in and told 
her his soul abhorred to see this favour to the enemies of 
God (Hutchinson 1846). 


In 1645 Parliament reorganised its forces and each 
army had a physician-general, a surgeon-general and an 
apothecary-general. 

After the Civil War (1651) there were consecutive 
appointments as physician-general to the army, whose 
chief duty was to select physicians for service in the 
army; and in war-time he was often made personal 
physician to the commander-in-chief in the field. On 


8 


530 THE. LANOET] 
the field of battle it is probabi that the organisation for 
the care of the sick and wounded was in the hands of the 
surgeon-general and that the work of the physician- 
general was limited to the hospital. . 


PIONEERS OF MILITARY MEDICINE 


At the beginning of the 18th century England was 
allied with Holland against the French in the war of the 
Spanish Succession (1701-13). The English forces 

numbered about 40, 000: poverty and impressment were 
the chief recruiting agents. In the great battles of that 
period: (Blenheim 1704, Ramillies 1706, Oudenarde 1708, 
Malplaquet 1709) Marlborough’s personal care of the sick 
and wounded stands out more prominently than the 
individual work of -any particular physician. Before 
the action of Blenheim (1704) he took pains to have the 


_ surgeons shown the exact places of assemblage and care 


of the wounded,” and after the victory he wrote to 
Godolphin “ I have been so employed about our own 
wounded men and prisoners that I had not had .one 
hour’s quiet (Garrison 1922). 


The real pioneers of English military medicine arose . 


in the war of the Austrian Succession (1740—48) in the 
persons of Pringle, Brocklesby, Donald Munro and 
George Cleghorn, of whom. the most outstanding figure 
was Sir John Pringle (Munk 1878b). 

Taking his doctor’s degree in Leyden in 1730 and after 
a period of study in Paris, Pringle was made professor 
of pneumatics and moral philosophy at Edinburgh 
University (1734). The Earl of Stair, appointed to 
command the British troops in Flanders, took Pringle 
with him as his private physician and made him physician 
to the military hospital there. Pringle was at the battle 
of Dettingen on July 27, 1743, and is given the credit of 


` suggesting to the Earl that hospitals should be respected 


and protected by the opposing forces. The Earl wrote 
to the Duc de Noailles requesting his acquiescence in this 
suggestion. The Duc readily agreed and immediately 
gave practical effect to his promise by going out of his 
way to avoid disturbance or damage to the British 
hospital stationed at Feckenheim. This episode has 
recently been referred to by Lord Amulree (1943). 

When the Barl of Stair returned to England the Duke 
of Cumberland persuaded Pringle to remain in Flanders 
and made him physician-general to the forces and 

hysician to the royal hospitals. Pringle returned to 
England when the Duke was recalled to lead the forces 
against the Jacobites in 1745, and he remained with that 
Army to the battle of Culloden (April 16, 1746). He 
then returned to the continent and remained in Dutch 
Brabant until the treaty of Aix la Chapelle (1748) brought 
hostilities to an end. 

Settling in London practice in 1749 he became physician 
to the Duke of Cumberland and remained in the Army 
as a director of, and physician to, Chelsea Hospital. In 
1750 he published his Observations on the nature and cure 
of hospital and jayl fevers in which he showed that the 
common fever was typhus and that it was the same in 
both hospital and gaol. 

In 1752 he published Observations on the Diseases of the 
Army (Pringle 1812) which established his claim to be 
the father of modern military hygiene and medicine. 
In the preface, he makes this remark: 


“ This branch of medicine, which ought long ago to have 
been complete, seemed to be still in a manner new: so little 
is a military life consistent with that state of tranquillity 
requisite for study and observation.” 
In this work he gave his medical experiences of the 
campaigns in Flanders (1742-45), in Great Britain 
(1745-46) and in Dutch Brabant (1746-47-48). He had 
studied the atmospheric and seasonal conditions in each 
locality. He demonstrated the better health of troops 
situated in camps on high ground as opposed to low 


marshy ground, and that the upper stories / of houses 


were more healthy than the lower. He attributed much 
of the ill health of soldiers and the causes of disease to 
such factors as foul air from marshes, decaying vegetable 
matter and soiling of the ground with animal excreta. 
He preached against overcrowding in barracks, hospitals, 
gaols, and ships and showed by statistics the importance 
of air space. Under suitable conditions he advocated 
the ventilating system invented by the Rev. Stephen 
Hales, the ingenious rector of Teddington, with whose 


experiments on arterial and venous pressure we are more’ 
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familiar. Pringle thought that all men should contribute 
to, or be compelled to feed in a mess, in order to ensure 
sufficient and suitable food, as the soldier was apt to 
spend on drink in one day what ought to keep bim in 
food for one week. He was the first to make a serious 
attempt to discriminate between the various fevers, 
though he thought one type of fever might develop into 
another. He recommended improvements in bedding, 
clothes, blankets, shoes and advocated plenty of warmth 
and fuel. He advised recreations and diversions for the 
soldier in training. He pointed out that dysentery and 

fevers often. appear together in the same season. | 
Pringle became a licentiate of the college in 1758 and was 
elected a Fellow in 1763: nominated Censor in 1770 he 
declmed to act and paid the statutory fme. In the Royal 
Society he. played a distinguished part: elected a Fellow m 
1745, he was awarded the Copley medal for his experiments 
on septic and aseptic substances, an account of whieh is 
included in his Observations on the diseases of the Army. In 
1772 he was elected President (1772-78) and was in the 
habit of discoursing on the subjects for which the Copley 
medal was annually awarded, displaying a breadth of 
knowledge and depth of learning which greatly impressed his 
contemporaries.” He was an intimate friend of Captam 
Cook and it must have given Pringle immense s&tisfaccion 
to award the Copley medal to the a aie (in absentia) for 
ept his crews free from 

scurvy. He died of an apoplexy in 1782, aged 75 years. 
During the same period of the 18th century medical 
reformers arose in the Navy. The accounts of Anson’s 
and other voyages of that time leave little doubt that 
Smollett’s gruesome description of life at sea in Roderick 
Random was no exaggeration. ‘<E was much less 
surprised that people should die on board, than that any 
sick person should recover.” Fortunately there appeared 
in the Navy three physicians who did much to improve 
the unhappy lot of the seamen—Lind, Blane and Trotter. 


Thomas Trotter said the Army of the country could 


boast of a Pringle, Cleghorn, Munro and some others 
who: have written since the last war, but the name of 
Lind stands alone in the Navy.“ 


THE FATHER OF THE RAMC i 


Between 1793 and the battle of Waterloo (1815) 
England sent expeditionary forces to meet Napoleon 
on the continent and in Egypt. The military life of 
Sir James McGrigor (1861) began at this eventful pertod. 
His autobiography covers his life from the time of his 
joining the Army in 1793 up to his appointment as 
director-general in „ years. For eleven 
years he was the medical cer to the 88th Regiment 
which became the Connaught Rangers, and saw/service 
with them in Jersey, Holland, the West Indies, India and 
Egypt. He was continually fighting typhus fever and 
from his earliest service the sick quarters under his 
charge were always cleanly, when often the living quarters 
of the regiment were filthy. He kept notes of all his 


cases during the five months’ voyage to India and 


presented to the Bombay Medical Society in 1801 A 
memoir on the health of the 88th and ather regiments from 
June 1800 ta May 1801.: When peace was signed 
McGrigor returned to England and was transferred to the 
Royal Horse Guards at Windsor. There he found a 
small cramped military hospital, rampant with typhus 
and hospital gangrene. He obtained a larger and more 
roomy building and by moving the men from one ward 
to another, changing the atmosphere and destroying 
all the sponges used in dressing, together with other 
precautions he finally got rid of the disease.” l 

In 1805 he was made a deputy inspector-general of 
hospitals, and served in the Northern Command before 
being appointed by the Duke of Cumberland to the more 
important South-Western Command. He made full use 
of his powers of organisation in both Commands, inspir- 
ing all the officers under his charge with his clinical zeal ; 
with their willing coöperation he collected valuable 
‘statistics.. He was sent to Walcheren in 1809 where the 
British camping grounds were under water and three 
thousand men were sick with malaria. He comman- 
deered from an American vessel a supply of the bark 
which was lamentably short. 

Towards the end of 1811 he was appointed chief of. the 
medical staff under Lord Wellington in the I 
and he arrived in Lisbon on Jan. 10, 1812. He was 


` 0 


pg DS OL SG t- 


— —„—V— — 


— av 
1 Er dO 


are 


Pe „ ee ee 


THE LANCET] 


PROF. HUME: THE PHYSICIAN IN WAR 


[oor. 30, 1948 531 


engaged im all the battles and sieges from Ciudad 
Rodrigo to Toulouse. He soon gained the confidence of 
Lord Wellington and was ordered to wait on him daily 
after breakfast, together with the adjutant-general, the 
quartermaster-general, and the commissary-general, 
to present a report on the number of sick and wounded 
with ail the details of their disposal, When the Army 
eventually advanced against Vittoria the efficiency of 
the medical services had provided Wellington with some 
4000-5000 men whom he thought would have been lost 
to him from fl health—and a distinguished person said 
that he thought the extraordinary exertions of the 
medical officers of the Army might be said to have 
decided the day at. Vittoria.” 


When Wellington was writing his despatch.to the Earl of 
Liverpool after the capture of Badajoz, McGrigor entered the 
room with his report and finding the Commander.in-Chief in 
excellent spirits requested that the work of the medical 
officers should be noticed. Though Wellington had com- 
pleted his despatch he made this addition :— 

Camp at Badajoz, ‘8th April, 1812. 


at pleasure to tnform your Lordship 


My LOrRD,—It gives me 
officers and soldiers are doing 


that. eur numerous wounde 


I have had great reason to be satisfied with the attention paid to 

_ them by Mr. McGrigor, the Inspector-General of Hospitals, and the 

modi gentlemen under his direction and I trus t the loss to 
E 


upon this occasion, will not eventually be great. 
I have the honour:to be, &c., 


WELLINGTON. 
This was the first time that the work of medical officers had 
been mentioned in a despatch and publicly acknowledged. 
The example was followed later by the Navy. : 


The downfall of Napoleon enabled McGrigor to visit 
Paris and other towns to inspect the French system of 
dealing with their sick and wounded, but the only 
features which impressed him were the ambulances. 
After the peace he retired with a pension of £8 a day and 
a knighthood, but he was recalled to the, Army as director- 
general, and settled down to elaborate plans for the 
improvement of the Army medical service. 


By his frequent contact and correspondence with medical 
officers of all ranks he brought about a new spirit of 
interest and keenness on their work. He was mindful of 
the hardships ‘of soldiers’ widows and children, and in 1816 
founded the Army Medical Friendly Society which provided 
annuities for widows of fallen officers, an insurance agency 
whose capital had grown to £80,000 when he retired in 1851. 
He also founded, in 1820, the Medical Benevolent Society 
and had collected £15,000 at the date of his retirement. 

He died in London in 1858, aged 87. A humane man 
and a great administrator, McGrigor is rightly regarded 
as the father of the RAMC. Wellington said of him 
He is one of the most industrious and successful public 
servants I have ever met with.” | 


PRELUDE TO MODERN WAR 


The Crimean War... taught us the futility of trying 
te conduct a war at a distance from home with inefficient 
personnel and at the same time attempting to control 
and hamper the conduct of medical officers in the battle 
area, by orders from the central government, who could 
anly have an academic knowledge of the conditions in 
the actual theatre of war (Garrison 1922b). 

The British entered the war, with only 40 ambulance 
. wagons, a pack mule and 10 litters for each regiment, no 


winter clothing, no shelter tents and a worthless corps 


of male nurses commandeered from the line.” The 
suffering troops were eventually housed in wooden huts 
with adequate creature comforts, and Florence Nightin- 
gale went out with a corps of trained nurses. By these 
means the mortality of the British went down, though 
that of the French went up since they were still under 
canvas during the severe winter of 1855-56. The losses 
per thousand from disease were the highest in history ; 
the diseases being cholera, typhus, dysentery and scurvy. 

In the South African War (1899-1902) the losses by 
sickness far exceeded those caused by shot and shell. 
About half a million men were employed, with an average 
strength of approximately 200,000, and the annual ratio 
of admissions to hospital per 1000 troops was 34 for 
wounds and 843 for sickness. There were 59,750 cases 
of enteric fever, with 8227 deaths. Antityphoid inocula- 
tion based on the work of Sir Almroth Wright was still 
in the experimental stage and was only employed on a 
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restricted seale. In the garrison of Ladysmith 1705 
were inoculated and 10,529 were uninoculated (A. E. 
Wright, Lancet, 1902, ii, 651). ; 


A NEW ORDER | . 

The war of 1914-18 saw clinical physicians for the first 
time in war employed as medical specialists in hospitals 
and in a consulting capacity in armies and in the fleet. 
The medical organisation of the army in France as it 
had developed in 1918, based on a sessile type of warfare, 
gave opportunities for steady clinical work and investiga- 
tion almost comparable to the conditions of medical 
practice met with at home in times of peace. Both 
physicians and surgeons were greatly helped in their 
work by the mobile laboratories, and a hospital which 
had attached to it an efficient radiological department 
and a mobile laboratory was able to do clinical work of 
a high order. The Medical Research Council estab- 
lished an active link between the work done in France 
and England. So we had physicians, surgeons, sami- 
tarians, bacteriologists and radiologists working together 
as teams and not as individuals. Today we com- 
memorate the work rather than the names of those who 
advanced the knowledge of medicine in the last war and 
made the lot of the sick soldier incomparably better 
than had been possible in any previous wan. If no 
names are mentioned, no-one can be forgotten. In a 
‘brief review of some of the lessons of the last war it will 
be apparent that recent advances in medical knowledge 
have already solved some of the problems of that day, 
and the solution of many has been accomplished by the 
brilliant discoveries in chemotherapy. 

The standard of medical work depends upon the state 
of medical knowledge of the day, and in the interval of 
14 years between the South African and the 1914 war 
no branch of medicine had developed so rapidly as 
bacteriology. The application of this recently acquired 
knowledge enabled physicians to attack infections with 
a hope of success denied to previous generations. At 
the outbreak of the last war prophylactic measures were 
taken against smallpox and typhoid fever. In spite of 
vaccination against infection by the B. typhosus there were 
many cases of clinical enteric fever in France in 1914 and 
1915, early proved to be infections by B. paratyphosus A 
and B. When a mixed vaccine (TAB) was employed 
from 1916 onwards the incidence of enteric cases became 
nepligible. Certain experiences in the present war in 
the Middle East with Italian prisoners and British 
prisoners in Italian hands has shown the superiority of 
our antityphoid vaccination. In both wars vaccination 
against plague and cholera has been employed, and in 
this war against yellow fever when it seems advisable. 

In all wars dysentery—amesbic and bacillary—have 
taken a heavy toll. In the last war bismuth emetine 
iodide was found to be highly efficacious in the treatment 
of ameebic dysentery and now we have in suiphaguani- 
dine a remedy of proved value in bacillary dysentery. 
So also the use of the sulphonamides in the treatment of 
cerebrospinal meningitis has taken the sting out of a 
disease whose mortality was so high in the lgst war 
(35%). Malaria was one of the major problems of the 
last war and in Macedonia alone there were 100, 000 
admissions to hospital in 3 years (1916-18) ; today with 
troops even wider spread, it may become responsible 
for more casualties than any other single factor. 

It was only fully realised towards the end of the last 
war how vast was the wastage from minor ailments. 
Statistics compiled from admissions to a group of 
casualty clearing statioms showed that 44% of all ad- 
missions were due to such diseases as scabies, pyodermia,, 
myalgia, rheumatism and PUO ”; 25% were cases 
of scabies or some forms of pyodermia, preventable 
by cleanliness, and the remaining 19% included trench 
fever, myalgia, rheumatism and PUO. In short, 
the greater part of a sick wastage of this magnitude was 
due to disease which could be prevented by personal 
cleanliness and simple principles of sanitation (History 
of the Great War (1921-28). The combined work of 
clinicians and bacteriologists established the entity of two 
new diseases: trench fever and spirochretosis ictero- 
hemorrhagica. l 

The experience which physicians and surgeons gained 
from gunshot wounds of the chest in the war gave an 
impetus to the development of chest surgery in civilian 
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practice. Valuable contributions were made to physio- 
logy by the study of organs damaged by war injuries, 
and injuries of the central and peripheral nervous 
systems afforded opportunities of physiological as well as 
pathological study. Injury to peripheral nerves provided 
abundant material, as Weir Mitchell had found in the 
American Civil War. Studies of the effects of such 
injuries contributed more exact anatomical information 
of the peripheral distribution of the nerves, and threw 
doubt on the validity of the theory of protopathic and 
epicritic sensibility. 

Observation of the immediate and remote effects of 
gunshot wounds of the spinal cord contributed to a more 
exact knowledge of the function of its constituent parts. 

Among other observations it was shown that after 
complete severance of the spinal cord the lower limbs 
might regain their tone and the knee-jerks reappear, 
ik the general condition of the patient remained good and 
there was no local sepsis such as cystitis or bedsores. 

This return of limited function refuted Bastian’s hitherto 
accepted law. A “ mass reflex on stimulation of the 
lower limbs was described in which the Jegs are with- 
drawn, the bladder evacuated, semen ejected, and sweat- 
ing is intense. 

Wounds of the cerebrum and cerebellum reproduced 
conditions comparable to experiments carried out on 
animals and enabled clinicians to study the functions of 
these areas, uncomplicated by the effects of pressure 
seen in the presence of tumours. By such observations 
light was thrown on the localisation of the visual paths, 
the mechanism of speech and the corel representation 
of sensation (Head, Holmes et. al.). 

The first serious attempt to study shock was made in 
the last war, and physicians, surgeons, physiologists, 
chemists and pathologists all contributed to it. Heemo- 
concentration and the loss of circulating fluid were com- 
bated by replacement with gum-saline and tentatively 
with blood. Today with greater knowledge of the pit- 
falls of blood-matching, the use of blood, plasma and 
serum has become routine practice. There is still much 
to be learned about the clinical recognition of.shock and 
its prevention. 

The peripheral vascular disturbances caused by trench 
foot, shelter foot, immersion foot and frostbite have 
been widely studied, and improved methods of preven- 
tion and treatment have been elaborated. The 
study of survivors from shipwreck has brought to light 
the physical and mental tortures through which they 

ve passed, and suggestions have been made to minimise 
the dangers to which the shipwrecked mariner is inevit- 
ably exposed m both hot and cold climates. Injuries 
by crushing and by blast have been sufficiently frequent 
in this war to enable the clinical pictures to be recognised, 
and experimental work is forwarding the elucidation of 
the physiological and pathological tissue reactions to 
both varieties of trauma. Aviation medicine has 
problems of its own because the genius of the engineer 
tends to outstrip the power of human adaptation to 
incredible altitude and speed. 

Mass, experiments in the psychological study of the 
war worker as well as of those serving in the Forces are 
being carried out. Problems of feeding and nutrition, 
of supreme importance during the war, will loom even 
larger after it. Harvey knew the desolation in Europe 
during the 30 years’ war when he wrote to Lord 
Dorchester :— 

“ The miseries of the countries we have passed and the 
hopes of our good success and all such news your Honour 
hath from better hands. I can only complain, that by the 
way we could scarce see a dog, crow, kite, raven or any bird, 
or anything to anatomise, only some few miserable people, 
the relics of the war and the plague, where famine had made 
anatomies before I came. It is scarce credible in so rich, 
‘populous and plentiful countries as these were that so much 
misery, desolation and poverty and famine should in so short 
a time be, as we have seen, I interpret it well, that will be a 
great motive for all here to have and procure an assurance 
of a settled peace. It is time to leave fighting when, there is 
nothing to eat, nothing to be kept and gotten and the same 
parties rob on the other if they get but once out of sight.” 
History is apt to repeat itself. 

In our attempts to cope with present problems and 
future difficulties it is only necessary for me to exhort the 
Fellows and ‘Members of this College to contribute their 
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endeavour in imitation of those benefactors whose 
example I have so inadequately commemorated. 
Lastly, the medical profession is likely to undergo 
changes which will call for patience and forbearance on 
the part of every member of it, and the shaping of such 
changes will be rendered easier if.we have that mutual 
love and affection amongst ourselves which Harvey 
enjoined upon us, ever remembering that concordté res 
parve crescunt, discordia magne dilabuntur. 
Before the dawn of another St. Luke’s day I trust that 


we may have the prospect of attaining that place in 


nature which Harvey (Willis 1878b) thougbt was man’s 
destiny. Man,“ says Harvey, comes into the world 
naked and unarmed, as if nature had destined him for a 
social creature, and ordained that he should live under 
equitable laws and in peace; as if she had desired that 
he should be guided by reason rather than be driven 
by force.“ 
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‘LOCALISED NEURITIS OF THE 


SHOULDER GIRDLE 
A REPORT OF 46 CASES IN THE MEF 


J. D. SPILLANE, MD WALES, MRCP 
MAJOR RAMO; MEDIOAL SPECIALIST AT A GENERAL 
HOSPITAL, MEF. . 


Tr commonest form of neuritis in the MEF is without 
doubt diphtheritic polyneuritis. The high incidence of 
this complication with the long disability resulting has 
received much comment. Acute febrile polyneuritis is 
rare while polyneuritis following dysentery, malaria 
and enteric fever has been infrequent. I have not 
encountered any such cases, and it is interesting to recall 
that Walshe (1941) recorded that in 4 years with the 
Egyptian Expeditionary Force in 1915-19 he saw no 
case of true polyneuritis associated with those diseases. 
Fibrositis is common but the ordinary clinical forms of 
interstitial neuritis are not often seen in general ii ar 


TWO GROUPS 
A number of cases with unusual neuritic features, ów 
ever, has come to be recognised in the MEF which, as 
far as I have been able to ascertain, were not obaerred 
before the war in such numbers. The disability has been 


Pringle, J. (1812 
O. . 


seen in British, Australian, New Zealand and American. 


troops in the Middle East, and in troops in the United 
Kingdom. In 21 years in one military hospital in 
England I saw 10 ich cases. In 9 months in the Middle 
East I have encountered another 10, and through the 
lately consultant 
neurologist to the MEF, I have been able to study the 
records of some 80 cases of neuritis of the upper and 
lower limbs. From this experience and analysis, a 
fairly clear clinical picture emerged of what might be 
called localised neuritis of the shoulder girdle. Details 
of 46 patients are available. They fall into two groups. 
In group 1 (26 cases) the affection of the shoulder girdle 


developed while the patient was in hospital with some 


other illness. In most cases he had reached the stage 
of convalescence and in all he was afebrile. A few 
patients had already been transferred to convalescent 
depot. No common factor could be detected and in 
all these cases evidence of faucial or cutaneous a 
theritic infection was lacking. 
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„ Casel: . winging of right scapula. Case 2: wasting of right infraspinatus. Atrophy of left infraspinatus. 


_ The conditions for which these patients were receiving 
treatment were : 


Infective hepatitis.. ae 


‘ Dysentery: bacillary >. 6 2 
> 7. amoebic . 2 Tuberculous gland of neck 1 
Malaria (benign tertian) y. 3 Typhus oe | 

' Gunshot wounds — 3 Pharyngitis Ma wy, tes A 
Local sepsis .. is ecg ee Lobar pneumonia... .. 1 
Enteric fever,  ..  .. 2 Cerebrospinal fever 1 


In group 2 (20 cases) the illness began while the patient 
was on duty in the field. Some of these were admitted 
to hospital early but most were not admitted until 
weakness at the-shoulder had developed. N 


is a ä ‘CLINICAL FEATURES 3 

In 42 of these 46 cases the onset of the illness wa 

characterised by sharp pain about the affected shoulder. 
It was felt in one, two or three fairly well-localised points 
and in some it radiated down the arm. The painful 
sites were usually to be found along the upper border of 
the trapezius, over the spinati and the belly of the 
deltoid. Pain was sometimes felt along thé inner 
border of the scapula, in the axilla or up the side of the 
neck. Many patients said it was severe and burning 
and nearly all of them needed analgesics. 
required in 4. The pain was commonly worse at night 
and- disturbed or prevented sleep. It was aggravated 
by lying on the affected side and persisted acutely for 


from 3 to 14 days; thereafter it rapidly subsided, but in 


a few cases a chronic ache with occasional exacerbation 
was complained of for 6 or 7 weeks. The pressure of 


braces or the weight of a gun or pack aggravated the 


discomfort. Carrying a weight on the affected side 
In 4 patients there was no history 
of acute pain and the disability was not noticed until, 
weakness had developed. I formed the impression that 


pain was more severe in those muscles which subse- 


quently showed atrophy, with the possible exception 


' 


absent. 
With one exception, the onset and course of the malady 


of the serratus magnus when pain was often,mild or 


.was afebrile. Headache, malaise, sweating, flushing, 
' drowsiness, | 
vomiting and diarrhoea were never observed; nor were 


faucial inflammation, loss of appetite, 


stiffness of the neck and spine, diffuse hyperesthesia 
or alteration of tendon reflexes. The painful sites were 


— a 
Paralysis of right serratus magnus. Atrophy of right deltoid and spinati. 


! (2 


7 


Morphia was 


i 4 8 
Atrophy ol the left deltoid and spinati, 


invariably tender but no vasomotor or trophic changes 
developed in the hand on the affected side. There were 
no cranial nerve palsies. In 9 cases in which the white 
cells were counted results were normal. The cerebro- 
spinal fluid was examined in 13 instances, in 7 during 
the acute phase ; in none was there any cellular reaction 
and in only one was the protein content raised (60 mg.). 
Weakness about the shoulder girdle usually followed in 
4 or 5 days but in a few it seemed to be present on the 
second day, while rarely it followed after a few weeks 
had elapsed. The most striking feature of the illness was 
the frequency with which it resulted in wasting of certain 
muscles about the shoulder girdle. In most cases this 
atrophy was considerable and led to much disability. 
I have never seen any certain restoration of. muscle 
tissue in such cases but in the mild examples there was 
slow improvement. The right side was affected in 30 
atients, the left side in 9 while in 7 the lesion was 
lateral. (but always asymmetrical). The muscles 
affected were : | 7 SE 


| Cases l .  Qases 
Serratus magnus.. .. 34 Trapezius... .. 11 
Spinati .. —V 24 Sternomastoid .. . 1 
Deltoid .. ais . (17 Nhomboids si TERI. 


In 19 instances the muscle or muscles supplied by one 


nerve only were affected; serratus magnus 13, spinati 2, 


deltoid 4. No definite weakness or atrophy was ever 
detected in the pectorals, latissimus. dorsi, biceps, 
triceps, brachialis, brachioradialis or the muscles of the 
forearm and hand. The legs were never involved. In 
the absence of involvement of the deltoid no cutaneous 
sensory alterations were detected. Of 17 patients in 
whom the deltoid was affected there was sensory: loss 


over the’ cutaneous zone supplied by the circumflex 


nerve in 10. It was absent in 3. and not recorded in 4. 
As would be expected effective movements of the shoulder 


girdle were greatly hampered. The wasted deltoid with . ` 


paralysis of abduction, the hollowed: supraspinous and 
infraspinous fosse of the scapula and the winging of the 
scapula, alone or in various combinations, produced a 
striking deformity of the shoulder girdle (figs. 1-6). 
Atrophy of the serratus digitations could be identified 
in 2 cases. The lower fibres of the trapezius were 
affected more often than the upper, and sometimes 
resulted in slight winging or inward displacement of the 
inferior angle of the scapula. In one patient wasting 


q n 
~ Wasting of right trapezius and Wasting and weakness of left 
. deltoid. trapezius and serratus magnus. 
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weakness and loss of faradic responses of the sterno- 
mastoid was assotiated with complete trapezius involve- 
ment on the same side. In no case, was there any 
convincing evidence of involvement of the rhomboids. 


PROGNOSIS AND TREATMENT 


I have not ‘been able to follow up these patients 
personally but have been impressed by the failure to 
improve in those cases developing obvious atrophy. 
Mild cases were returned to duty or down-graded while 
those with a pronounced disability were evacuated. 
The usual forms of treatment for neuritis in general did 
not seem to alter thé course of the illness. Analgesics, 
physiotherapy and relaxation of paralysed muscles were 
prescribed. Relaxation of the serratus. magnus is 
difficult to secure. Several patients showed no improve- 
ment after 7 or 8 months. Permanent paralysis of the 
serratus magnus is such a troublesome disability that 
the question of transplanting the sternocostal portion of 
pectoralis major from the humerus to the inferior angle 
of the scapula, as originally suggested by Sherren, might 
well have to be considered. 


NATURE OF THE ILLNESS 


If these patients are seen for the first time some months 
after the acute phase the malady might be mistaken for 
poliomyelitis : the end-result can be identical in both 

iseases. Consideration of a few features, bowever, 
should lead to the exclusion of poliomyelitis. 


1. There is a striking absence of general signs of infection 
(such as fever and leucocytosis), and of signs of meningeal 
irritation. 

2. Examinations of CSF, so far as they go, have yielded 
normal results; but further information is needed. 

3. Diffuse hypereesthesia, so characteristic of poliomyelitis 
in the acute phase, was not encountered, whereas definite 
cutaneous sensory loss of peripheral distribution was detected 
in 10 out of 17 cases where a mixed motor and sensory nerve 
was involved (for example, the circumflex). 

4. The distribution of the paralysis about the shoulder 
girdle took on a peripheral rather than a segmental character. 
In 19 patients only one nerve was impaired while the deltoid 


escaped in no less than 29—a very unusual finding in cervical | 


poliomyelitis. 

5. In 26 patients the illness developed while they were 
convalescing from.some complaint—again an unusual finding 
in poliomyelitis. 

6. It would be unlikely to expect so many cases of atypical 
localised cervical poliomyelitis in the absence of typical 
examples of the disease at about the same time in the same 
locality. I have seen 1 case of poliomyelitis during the past 
9 months. 

It is interesting to compare these observations with 
those made during the recent epidemic of poliomyelitis 
in Malta (Tunbridge 1943). 

In a series of 58 cases 43 ran a fever for from 2 to 8 days 
The CSF was normal in 2 instances only; it was examined 
in 57 patients and showed characteristic increase of protein 
and cells (up to 900 perc.mm.). In only 7 patients was the 
disability confined to one arm or shoulder while the deltoid 
escaped in only one patient out of a total of 36 in whom the 
cervical cord was involved. Paralysis failed to develop in 2 
patients. This low figure is interesting in view of the general 
awareness of medical officers on the island and the fact that 
a sharp lookout was kept for early cases. It contrasts 
remarkably with the experience of New Zealand medical 
officers in the ME who record that of 40 cases 19 did not 
develop paralysis. Fever was absent in 4 and headache in 
only 1 case. 
16, neck rigidity in 25, photophobia in 17, pain on movement 
of the eyes in 16 and vomiting in 23 (Caughey 1943). The 
CSF showed the usual picture of mixed pleocytosis. It is 
reasonable to conclude therefore that the condition under 
discussion is not poliomyelitis although no doubt the two 
diseases can be confused. 


The question next to consider is that of acute brachial 
radiculitis or neuritis. As ordinarily understood these 
terms imply am interstitial inflammation of the nerve 
trunks of the brachial plexus or of the emerging peri- 
pheral nerves. The clinical features are pain, tenderness, 
paresthesise and sometimes trophic changes. General 
weakness of the arm is the rule rather than paralysis of 
individual muscles while gross permanent atrophy and a 


Backache was present in 20, spinal rigidity in 
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peripheral type of sensory loss are rare sequels. Fibrilla- 
tion and alteration of tendon reflexes are common while 
there may be evidence of fibrositis elsewhere. Recovery 
is the rule. This is a sequence rather different from that 
outlined in this series. The freedom enjoyed by other 
muscles (pectorals, latissimus dorsi, rhomboids, biceps, 
triceps, brachialis and brachioradialis) -innervated from 
the same segmental level (cervical 5, 6 and 7) of the spinal 
cord suggests that ‘the lesion is not a diffuse affection of 
the brachial plexus or spinal nerve-roots. Isolated 
paralysis of the serratus magnus, spinati or deltoid 
muscles can only be explained on the basis of a peri- 
pheral mononeuritis and combinations of these would 
not be unexpected. 

It is therefore deduced that the lesion is essentially 
peripheral. It may begin as a myositis or as a uine 
peripheral neuritis. There is no doubt that. the nerves 
(suprascapular, circumfiex and long thoracic) them- 
selves are involved in the pathological process. Muscle 
biopsy in the acute phase might yield some information. 


ÆTIOLOGY ` = 

The uniformity of the clinical findings in this series 
is rather striking but this does not necessarily imply a 
common causation. Indeed these patients may repre- 
sent a mixed group. What is certain, however, is that 
such cases were not common in civilian practice before 
the war. Isolated paralysis of the serratus magnus or 
spinati was rarely encountered, whereas many medical 
officers in the Army must have come across cases of this 
sort during the last 4 years. It would be interesting to 
know whether the affection has increased in civilian 
practice and whether it has occurred among Naval 
and RAF personnel. In respect of the Army patients 
two considerations spring to mind. Firstly, the upper 
arm has been subjected to many injections of substances 
which can produce a local neuritis (TAB, TT, serum, 
sulphonamides, emetine, quinine, &c.). In this series, 


however, the occasional examples of obvious association 
have been excluded; but others may have been included .- 


in which this relationship is less apparent. The pre- 
ponderance of right-sided cases (30) and the selective 
nature of the muscle wasting suggests that injection 
neuritis ”?” is not an important factor. - 

Trauma also needs consideration. Cases with a 
history of direct trauma have been excluded from this 
series, but the problem of repeated minor traumata is 
difficult to solve. It is quite possible that the long 
thoracic and suprascapular nerves could be injured by 
carrying a weight (pack and rifle) across the shoulder. 
The constitutional type of shoulder girdle and the tone 
of the supporting muscles might then be secondary 
etiological factors. Many of these patients, however, 


` were employed in sedentary posts and it will be recalled 


that 26 of them developed the illness while convalescing 
in hospital from some other affection. Nevertheless, 
1 can recall one patient who developed pain in the right 
shoulder after carrying out pack drill on the first morning 
of his return to duty after an attack of lobar pneumonia. 
He rapidly developed an isolated serratus palsy. I 


have never seen a typical case in an officer, though I- 


understand they have been recorded. 
There have been several recent papers dealing 
relevant material. 


Burnard and Fox (1942) of the New Zealand Medical Corps 
have published an account of 9 cases occurring in the 2nd 
New Zealand Expeditionary Force in the Middle East. They 
are similar to those I have described. The lesion was on the 
right side in 6 and on the left in 3.- In 3 patients the onset was 
while they were in bed with some other complaint (bronchitis, 
influenza, and fractured leg). The trapezius was affected in 
all cases, the spinati in 5, the serratus magnus in 6, the deltoid 
in 4 (slight involvement only). The rhomboids were not 
affected but in one patient it was thought that the pectorals 
were slightly wasted. There was very doubtful wasting 
($ in.) of the biceps in 4 and interosseous wasting in 2 patients. 
The authors noted that recovery was poor and concluded that 
the lesion was a multiple neuritis in the region of the shoulder 
girdle. 8 8 i 

Richardson (1942) described 9 examples of serratus magnus 
palsy seen in soldiers at one military hospital in the United 
Kingdom during one year. In 6 the serratus magnus was the 
only muscle affected. ‘In one the lower fibres of the trapezius 
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were also involved. In another the trapezius, i inatus, 
and deltoid of the other side were wasted while in the 9th 
case the deltoid and spinati of the opposite side were affected. 
The lesion was unilateral in 7 and bilateral in 2 patients. The 
right side was affected in 8 and the left side in 3 patients. A 
history of trauma was obtained in I case, 1 followed an attack 
of lobar pneumonia and 1 arose oun glandular fever. An 
injection of antitetanic serum initiated another case. 

W. Mason (1941) has drawn attention to the increase 
in the number of patients suffering from brachial neuritis who 
sought treatment at the outpatient department of the National 
Hospital. He saw 42 oases between December, 1940, and 
August, 1941. In most the paresis was general and in chronic 
cases id was followed by wasting. In a few patients wasting 
was limited to the serratus magnus and triceps. Sensory 
changes of a wide distribution were a constant finding. 
Prognosis was good in all but severe cases. The author 
mentioned that in 3 months he had also seen 7 of isolated 
paralysis of the external popliteal nerve. Foot-drop and 
characteristic sensory change were recorded and in one patient 
there was a simultaneous bout of brachial neuritis. None of 
the patients had had serum injections. 


Macpherson and Clark (1948) have seen during one 
yoa 10 cases of isolated paralysis of the external popli- 
eal nerve in soldiers serving in Malta. The onset was 
sudden, painless, and not accompanied by signs of 
general infection. They noted excellent recovery in 
all but with a tendency to relapse in a few patients. 
Over the same period they encountered cases of para- 
lysis of the serratus magnus. One of these followed 
typhoid fever, one arose during an attack of infective 
hepatitis and the third appeared spontaneously. I have 
seen similar cases in the Middle East and the United 
Kingdom.. I have records of 7 examples of paralysis 
of the external popliteal nerve, 7 of the musculospiral 
nerve, 4 of the anterior crural nerve, 1 of the lateral 
cutaneous nerve of the thigh and 1 of the ulnar nerve. 
The painless nature of the malady and the invariable 
recovery suggests an ætiology which differs from that 
of the shoulder-girdle affection. There were no cutane- 
ous sores in these 20 patients. 


- CONCLUSION 


Experience indicates, therefore, that there has been an 
increase in the incidence of brachial neuritis in civilians 
in Great Britain and in the incidence of isolated paralysis 
of individual nerves in the upper and lower limbs of 
soldiers both at home and in the Middle East. 

A group of 46 cases has been defined in which an unusual 
degree of wasting of certain muscles about the shoulder 
girdle of fairly rapid onset has been the characteristic 
clinical feature. In some cases it seems that the dis- 
ability is permanent. t 
causes are unknown in most cases. It is probable 
that most of the shoulder-girdle cases belong to the same 
group but their relation to the isolated examples of 
neuritis of arm and leg is uncertain. 

Civiliar! practitioners whom I have consulted in the 
Middle East have not seen such cases before and Sir James 
Purves-Stewart has informed me that in his capacity as 
consultant neurologist there in 1914-18 he did not see 
such cases. 


I am grateful to Major-General Sir P. S. Tomlinson KBE, 
DSO, Director of Medical Services, MEF, for permission to 
publish this paper and to Brigadier D. McAlpine, FROP, for 
his advice and suggestions. 
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UNIVERSITY OF SHEFFIELD.—The following appointments 
have been made: Dr. A. I. G. McLaughlin, hon. lecturer in 
industrial medicine within the department of public health ; 
Dr. P. E. H. Howarth and Dr. R. E. Peasegood, temporary 
demonstrators in anatomy; Captain J. H. Hale, RAMC, 
assistant bacteriologist and demonstrator in bacteriology. 
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OBSERVATIONS | 
ON A TYPHUS EPIDEMIC 


O. F. McOConn, MD NUI, MRO P, DPH, DTM & EH 
ACTING COUNTY MBDIOAL OFFIOER OF HEALTH FOR GALWAY 


Ir history is correct most districts of Ireland must have 
been the seat of typhus fever at one time or another. 
With the passage of the century it has, except in a few 
isolated areas on the Western Seaboard, become almost 
unknown. Districts in these areas. where it has been 


seen during the past fifty years are subject to constant 


supervision. A few years pass, perhaps a decade, and 
gradually the physician’s conception of the disease 
changes from the aberrant forms with which previous 
epidemics started to the more classical book description. 
Thus one, two, or more atypical cases are missed and 
an affection dreaded by these same practitioners is 
under way again. 

In circumstances such as these typhus fever broke 
oub in the Spiddal area of West Galway during the 
period September-November, 1942. Several inhabited 
peninsulas, more or less isolated, along the south Conne- 
mara coast have experienced sporadic outbursts of the 
disease during the last decade, but Spiddal has been 
free since its last serious epidemic in 1903-05. At that 
time the fever was of a severe type with high mortality 
and its victims included the practitioner in the area. 
The last reported case in East County Galway was, as 
far as I can trace, in 1907 in the Loughrea townland. 
It seemed to me, therefore, that observations on the 


1936 outbreak in Carraroe, the 1941 outbreak in Carna, 


test to the’ following day. 


few signs or symptoms. 


and the recent Spiddal outbreak might be of interest. 
While the Spiddal outbreak was in progress a number of 
articles dealing with typhus appeared in the -medical 
journals and so I had the opportunity of applying to an 
actual epidemic the professorial conception of the 
disease. 

PLANNING CONTROL — 

The first 2 cases in the Spiddal outburst presented 
typical signs and symptoms of bronchppneumonia. 
They were treated as such and were eventually discharged, 
typhus being unsuspected. The third case presented 
all the symptoms of a pelvic abscess. She was for- 
tunately diagnosed on the table before operation. 
Immediate investigation of the district disclosed the 
prevalence of what the inhabitants considered in- 
fluenza.” The symptoms were lethargy, headache, and 
suffused eyes, the school-going child being especially 
affected. The school attendance register afforded the 
names of a considerable number of absentees who, when 
visited, either gave a history of illness or were actually 
ill. Those who were pyrexial presented a bluish-red 
to a slaty-blue rash in the epigastric region. Those 
who were convalescent gave a history of influenza 
with signs and symptoms such as those found in pyrexial 
cases; they looked ansmic, and were lethargic with a 
generalised mottling very like louse-bites. Others gave 
a similar history but presented no mottling. The Onset 
of the disease in all was abrupt. In the course of 
investigations I visited a house one evening. Not having 
any proteus suspension with me I deferred a blood-slide 
When I called next morning 
all were acutely ill though on the previous day they had 
all been well and attending to routine duties. It was 
necessary at this stage to consider the means of detecting 
all possible cases and especially ambulant ones with 
The slide-test was a help for 
the actual case, but what interpretation was to be given 
to the standard test which afforded agglutination to 4 
proteus suspension of 1/50 in the ambulant person ? ö 

To collect and remove to the fever hospital those who 
were ill was a straightforward proposition; to detect 
those who had the disease but concealed it, or those 
who were incubating it, was a much different one. 
We had to decide first what we would accept as a diag- 
nostic titre with the Weil-Felix test. Our plan of cam- 
paign was to do a Weil-Felix test on every contact, 
every child suspect in the area, and the occupants of all 
houses in which there was a history of illness within the 
previous two months or in which the state of cleanliness 
did not conform to average standards. A survey of the 
area revealed there were 535 such persons out of a 
population of 2222. An auxiliary fever hospital was 
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established in the area for cleansing, disinfesting and 
disinfecting, and for observation of doubtful cases; it 
was ed with young fever-trained nurses having 
experience of typhus. Such a field unit has long been 
prominent in the recommendations of the chief medical 
adviser of the Local Government Department and this 
doe rd established its value beyond the slightest 
oubt. 

1 and Wilson 1 apropos of the Weil-Felix test 

write: os 


A positive reaction at 1/25 during the first week of the 
disease may be considered as a presumptive positive, though 
it appears that about 7 to 9% of persons not suffering from 
typhus may react at this titre. As a rule the titre rises 
rapidly, so that a positive diagnosis 1/50 or higher can 
generally be made by the 8th day.” 


This we accepted as our standard but with the reservation 
to do a cross-section survey of the county later and 
check up on the reaction of patients who had typhus in 
previous years. The results of this survey I mention 

elow. Any -person, therefore, yielding a positive 
Weil-Felix 1/50 to a Bacillus proteus OX 19 suspension 
we brought in with his contacts to the auxiliary hospital. 
If, 2 days later, the titre of Weil-Felix rose above 1/50 
we transferred that case to the central fever hospital. 
Bloods that yielded a doubtful reaction we referred for 
further Weil-Felix tests to extern pathologists. All 
negative were allowed to go home, their houses, clothing, 
and goods having been thoroughly treated during their 
porog of detention. The district was, of course, isolated 

om the first suspicion of the disease, no person being 


allowed in or dut except those who were certified by us - 


ag being non-contacts, having an absolutely negative 
Weil-Felix reaction, and whose clothing was subjected 
to steam disinfection. Isolating an inland area has 
difficulties but a coastal area presents the further problem 
of boat-control. It is recorded that in the 1860s when 
à major epidemic of typhus occurred in this locality a 
number of people sailed across the bay to another 
county and temporarily settled there with disastrous 
consequences to their new neighbours. All precautions 
to prevent this, -however, were taken by us in this 
epidemic. — 
FINDINGS 

In all, specimens of blood from 535 persons were 
examined by us for the Weil-Felix test. Of these 
people, 14 were typically ill with typhus and gave 
reactions varying from 1/150 to 1/3000 using B. proteus 
OX 19 suspension. One person of this group who was 
typically ill gave, on the second day of his illness, a 
positive reaction to 1/50 only. Of persons with a 
history of illness in the preceding month 89 gave positive 
Weil-Felix reactions varying from 1/50 to 1/350 to the 
same suspension, and 30 gave a negative reaction. 
With a history of illness in the previous two months 110 
gave reactions as follows: 3 reacted to a titre of 1/12; 
9 toa titre of 1/25; 7 to 1/50; 14 to 1/100 ; and 77 were 
negative. The bloods of those with no history of 
illness gave the following reactions: 8 agglutinated 
to. a titre of 1/12; 3 to 1/25; 16 to 1/50, and 265 
negative. 


As regards the degree of verminous infestation of 


these 585 people: 289 showed verminous heads; 200 
showed body lice; and 46 were clean; 2 of those who 
were clean gave a Weil-Felix reaction, one to 1/25, and 
thé other to 1/50. It was observed that those who 
were most grossly affected with head and body lice 
(and this number did not exceed 15), yielded a negative 
Weil-Felix and had no history of illness. It seems 
surprising to me that these lice should have escaped 
infection, especially as the hosts were ambulant and 
freely mixed with the population. Out of a total 
population of 2222 about 22% had head and body lice 
which is not an excessive figure when one considers that 
in very many instances the housing conditions were 
very poor. As regards the lice collected in a test-tube 
from actual cases, no pinkish coloration was noticed, 
but when examined again two days later they appeared 
to beswollen. There was only one death in this epidemic, 
a boy aged 141. Two patients had had the discage 
before, in 1903. , ; 
1. Topley, W. W. C. and Wilson, G. S. Principles of Bacteriology and 
Immunity, London, 1936, vol. 11, p. 1209. : 
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In the Carraroe outburst of 1936 there were 5 cases, 
all adults. The first was diagnosed as ‘“‘ carditis.” 
This patient’s wife, who also contracted the disease, 
had given nursing care to an old couple who had died a 
month.before, and in view of the end-results there can 
be little doubt that they died of typhus; 2 others of 
the 5 who contracted the disease had attended the wake 
of the old couple; 1 of the 5 died. From the 4 cases 
who survived the infection I took samples of blood for 
Weil-Felix test in November, 1942. The results obtained 
were: 2 agglutinated B. proteus OX 19 in a titre o 
1/50, one in 1/125, and one in 1/25. : 

In the Carna outburst of 1941 there were 8 cases, all 
adults. The first patient observed was the district 
nurse who was suffering from typical typhus, and who 
had been attending a tailor’s household for illness 
resembling influenza. This household fell ill a fortnight 
after the death of the father, who had not summoned 
medical attention. It is presumed this man died of 
typhus but he is not included in the series of 8. There 
were no deaths among these. From 7 of them specimens 
of blood were taken and examined on Dec. 19, 1942; 
1 gave a positive Weil-Felix 1/125 ; 5 gave 1/50; 1 1/25. 

As stated above we decided to check on Weil-Felix 


results in non-typhus areas. The first area selected was 


in the western portion of the county in which families 
from poorer parts of Connemara were given land settle- 
ments. Families from the Lettermore area (which 
includes Carraroe) were selected for the blood test. A 
member of one of these families was contact to the 


epidemic there in 1936, and she yielded a positive 1/50 


though she had been removed from the area for two 
years ewithout further association with it in the mean- 
time. Vermin were found on her; the 14 others tested 
were negative and averagely clean. i 

The next area selected was in the eastern portion of 
the county and here 20 children of the poorer class, 
showing evidence of vermin, were chosen. for the test; 
9 of these were found negative; 7 yielded a positive 
1/12; and 4 yielded a partial-positive 1/20. There was 
no history of illness simulating influenza or typhus in 
the area. 

An area in the most eastern portion of the county was 
now selected and 9 children were specifically chosen, 3 
being exceptionally clean and well-nourished, and 6 
being under-nourished, none too clean, showing evidence 
of vermin, and their parents employed. Of the 
latter group 2 specimens of blood proved unsuitable for 
examination. Not 1 of the rest of the dirty group gave 
a positive reaction to B. proteus OX 19 although 3 
showed a titre of 1/25 to B. proteus XK. Of the clean 
children 1 gave a positiye reaction of 1/125, the other 2 
being negative. The boy showing the positive result 
had no history of illness. a 

In the north-eastern portion of the county a further 
district was selected and 9 children were chosen whose 
standard of cleanliness was the reverse of those dealt 
with in the last district—i.e., 6 were clean children, and 
3 dirty, undernourished, and of unemployed parents. 
The children of the dirty group were all negative; 2 of 
the clean group gave agglutination to a titre of 1/25 
B. proteus OX 19. S 

The figures quoted in the four areas above referred to 
must not be taken as a true index of the general standard 
of cleanliness, or uncleanliness, in the county at large, 
or in the particular areas, as the children were specially 
selected by us for the purpose of our test. ý 

I consider it noteworthy that there is an obvious 
difference in dress between the affected people of the 
typhus sections of Connemara seaboard and the rest of 
County Galway. The underclothing worn by the former 
is of heavy closely-woven material, difficult to wash 
thoroughly and seldom changed, the same garments 
being worn day and night for long periods; on the 
other hand, those of the other areas wear lighter materials 
and often change their clothes or, should they have no 
change, at least turn them inside out so tbat a cleaner 
appearance is presented. 


l SUMMARY : 

Typhus in County Galway invariably makes its appear- 
ance in an aberrant form, thereby becoming established 
notwithstanding constant vigilance for signs or symptoms 
suggestive of it. 
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In periods bétween epidemics it appears to be kept 
alive in the area by conditions simulating colds or 
influenza, and being mild, without any mortality, is 
undetected, as such cases do not seek medical advice. 

A Weil-Felix giving a positive reaction of 1/50 to a 
B. proteus OX 19 suspension, when associated with 
illness of even the severity of a cold or mild influenza, 
should be accepted as diagnostic and all precautions 
taken until a second test is done some days later. Should 
the titre then rise the evidence is conclusive. 

The Weil-Felix reaction does not completely disappear 
within 6 years of the occurrence of the disease. 

A second attack of typhus is possible, 2 such cases 
having occurred in the Spiddal area. 

In all, 53 persons were examined from non-typhus 
areas. Of these, 3 gave a positive Weil-Felix reaction 
—] at 1/125, 1 at 1/50, and 1 at 1/25. We considered 
the 1/25 reaction of no diagnostic import, the child 
being clean, well-nourished and having no history of 
illness. The person who gave the 1/50 was a known 
contact to the Carraroe epidemic in 1936. No reason 
can be advanced for the other case who was clean, 
well-nourished, and who had no history of illness, or 
contact with either a typhus patient or a typhus area. 


RICKETTSIAL AGGLUTINATION STUDIES 
IN TYPHUS FEVER . 


O. H. STUART-HARRIS, MD, MROP 
MAJOR RAMO 


G. K. C. RETTIE 
MB LOND 
CAPTAIN RAMO 


INVESTIGATIONS have been carried out upon the sera 
of certain patients convalescent from attacks of typhus 
fever contracted in the Spiddal area of Galway in 1942 
as reported by McConn (1943). These studies formed 
part of a more extensive survey of the antibody response 
to infection and immunisation by rickettsie of the X19 
group, but they yielded results which were considered 
sufficiently interesting to warrant separate publication. 

Convalescent sera, which were collected at intervals of 
2-5 months after the subsidence of fever, were examined 


J. O. OLIVER 
MB LOND, MROP 
MAJOR RAMO 


for agglutinins to the OX proteus organisms, and to 


murine and epidemic rickettsie. 


The proteus tests were carried out in the usual manner with 
alooholised suspensions incubated at 50° C. for 4 hours and 
at 37° C. overnight. 

Rickettsial suspensions were made by repeated centri- 

ation of lung emulsions of mice infected intranasally 
(Hudson 1940). The final washed deposit at 4000 r.p.m. 
was suspended in normal saline buffered to a pH of 7-3 with 
phosphate buffer; after incubation at 37° C. for 4 hours, to 
facilitate the flocculation of mouse protein, it was stored at 
2° C. The supernatant was diluted to the desired opacity 
for use without formolisation or other chemical treatment 
and was used after 4 or 5 days’ storage when the organisms 
were usually dead. Doubling dilutions of sera were made, 
an equal volume of suspension added, and incubation was 
carried out in Dreyer’s tubes at 40° C. for 18 hours in a water- 
bath. The results are shown in table 1 which gives the 
titre of a serum as the reciprocal of the highest dilution 
(final) with which agglutination was distinctly visible with a 
hand- lens. 

The murine strain was the Wilmington (US) strain, 
and two epidemic strains were employed — namely, the 
classical Breinl strain first isolated 15 years ago and a 
strain recovered from a case of louse-borne hus in 
Cairo in 1942 by Major C. E. van Rooyen, RAMC. 

Significantly elevated OX19 titres in excess of 50 were 
present in five of the nine cases and high OX2 titres in 
two of these and in one other. No case exhibited a high 
OXK titre. Rickettsial agglutinins were present in 
seven sera when examined with the Cairo strain, and 
two of these showed no reaction with Breinl or murine 
strains. Five of the sera reacted with all three rickettsial 
strains, and four of these showed a higher titre with the 
epidemic than the murine organism, the remaining 
serum having similar titres with all three strains. The 
intensity or completeness of agglutination in these five 
sera was also less with the murine than with the epidemic. 
strains, and in two instances traces only of agglutination’ 
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were obtained with the murine organism, whereas both 
epidemic strains gave two-plus (+) agglutination. 

These results amply confirmed the belief that some at 
least of the patients had been infected by rickettsiee 
of the X19 group, although the time of this infection 
could not be stated precisely in the absence of knowledge 
of the agglutinin titres during the early stages of the 
recent illnesses. 


SIGNIFICANCE OF THE SEROLOGICAL RESULTS 


Agglutination of rickettsiæ by human sera has in the 
past been studied chiefly in regions where typhus is 
endemic, and it is stated (Mosing 1988) that the test is a 
more trustworthy guide to infection than the Weil-Felix 

Tests made by us with rickettsial suspensions 
prepared as above indicate that sera from persons not 
exposed to rickettsial infection do not usually agglutinate 
rickettsie, although they often agglutinate proteus 
OX19 in dilutions of 1:20 to 1:40. Only 2 out of 45 
sera from normal individuals showed weak agglutination ` 
of murine (but not epidemic) rickettsie, in dilutions not 
exceeding 1: 40. 

For a short time after inoculation with typhus vaccine 
(Cox type, 1939) most individuals had demonstrable 
agglutinins to the homologous rickettsiw in titres of 40 
to 320, and the appearance of these agglutinins was 
often associated with an increase in the OX19 agglutinin, 
usually two-fold in degree. Laboratory infection in 
inoculated persons working with rickettsie (Van den 
Ende et al. 1943) was consistently accompanied by the 
development of potent rickettsial agglutinin, although 
the OX19 agglutinin did not increase to the same degree 
in some of them. Sera from cases of typhus in the 
Middle East and elsewhere showed both rickettsial and 
OX19 agglutinins, and in these cases the titres of proteus 
agglutinin were often very high (640 to 10,000). Experi- 


TABLE I--AGGLUTINATION OF PROTEUS AND RIOKETISIA BY 
SERA OF IRISH CONVALESCENTS 


Duration Rickettsis 
Case conrad: sais Epidemic B 
Gmonths) | oxi9 | ox2 | OXK Breinl | Céro 
T. 1 8 600 | 125 50 160 640 640 
T. 2 3 60 | 125 50 40 820 160 
K. 1 4 125 50 50 o (20) o (40) | 0 (40) 
K. 2 5 250 50 |' 25 80 820 160 
"O'D.1/ 2 250 25 25 80 80 80 
OD. 2 2% 250 | 125 25 80 320 80 
O'D.3| 22 25 25 25 | (20) — 0 (20) 
L. 1 2 O (25) | © (25) 0 (25) | 0 (20) o (40) | 40 
L. 2 2 50 50 50 | 0 (20) | 0 (40) | 80 


Figures in parentheses give lowest dilution of serum tested which failed to 
give agglutination. 


mental infection of guineapigs and rabbits with rickettsis 
produced sera which were consistent in possessing rickett- 
sial agglutinins but which had either no agglutinin or a 
weak titre of agglutinin to OX19. 

Table 11, which sets out the results with representative 


sera from animals and from humans, indicates that the 


antibody response, as demonstrated by the agglutination 
of unmodified rickettsia, is relatively specific for the 
particular species of rickettsia concerned. Completely 
specific sera have not been encountered in either rabbits 
or humans, whose sera usually show a difference in titre 
of from four to eight-fold in favour of the homologous 
species. Yet convalescent sera from guineapigs infected 
with epidemic rickettsis have frequently no demon- 
strable agglutinins to murine strains, although they 
always agglutinate epidemic rickettsia. The two species 
of rickettsia, R. prowazekii and R. mooseri, which have 
long been known to possess common antigens (Zinsser 
and Castaneda 1932), thus appear to have specific 
antigens as well. Proof of the independence of these 
antigens has been sought by means of cross-absorption 
tests on guineapig and rabbit sera, and these have shown 
an inability of the heterologous rickettsia in each case 
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to remove the agglutinin for the homologous species 
although it is capable of removing agglutinin for itself. 
The homologous rickettsia removes agglutinin for both 
Similar results are reported by Plotz (1943) 
complement-fixation reaction to 
demonstrate the specificity of rickettsial antigens. 
Thus far, insufficient sera from cases of human typhus, 
. 126, 


TABLE II—AGGLUTINATION OF RIOKETTSIA AND PROTEUS BY 
. SERA FROM VARIOUS SOURCES 


. Rickettsial 
Serum agglutination | proteus 
Nature of infection or A 
Source inoculation Murine 
eee (Rear eee 
Guinea- l 
pigs l : 
220 No infection 0 (20) 
146 Convalescent murine typhus 640 
71 Convalescent epidemic 
typhus (Tunis) 0 (20) 
Rabbits 
121 Inoculated living murine 
N yolk-sac. 1 dose 1280 
2 Ditto. 3 doses IP 820 
2 Inoculated living epidemic 
yolk-sac. 1 dose IP 80 
89/42 | Ditto. 3 doses IP 160 
101 | Inoculated formolised 
murine rickettsiæ. 3 
doses IV 640 
38/42 | Inoculated formolised epi- 
N demic rickettsiae. 3 doses 
IV 640 (tr) 
— SS E — — — 
Human ö 
8 Laboratory infection 
(murine) 14th day * 640 
R Ditto n 12th day * 80 
T Middle East murine typhus . 
21st day f 2560 
N Middle East epidemic typhus 
24th ef 1280 
P ' Inoculated formolised epi- 
demic rickettsia (Cox) 
3 doses SO 80 640 80 


* Cases in workers previously immunised with epidemic vaccine. 


1 Sera from Middle East sent by Major van Rooyen who isolated typhus 
strains, respectively orchitic and non-orchitic, from the blood. 


IP = intraperitoneal. IV = intravenous. 8C = subcutaneous. 


with sera from cases of laboratory infection and from 
inoculated persons, have yielded presumptive evidence 
that human cases of t hus can be classified by means 
or rickettsial agglutination into murine and epidemic 
es. | 
The Irish cases of typhus were, on this basis, classified 
as infections due to epidemic rather than to murine 
rickettsia. Final proof must await the recovery of the 
causative organism in Irish typhus and study of its 
behaviour and serological structure. | 


DISCUSSION 


Until recently the only laboratory 
for the differentiation L ep j 
and murine types was the classification by guineapig 
reaction of the strains of rickettsis recovered from the 
patients into non-orchitic and orchitic categories. 
Plotz (1948) showed by means of the complement- 
fixation reaction that rickettsial antigens could be used 
to demonstrate specific differences between the two 
species of riokettsig, and that the results with human 


method available 


of human typhus into epidemic 


sera indicated that Brill's disease was serologically ` 


than to murine typhus. 
tests described above on 
nfected animals, and of 


related. to epidemic rather 

The results of agglutination 
sera from experimentally i l f : 
absorption tests upon these sera, indicate that rickettsial 
agglutination is another possible method of demon- 
strating specific differences between R. prowazeki and 
R. mooseri. The application of these findings to human. 
cases of typhus suggests that rickettsial agglutination can 
be employed to differentiate epidemic and murine 


= 4 


typhus and thus to throw light on the epidemiology of 
the disease. j 2 

The data indicate that the cases of typhus in Galway 
were due to R. prowazekt, and this agrees with the 
observation of McOonn (1948) that the disease was 
louse-borne. As there had been no epidemic in this 
area since 1905, the incrimination of epidemic rickettsia 
as the causative organism of the recent outbreak raises 
the problem of the mode of survival of the organism in 
inter-epidemic periods. | | 

In the first place, it appears impossible to rule out the 
occurrence of sporadic cases of typhus in Ireland in the 
inter-epidemic period. Mosing (1938) described the 


atypical character of epidemic typhus in Poland before- 


the war and found that the Weil-Felix test often gave 
equivocal results in such cases. The essentially benign 
character of the Spiddal outbreak and the particular 
affection of children attending school certainly. suggest 
that the population had been partially immunised: by 
previous attacks of the disease. : ` 
Secondly, even in ‘the absence of actual cases of the 
disease, rickettsis can remain viable in several ways. 
Zinsser’s observations on Brill’s disease (1934) showed 
that latent infection must at times follow an attack of 
the epidemic form of typhus in man, while in murine 
typhus the rat forms a similar reservoir of infection. 
There is however no proof that a human reservoir could 
give rise to an epidemic of typhus, for Mosing (1938) 
was unable to infect lice by feeding them on human 
typhus convalescents. Dried infected louse fæces which, 
are known to remain infective for 
wright and Bacot 1923, Starzyk 1036, Feigin 1936) 
might initiate an infection which could spread by lice 
and thus they provide a further mode of survival of 
rickettsia between outbreaks or sporadic cases. 
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SUMMARY 


1. Rickettsial agglutination tests with’ sera from 
animals experimentally infected with typhus indicate 
specific differences between epidemic and murine 
rickettsia. 

2. Human cases of typhus have been classified by 
means of rickettsial agglutination tests, and the recent 
cases in Galway have been, found to belong to the 
epidemic serological type. 

3. The bearing of 
epidemiology of the disease is briefly discussed. 

The Irish sera were received by the courtesy of Dr. C. F. 
McConn, acting MOH for Galway. and Prof. R. A. Q. O'Meara 
of Trinity College, Dublin, to whom we wish to express our 


best thanks. Sera from the Middle East have been received 
by the kindness of 


Major C. E. van Rooyen, RAMC, and 
the courtesy of Colonel J. S. K. Boyd, OBE, DDP Middle 
East Forces. We wish to thank the Director of Pathology, 
Major-General L. T. Poole, DSO, MC, KHP, for providing 
5 for the experimental work and for his never- failing 
interest. 
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LEoTURES ON Postwar Raumr.—On Oct. 25 Dr. N. M. 
Goodman gave the first of these lectures which are being held 
at the Royal College of Nursing, la, Henrietta Place, London, 
W. I, on Mondays at 2.30 pm. Dr. Goodman spoke on health 
in Europe and other leoturers are to include Miss Evenson 
(matron-in-chief of the Norwegian nursing service), Miss 
Zaphiriou (Greece), Miss Paskuszova (Czechoslovakia), Nurse 
Godlowska (Poland), Mlle Janssens (Belgian Red Cross), Dr. 
Joles (Netherlands), and Prof. J. R. Marrack. Tickets for 
the lectures, which are open without fee to nurses of allied or 
enemy-occupied countries, may be obtained from the director 
of the education department at the college. 
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COSFOCLAVICULAR COMPRESSION OF 


‘THE SUBCLAVIAN ARTERY AND VEIN 
RELATION TO THE SCALENUS ANTICUS* SYNDROME 
MURRAY A. FALCONER GRAHAM WEDDELL 


MOH NZ, FROS MD LOND 
MAJOR RAMO CAPTAIN RAMO 


(From a Military Hospital for Head Injuries) 


NUMBER of views have been put forward as to the 
echanism of the vascular disturbances produced in the 


arm by a cervical rib or sometimes by a first thoracic rib.. 


The purpose of this paper is to describe 3 cases in which 


-there was evidence of intermittent compression of the 


subclavian artery and vein between the clavicle and 


first thoracic yib. In order to elaborate certain observa- 


tions. made in these cases, a fourth is described with 
neurological. disturbances only. Our observations in- 
dicate. that the most common view which considers that 
these vascular disturbances are connected with spasm of 
the scalenus anterior muscle is not applicable to all 


j 5 CASH 1 . 


A healthy well-built. man, aged 28, in the middle of J une, | 


1942, suddenly noticed pain and tinglings in the ring and 
_little fingers and outer border of the thumb of the left hand 
while performing his accustomed canteen duties. : That night 
the pain kept him awake, forcing him to walk up and down 
nursing his arm. Next day at times the whole hand felt 
numb below the wrist, at other times as the numbness was 
passing off he would have an intolerable aching pain in the 
hand which shortly disappeared when it became “alive” 
again. During the following few days the numbness, paræs- 
thesize and pain lessened, but his left hand seemed weaker and 
colder than before. Often his hand would turn blue with the 
cold, though it never went white. He was given massage and 
physiotherépy with only slight benefit, and as improvement 
was delayed he was transferred to a military hospital on 
Sept. 37, 1942. 

Examination showed slight wasting of the muscles of the 
left forequarter without specific wasting of any particular 


group. The left hand was colder and bluer than the right; 


this was confirmed by thermocouples which showed at room 
temperature a difference of 6° C. between, the skin tempera- 
tures of the fingers of the two hands, a difference which 
diminished to a constant of 2:5° C. after the patient’s trunk 
had been heated under a hot-air cradle for 2 hours. There 
was weakness of the forearm muscles, and a “‘ glove type of 
cutaneous sensory impairment to pinprick and cotton-wool 
over the forearm and hand. Electromyograms of the left 
arm muscles were normal (Weddell et al. 1943), and there was 
no significant difference in the sweating reactions of the two 
sides (chinizarin method; Guttmann 1940). On hyper- 
extension of the neck (Adson and Coffey’s manœuvre 1927) 
or on posterior abduction of the shoulders (Eden’s manœuvre 
1939) the pulsation of the brachial, radial and ulnar arteries 
disappeared in the left arm but not in the right. X rays of 
the neck showed no cérvical rib but an asymmetrical thoracic 
inlet; the left first rib was Jess oblique than the right and its 
anterior end together with the medial end of the left clavicle 
was higher than on the right side (fig. 1). The diagnosis 
made was scalenus anticus syndrome with involvement of 
the subclavian artery. n z 
On. Oct. 11, 1942, the lower part of the left posterior tri- 
angle of the neck was explored under local anæsthesia through 
an incision just above and parallel to the middle third of the 
clavicle. The external jugular vein was divided, the clavicular 
head of the sternomastoid muscle severed, and the posterior 
belly of the omohyoid muscle retracted: upwards. After the 
phrenic nerve had been identified and retracted medially, the 
scalenus anterior muscle, the third part of the subclavian 
artery and the trunks of the brachial plexus were clearly 
‘defined. The patient was then asked to hyperextend his 
neck, The nus anterior muscle, which was of normal 
size, contracted vigorously but the pulsations of the third 
part of the subclavian artery were only very slightly dimin- 
ished ;. the radial pulse, however, completely disappeared. . 


The scalenus. anterior muscle was stimulated faradically, but 


its contraction had no effect on the subclavian or radial pulse. 
The scalenus.anterior muscle was then divided just above the 
*In 

n 


U + 


extended it narrowed to 0-7 cm. 


the modern terminology this muscle is known as the scalenus 
P. „ ‘ . . „ ER 


first. rib, revealing. that there had been an appreciable interval | 


between the scalenus anterior and medius muscles, in which 
the subclavian artery and brachial plexus had lain without 


compression or undue angulation. It was now apparent that 
there was a slight fusiform dilatation of the subclavian artery,’ 


between the lateral border of the scalenus anterior muscle and 
the lateral edge of the first rib; the circumference of this 
part of the artery was 5 mm. greater than in the second part. 
The lower trunk of the brachial plexus crossed the rib behind 
it without tension. The patient again hyperextended his 
neck and again the radial pulse disappeared. This confirmed 
that the now divided scalenus anterior muscle had not been 
responsible for the arterial compression. During this 
manœuvre the space between the back of the clavicle and the 
outer edge of the first thoracic rib at the level of the sub- 
clavian artery narrowed down, nipping the forefinger inserted 
into it.. This space was therefore measured with a series of 


instruments employed as “feelers.” ; with the arm lying 


loosely by the side it measured 1-7. cm., whereas with the arm 
foreibly abducted in a posterior direction or with the neck 
These observations indicated 
that the subclavian artery was being nipped. between the 
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Fig. I—Case I, Tracing of radiogram showing asymmetry of thoracic inlet. 
Tze dotted lines enclose the resected part of the left first rib. N 


clavicle and the rib. A segment of rib 2:5 om. long (indicated 


in fig. I), with its periosteum, was removed from beneath the 


subclavian artery and brachial plexus, leaving a gutter into 
which these structures sank. Posterior abduction of the 
shoulder now no longer affected the radial pulse. While the 
rib was being resected an intravenous anesthetic was given; 
during this stage a small tear was made in the pleura resulting 


in a pneumothorax. Convalescence was straightforward 


except for temporary slight lower chest pain. 
Next,day both radial pulses felt equally strong and the left 
one no longer disappeared on active movements either of the 
neck or shoulder; the motor weakness and sensory loss had 
also. disappeared. The temperature of tho left hand rose 


steadily, so that 4 weeks later the skin temperature readings - 


were equal on the fingers of the two hands, both at room 
temperature and after heating. Oscillometry showed that 


the arterial: pulsations in. the left arm were still a little less 


vigorous than in the right arm, but were damped down only 
‘slightly on hyperextension of the neck or on bracing the. 
shoulders bac. , | 


Commenis.—In. this case contraction of the scalenus 
anterior musclé either voluntarily or on faradic stimula- 
tion was not responsible for the obliteration of the radial 
pulse. The left subclavian artery was compressed 
between the outer edge of the first rib and the back of the 
clavicle during hyperextension of the neck or by forcibly: 
bracing the shoulders back. This compression: was 
completely relieved by removal of a segment of rib from 
beneath the subelavian artery. The setiological factor 
leading to compression of the subclavian artery on the. 
left side but. not on the right was an asymmetry of the 
thoracic inlet. p 9 ane Sa p F 
CASE 2 ge ia 
A sédentary worker of slender build, aged 20, was admitted 


to a military hospital on Dec. 20; 1942. He had joined the’ 


Army 6 months before admission and soon found that after 
marching for more than 10 minutes. his right hand would 
become numb and weak and tinglings would appear in the‘ 
fingers. He experienced a similar sensation whenever he 
wore a heavy pack braced across his shoulders.. He had 
never had any similar symptoms: in civil life, nor had he had. 
symptoms in his left. hand. The only relevant fact in the 
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past history was that he had fractured his left clavicle 14 
months earlier. 

The contours of the two arms were equal, and there was 
no evidence of wasting, weakness or sensory change. At 
rest the arterial pulses: in each upper limb could be easily 
palpated, but every time he braced his shoulders backwards 
and downwards the pulsations of the brachial, radial and ulnar 
arteries on the right side instantly disappeared, whereas on the 
left side they were unaffected. During this manœuvre the 
third part of the right subclavian artery continued to pulsate 
vigorously. When the observer placed his index fingers 
above the middle third of the clavicle on each side, the inter- 
space between the clavicle and first rib could be felt to narrow 
and disappear on the right side, but not on the left. In this 
case, cont to what had happened in case 1, hyper- 
extension of the neck had no effect on the pulses. X rays of 
the neck showed a symmetrical thoracic inlet without cervical 


rib, but the left clavicle was bowed forwards as a result of the 


old fracture. No differences were noted in the sweating 


responses of the two limbs, and the skin temperatures of the. 


two hands were equal at room temperature and after heating. 

From these observations there was strong circumstantial 
evidence of compression of the subclavian artery between 
clavicle and first rib. Further investigations were undertaken 
to confirm and elaborate that this was the only point of 
compression. The blood-pressure readings taken simultane- 
ously with the arms loosely by the side were 118/75 mm. Hg 
on the right and 120/80 on the left. Oscillometric measure- 
ments of the arterial pulsations in the two arms confirmed 
that on backward and downward bracing of the shoulders the 
pulsations were arrested in the right arm, but were not 
affected in the left arm (table 1). When the.shoulders were 
kept braced backwards and downwards voluntarily for one 


minute the right upper limb became more cyanotic than the, 


left, its superficial veins were more distended, and the patient 
complained of numbness of the hand; after five minutes the 
arterial pulse returned in the right limb in spite of sustained 
effort by the patient. The venous distension demonstrated 
by this manœuvre was further studied by infrared photo- 
graphy (figs. 2 and 3). This revealed that during this test 
collateral venous channels were being utilised. On the right 
side the basilic vein and other. superficial veins of the arm 
drained via the superficial pectoral veins to the venous channels 
at the base of the neck, and not into the deep veins of the 
axilla as in. the normal subject. It was thus evident that 
there was a venous obstruction as well as the arterial one, and 
it was presumed that the subclavian vein was being com- 
pressed by the same mechanism as the artery—an approxima- 
tion of the clavicle to the first rib. The influence of the 


TABLE I—OSCILLOMETRY IN OASE 2 (PACHON OSCILLOMETER) 


Oscillometric index Oscillometric index 


Pressure Pressure 


With With 
in With in With 
mm. Hg | arms ower s mm. arms anew core 
at rest backwards at rest packwards 
Right arm Left arm 
100 5 0 100 44 33 
80 4 0 80 3 2 
60 11 0 60 1 1 
40 $ 0 40 1 $ 


scalenus anterior in these manœuvres was then investigated 
by paralysing the muscle with an infiltration of 10 c.cm. of 1% 
procaine as advocated by Gage (1939). After complete 
paralysis of this muscle was obvious to palpation and had been 
confirmed by electromyography, the various manœuvres 
were repeated and obliteration of the arterial pulses and 
venous engorgement were again found to occur on the right 
side. nt 
Operation was then considered, but was thought to be 
unwarranted. The symptoms appeared only when the 
atient was marching or carrying a heavy pack. Moreover, 
fo had finished his preliminary training and was returning for 
non-combatant duties to a unit where it was clear that he 
could perform his work satisfactorily without symptoms. 


Comments.—In this case there is strong evidence of a 


compression of both the right subclavian artery and vein 
between the clavicle and first thoracic rib during back- 


were probably spared owing to the forward bowing of 


comprising all fingers and the ulnar border of the left forearm. 


identify accurately the nearest opposing points on the two 
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ward and downward bracing of the shoulders. The 
right scalenus anterior muscle was proved to have no 
influence on the compression of the artery and vein 
during this manceuvre. The left subclavian vessels 


the clavicle resulting from ‘a previous fracture: 


CASE 3 5 


A member of the WAAF, aged 22, was admitted to a 
military hospital on Dec. 17, 1942, complaining of clumsiness 
of the left hand for a year. The hand always felt cold. For 
the previous 4 months she had noticed pins and needles 
extending down the inner border of the forearm to the tips 
of the medial two fingers whenever the arm hung by her side. 
These parsesthesis were relieved by elevation of the limb. 
Examination showed well-marked weakness and wasting 
of the intrinsic muscles of the left hand and ulnar side of the 
forearm, with gross wasting of the opponens and abductor 
pollicis muscles of the type described by Wilson (1912) as 
often associated with cervical rib. Electromyography 
showed numerous fibrillation action potentials in these two 
muscles and no motor unit activity ; in the remaining hand 
muscles there were no fibrillation action potentials but reduced 
motor unit activity, which suggested a nerve block without 
structural damage. There was slight impairment of sensi- 
‘bility to pinprick and cotton-wool over an ill-defined area 


There was spontaneous sweating on the palms of both hands, ` 
left more than right, and after heating a relative hypohidrosis 
over the whole left little finger. Both hands were cold but 
showed equal skin-temperature readings, at room temperature 
and after heating. X rays of the thoracic inlet showed 
bilateral rudimentary cervical ribs; the left measured 3 om. 
and the right 2-2 cm. ( Precision’ stereoscope of Caldwell 
and Molly). The thoracic inlet formed by the first thoracic 
ribs was asymmetrical; as in case | the left first rib appeared 
shorter and less oblique t the right, and its anterior end 
together with the medial end of the left clavicle was on a 
higher level. An attempt was made to measure radio- 
logically the interspaces between the clavicle and first rib 
in the region of the groove for the subclavian artery with the 
precision stereoscope., It proved technically impossible to 


bones to ensure an absolute measurement. An estimate of 
the space between the upper border of the clavicle and the 
outer edge of the first rib at rest was 1-4 cm. on the left and 
1-7 cm. on the right. After hyperextension of the teck it 
narrowed to 1 cm. on the left and 1-2 cm. on the right. These 
figures confirmed the asymmetry of the thoracic inlet and 
indicated that the space between rib and clavicle was narrow. 

On hyperextension of the neck, or on backward and down- 
ward bracing of the shoulders, the pulsations of the brachial 
and radial arteries of the left arm disappeared. On the right 
side the corresponding arterial pulsations as measured by 
oscillometry diminished. but did not disappear. There was 
evidence of intermittent venous obstruction on the left side 
similar to that in case 2 after both shoulders had been braced 
backwards for a minute, and this was confirmed by infrared 
photography. The clinical picture was thus one of neurological 
disturbances without persistent vascular changes. 

At operation on Jan. 19, 1943, the scalenus anterior muscle, |3 
subclavian artery and brachial plexus on the left side were “U 
explored under local anæsthesia by an approach similar to (a 
that employed in case 1. During backward and downward hy 
bracing of the shoulders and hyperextension of the neck the 0 


scalenus anterior muscle contracted, the pulsations of the 1 
third part of the subclavian artery diminished perceptibly, | 
and the radial pulse disappeared. The interspace between 9 


rib and clavicle at the level of the subclavian artery was jà 
estimated as in case 1: at rest it measured 1-8 em.; when la 
the shoulders were braced backwards and downwards it 
narrowed to 0-6 cm. Opposite the subclavian vein there was 
at rest an interval of 0-6 em.; on backwards and downwards ui 
bracing of the shoulders this narrowed to less than 0:4 om. {* 
Next the scalenus anterior muscle was stimulated with a |% 
powerful faradic current and its vigorous contraction was k 
accompanied by complete disappearance of the pulsations of 4 
the third part of the subclavian artery. It was also noticed 
that the lower trunk of the brachial plexus, with the second 
part of the subclavian artery interposed between it and the 
contracting scalenus anterior muscle, was being compressed 
against the tip of the cervical rib. An intravenous anesthetic 
was then given and the scalenus anterior divided above the 
first rib. The lower trunk of the brachial plexus was seen to 


1 


> 


be surrounded by a thickened fibrous sheath in the region of 
the tip of the cervical rib and neck of the first thoracic rib ; 
here it ‘rested on a dense layer of fascia passing downwards 
from the cervical rib. The anterior portion of the cervical 
rib was then excised, relieving the pressure on the lower trunk 
of the brachial plexus. Finally the lower trunk of the plexus 


was dissected out of its thickened adventitial sheath. After 
freeing it appeared normal. | E ce: 
The postoperative result was satisfactory. There was 


immediate subjective and objective improvement in the 
power and dexterity of the left hand and a diminution of the 
sensory changes. Three weeks later electromyography 
showed nofmal motor unit activity in most of the intrinsic 
hand muscles in addition to fibrillation and the reappearance 
of a few motor unit action potentials in the opponens and 
_ abductor pollicis muscles. After heating there was now 
“ hypohidrosis only. over the tip of the left little finger, while 
the sensory disturbance had disappeared. However, on 
backward and downward bracing of the shoulders the pulsg- 
tions of the brachial and radial arteries of the left arm still 
disappeared, and ‘venous congestion in the pectoral region 
again became apparent; but hyperextension of the neck no 
longer affected the arterial pulses. It had been observed at 
operation that there were two points at which the subclavian 
artery was being compressed—between the scalenus anterior 
and the apex of the cervical, rib, and between the clavicle and 
first thoracic rib. Since an adequate cause of the dominating 
` neurological. features had been found and dealt with by 
removal of the tip of the cervical rib, this lower interspace was 
nor disturbed, especially as there were no symptoms attribut- 
able to compression at this point. The fact that after opera- 
tion the arterial pulses still disappeared on backward bracing 
of the shoulders but not on hyperextension of the neck shows 
that. the scalenus anterior muscle, which had been divided, 
played no part in the first manœuvre though it did in the 
second. E 8 
, Comments.—The neurological features observed were 
due to ‘compression of the lower trunk of the brachial 
plexus against the tip of a small cervical rib. Contrac- 
tions of the scalenus anterior muscle played a part in 
maintdining this compression. The left subclavian 
artery was being compressed intermittently at two 
places—between the scalenus anterior and the tip of the 
cervical rib, and between the ‘clavicle and first thoracic 
rib. After division of the scalenus anterior muscle, 
compression of the left subclavian artery and vein 
between the clavicle and first thoracic rib persisted on 
backward and downward bracing of, the shoulders but 
‘not on hyperextension of the neck. On the right side 
there were no vascular . disturbances. 
indicated only a partial obstruction of the subclavian 
artery on backward and downward bracing ef the 
shoulders on this side. The asymmetry of the thoracic 
inlet would account for the greater. compression of the 
left subclavian artery. 3 a 
CASE 4 a 
Aman, aged 28, who showed only neurological abnormalities, 
was admitted to a military hospital on Dec. 15, 1942 with 
17 weeks history of paræsthesiæ and numbness of the ulnar 
11 fingers of the left hand, with weakness and wasting of all 
the intrinsic muscles including the thenar muscles. There 
was a zone of diminished cutaneous sensibility over segmental 
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Fig. 3—Case 2. Tracing of Infrared ° photograph with shoulders braced 
backwards and downwards, showing distension of superficial arm and pectoral 
veins on the right side. l l 
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areas CS and TI, greater to pinprick than to cotton-wool, 
sting a nerve root as opposed to a peripheral nerve 


lesion (Weddell 1941). Sweating: tests showed a slight delay 


in ae ae in response to heating along the ulnar border of 
the left’ forearm and hand. Electromyography showed 


fibrillation action ‘potentials and diminished motor unit 


activity in all the intrinsic hand muscles, indicating slight 


lower motor neurone denervation. All musclés responded 
normally to faradism. No diminution in the pulsations of 
the brachial or radial arteries was observed in the arms on 
either hyperextension of the neck or backward and downward 
bracing of the shoulders. X rays of the neck showed enlarged 


‘transverse processes on the 7th cervical vertebra but no 


cervical ribs; the thoracic inlet was symmetrical. The case 
therefore appeared to be one of scalenus anticus syndrome.” 
with neurological changes from mvolvement of the lower. 
trunk of the brachial plexus: | E 

At operation on Jan. 12, 1943, through an exposure similar 
to that employed in cases 1 and 3, the only abnormal finding 


_ was a taut tendinous band about 6 mm. wide by 1 mm. thick, 


probably representing the scalenus minimus of Albinus 
(Jones 1911), which passed downwards from the transverse 
process of the 7th cervical vertebra to be inserted into the 
inner border of the first rib between the subclavian artery 
and the first thoracic nerve root. It compressed the lower 
trunk of the plexus against the neck of the first rib. It was 
divided and a groove was noted in the nerve trunk at the 
point of compression. On passive hyperextension of the 
neck the scalenus anterior muscle, which was left intact, 
did not compress either the subclavian artery or the lower . 
cord of the brachial plexus. The interval between. the 
clavicle and the first rib at the level of the subclavian artery 


was not less than 1:8 cm. after the shoulders had been pushed 


firmly backwards and downwards. 

After the operation the, muscle weakness and sensory 
changes immediately disappeared as far as could be deter- 
mined clinically. In addition, the muscle wasting rapidly 
disappeared and within a month was no longer perceptible. 
Electromyography now showed vigorous motor unit activity; 
but. the fibrillation. action potentials were still present and the 


slight disturbance of sweat secretion noted before operation 


had not yet disappeared. | . 

Comments. The neurological signs observed in this 
case were. due to compression of the lower trunk of the 
brachial plexus against the first rib by a tendinous band, 
division of which was followed by clinical cure. They 
were not due to any action of the scalenus anterior 
muscle, which was not divided at operation. There 
were no signs suggésting compression of the subclavian 
artery and vein, and at operation there was not sufficient 
approximation of the clavicle to the. first rib on manipu- 
lation of. the shoulder to cause compression of the 
subclavian vessels. ie | a 

TESTS IN NORMAL ‘SUBJECTS | i 
The four cases demonstrate the value of testing the 


effects of postural manœuvres of the shoulder girdle on 


the arterial pulsations of the limb as a diagnostic measure 
when costoclavicular compression of the subclavian 
vessels is suspected. To assess the frequency with which 
the subclavian artery can be compressed in normal 
subjects we performed these postural manceuvres -in 
50 men and 50 women aged “19-47 years, chosen at 


a 
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random. from the staff and convalescent patients of a 
military hospital. Table m summarises the main 
findings. The radial pulse was affected on one or both 
sides by these manœuvres in 25 of the men and 30 of 
the women, being obliterated in 18 and 19 respectively. 
The condition was bilateral in 62 subjects. The pulses 
were more often affected by backward and downward 
bracing of the shoulders (54 subjects) than by hyper- 
extension of the neck (20 
instance. (a woman) were the pulses affected by the latter 
manœuvre when the former had been without effect. 
Few of the subjects complained of symptoms, but 
several women volunteered that they. were liable to 
chilblains on their hands or fingers in cold weather, and 
so each subject was specifically asked about this. Of 
45 persons whose s were not affected, only one 
complained of chilblains on the hands; 14 women and 
one man who suffered from chilblains on both hands had 
some bilateral alteration of the pulses. Moreover, of 11 


TABLE Ift—EFFECT OF FORCED. POSTURES ON THE RADIAL 
PULSES OF NORMAL PERSONS 


On Back- : 
ward and On Hyper On either zapiec to 
bracing of | of neck mancœuvre | on bands 
; shoulders - 
50 men | 
No effect on pulses 25 41 25 | 
One or both radial 7 1 7 0 
pulses diminished 
only f i 
One or both radial | 18 8 18 1 
pulses obliterated | 
ee Ee 
50 women 
No effect on pulses 21 39 | 20 | 0 
One or both radial 11 7 11 | 2 
pulses diminished 
0 ae ee 
One on both radial 18 4 19 12 
pulses obliterated 


` women in whom the pulse was involved on one side, 3 


who complained of chilblains had them on the affected 
side only. These observations suggest that costo- 
clavicular compression may one of the predisposing 
causes of chilblains in the hands, but it obviously cannot 
be the basic cause because it does not explain chilblains 
in other parts of the body. Other symptoms, short of 
obliterative arterial disease, which may be shown in 
mild cases are transient numbness and tinglings in the 
hands and fingers while the arm is actually in the position 
which compresses the artery. This may be occasioned 
by carrying heavy weights, or in the Services by marching 
with full pack. 
DISCUSSION 


Eden (1939) has surveyed the chief theories concerning 
the origin of vascular complications of cervical ribs and 
first thoracic rib abnormalities. He described three 
cases (including one reported by Lewis and Pickering in 
1934) with obliterative arterial disease affecting the 
distal arteries of the limb, in which it was shown at 
operation that the subclavian artery was being com- 
pressed between the clavicle and first rib when the arm 
was abducted. In addition he tabulated’ 45 published 
cases of cervical rib or first thoracic rib abnormalities 
with vascular complications ; from an analysis of these 


he suggested that the vascular disturbances resulted 


from direct injury to the subclavian artery. Eden then 
‘elaborated the hypothesis, first advanced by Lewis and 
Pickering (1984) that at the point of trauma an intimal 
thrombus may form in the damaged artery, and that the 
phenomena of obliterative arterial disease, such as 
% Raynaud attacks in the fingers, obliteration of one of 
the distal or main arteries of the Hmb, and ultimate 
gangrene, are the result of emboli dislodged into the 
blood-stream from this mural thrombus. Eden advo- 
cated that enough of the offending rib should be removed 
to allow the artery to pass freely beneath the clavicle 
without compression, and pointed out that division of 
the scalenus anterior muscle alone is often insufficient to 
prevent further trauma. | 
The vascular cHanges in our 3 cases were less severe 
than in those reported by Eden; only in case 1 was 


subjects), and in only one' 
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there evidence of obliterative vascular changes. In this 
case the skin temperature of the left hand was con- 
siderably lower than on the right side, and the difference 
persisted after heating, indicating that vasospasm was 
not responsible. In cases 2 and 3 there was no evidence 
of obliterative vascular changes resulting from inter- 
mittent compression. In case 3 the vascular changes 


were overshadowed by the neurological features, but in 


case 2 there were periods of numbness and paræstbesig 
in the hand which were directly referable to the inter- 
mittent compression of the main artery. If this com- 
pression had been allowed to persist unchecked, signs of 
obliterative arterial disease increasing in severity would 
probably have eventually appeared in this case. The 
importance of early recognition of this condition therefore 
becomes apparent. 
Approximation of the clavicle to the first rib can 
compress not only the subclavian artery but also the 


_ subclavian vein. This was clearly shown in cases 2 and 3 


when backward bracing of the shoulders for one minute 
led to distension of the superficial veins. of the imb with 
the opening up of collateral venous channels across the 
pectoral region to the deep veins of the neck. This 
phenomenon was not looked for im case 1. It has been 
previously recorded by Adson and Coffey (1927) in a case 
of cervical rib showing vascular c es and was con- 
sidered by them to be due to sympathetic dysfunction. 
More than one postural manœuvre involving the 
shoulder girdle may result in compression of the sub- 
clavian vessels. The movement which does this most 
constantly ts backward and downward bracing of the 
shoulders, but hyperextension of the neck, as described 
by Adson and Coffey (1927) will also do it in a proportion 
of cases. Backward and downward bracing of the 
shoulders is the motion which most directly approximates 
the clavicle to the first rib (fig. 4). Hyperextension of 
the neck probably also narrows the angle between the 
first rib and the clavicle. 
muscle may play a part as an elevator of the anterior end 
of the first rib. In 62% of the normal persons examined 
by us costoclavicular compression of the subclavian 
vessels was à bilateral phenomenon. However, in cases 
of cervical ribs or first thoracic rib abnormalities with 
vascular symptoms which have been described, symptoms 
and signs seem to be more pronounced on one side. 
This may be due (as was clearly shown in cases 1 and 3) 
to asymmetry of the thoracic inlet leading to a narrower 
interspace between clavicle and first rib on one side than 
on the other. It is interesting to note that in case 2 a 
previous fracture had altered the contours of the left 
clavicle, increasing 
the interspace on 
that side. 
Symptoms of 
obliterative arterial 
disease due to cervi- 
cal rib or first thora- 
cicribabnormalities 
are rare. Eden in 
1939 collected only 
48 published cases. 
But our experience 
in the Services 
suggests that mild 
vascular symptoms 


referable to these rib 
abnormalities are Jo em 
more frequent than 
ww, an 5 

WO ave seen 

Fig 4.— . 

cases with mild vas- 4 cufar t camprästlon of subclavian artery an 
9 ey in backward and downward bracing of. shoulders. 
o mon . WO 


factors probably account for this. Most persons in 
the Services are subject to greater physical stress involv- 
ing their shoulders than in civil life, and they also report 
to their medical officers when symptoms first 4 
eae before the stage of obliterative arterial disease 
case 2). ` ‘ 
Among the older hypotheses concerning the mechanism 
of the vascular changes in the arm which were discussed 
by Eden were those of Murphy (1905), Todd (1913), 


i urp 
Leriche (1935), Telford and Stopford (1931), and Blair, 


Davies and McKissock (1935). Murphy held that the 
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subclavian artery was compressed between the scalenus 
anterior muscle and the rib, while the others believed 
that nervous factors were responsible for the vascular 
changes through sympathetic nerve dysfunction. Hden 
brought forward evidence against the concepts of sym- 
pathetic irritation, but did not refer to the many recent 
elaborations of Murphy’s view that the artery might be 
compressed between the scalenus anterior muscle and 
the rib, or that the scalenus anterior itself plays a major 
part in the production of symptoms. Advocates of the 
“ scalenus anticus syndrome associated with either 
cervical rib or first thoracic rib abnormalities (Adson and 
Coffey 1927, Ochsner, Gage and DeBakey 1935, Naffziger 
and Grant 1038; and many others) recognise two main 
groups of cases—those in which vascular disturbances are 
minent and a larger group in which neurological 
eatures predominate. For both groups division of the 
_ scalenus anterior muscle is recommended. Undoubtedly 
in some cases division of this muscle is followed by 
improvement or recovery, but this is not true of all 
cases which come under this diagnosis. Thus in our 
- first 3 cases the vascular phenomena persisted even 
after the scalenus anterior had been divided, or. para- 
lysed by local anesthesia. A striking instance was 
den’s third case, in which two operations had to be 
earried out. At the first operation the scalenus anterior 
was divided without benefit; at the second a portion 
of the first rib was removed with consequent improve- 
ment in symptoms. Case 4 shows that the scalenus 
anterior is not always responsible for the neurological 


abnormalities, but that other factors such as compression ` 


of nerve tranks by bands are the cause. 

In addition to the observation that division of the 
scalenus anterior sometimes fails to relieve symptoms, 
there are two other features found in many cases with 
vascular symptoms which cannot be satisfactorily 
explained on the basis of a “‘ scalenus anticus syndrome. 
At operation the subclavian artery is usually found to be 

ing vigorously where it dies on the rib lateral to the 
scalenus anterior. Most authorities have attempted to 
explain this by modifications of Todd’s theory, that 
sympathetic irritation results from pressure of the rib 
on the lower trunk of the brachial plexus and gives rise 
to peripheral vasospasm. Objections to these hypotheses 
have ‘been put forward by Eden (1939). The third 
- feature, which hitherto has been difficult to explain, is 
that many cases of aneurysm or aneurysmal dilatation 
of the third part of the subclavian artery have now been 
described in relation to cervical ribs. Such authorities 
as Halsted (1016) and Matas (1935) have laboured hard 
to explain their occurrence distal to the presumed point 
of obstruction of the artery behind the scalenus anterior. 
All these hypotheses, however, lose their importance if 
it is accepted that the point of obstruction is between the 
clavicle and first thoracic rib distal to the third part of 
the subclavian artery. 

Without the postural manœuvres described, the 
intermittent arterial, obstruction in. our cases would 
have passed unnoticed. It is therefore recommended 
that they be employed in all cases of obscure vascular 
disturbanoe in the upper limbs. It must be remembered 
that these movements obliterate the pulses in @ con- 
siderable proportion of normal people (see table 1). 
A positive result should therefore only be considered 
significant when other causes of vascular disturbance 
have been excluded. The presence or absence of 
scalenus anterior spasm can be confirmed by repeating 
the tests after paralysing the muscle with a local 
angesthetic. Valuable additional tests are afforded by 
oscillometry and skin tem ture determinations. 

The treatment of costoclavicular compression of the 
subclavian vessels depends on the severity of the vascular 
‘disorders. In cases of scalenus anticus syndrome 
where the symptoms are mild (as in our case 2), Naffziger 
and Grant (1938) recommended exercises designed to 
8 ben the shoulder girdle and so lessen the gravita- 
tional drag of the upper limb on the trunk. The 
reported that improvement in posture is often follo 
by benefit and even complete relief. It is difficult to 
conceive how these exercises can relieve a scalenus 
anterior compression, but since they may relieve a costo- 
cla vicular compression it is more probable that it was 
the latter mechanism which operated in their successful 
cases. Following Nafiziger and Grant’s results we 
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recommend remedial exercises in cases with mild vascular 
symptoms; in cases with neurological disturbances 
early exploration is essential if complete recovery is to be 
obtained (see case 4). Surgical treatment is indicated 
whenever features of obliterative arterial disease are 
present. The operation should primarily be exploratory, 
for the site of the compression of the subclavian artery 
must first be ascertained. This part of the operation is 
preferably done under local anzsthesia. If the artery 
pulsates vigorously lateral to the scalenus anterior 
muscle, especially while the muscle is contracting during 
faradic stimulation, it should be observed whether the. 


‘tip of the forefinger is nipped in the interspace between 


rib and clavicle when the shoulder is braced backwards 
or downwards. Ifa compression is demonstrated at this 
t of the operative procedure 
uld be the removal of a segment of the rib from be- 
neath the artery. During this stage of the operation 
esia can be given. It 
is preferable to remove the periosteum so as to prevent 
regeneration of the rib, but technically this may be 
difficult and incurs the risk: of penumothorax. Division 
of the scalenus anterior alone may be insufficient to 
relieve the compression, as was shown in our first and 
third cases and in Eden’s third case. . 
SUMMARY 

Three cases of vascular disturbance in the upper limb 
due to compression of the subclavian artery and vein 
between clavicle and first thoracic rib are described. 
In one of these in which cervical ribs were demonstrated 
the subclavian artery was being compressed at two 
places—between the scalenus anterior muscle and the 
apex of the cervical rib; and between the clavicle and 
first rib. In a fourth case, which showed neurological 
disturbances only, the subclavian vessels were not com- 
pressed, and relief was obtained by section of a fibrous 
band compressing C8 and T1 nerve-roots without division 
of the scalenus anterior. 

Oostocla vicular compression of the subclavian vessels 
can be recognised by observing the effect of postural 
manoeuvres of the shoulder girdle on the arterial pulses 
of the limb. Backward and downward bracing of the 
shoulders is the movement which obliterates the pulses 
most readily. 

The subclavian vessels can be compressed by these 
forced manoeuvres in many normal subjects. Symptoms 
arise only when this compression is easily provoked, and 
if the compression is not relieved at an early stage 
features of obliterative arterial disease may supervene. 
Symptoms range from cold blue hands with a tendency 
to chilblaims in the mildest group of cases to ‘“‘ Raynaud 
attacks,” arterial thromboses and even gangrene in the 
more severe cases. 

In the past these cases have been confused with those 
of the “scalenus anticus syndrome.” They may be 
differentiated by paralysing the scalenus anterior muscle 
with a local anesthetic. 

In milder cases benefit may be obtained by remedial 
exercises designed to increase the postural tone in the 
muscles of the shoulder girdle. In, more severe cases 
operation is required and is best begun under local 
anresthesia. The site of compression of the subclavian 
artery between clavicle and first rib is demonstrated by 
getting the patient to brace his shoulders backwards and 
downwards. In positive cases the tip of the forefinger is 
nipped between the clavicle and the rib and the radial 
pulse disappears. When a compression at this level is 
present, the essential part of the operation is removal of 
a segment of the offending rib from beneath the artery, 
for division of the scalenus anterior muscle alone may be 
ineffective. l 

We are indebted to Lient.-Colonel G. O. Chambers, RAMC, 
our commanding officer, for permission to publish this paper ; 
to Brigadier Hugh Cairns and Air-Commodore C. P. Symonds 
for advice and criticism EPEY the course of the investigations ; 
to Major C. A. Calvert, RAMC, for referring case 3 to us for 
operation ; and to Miss Jill Platts for the illustrations. 
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CHRONIC FLEXNER DYSENTERY TREATED 
WITH SUCCINYLSULPHATHIAZOLE 
W. ALEX CALDWELL S. W. HARDWICK 


MROP, DPM MD LOND, MRCP, DPM 
MEDICAL SUPERINTENDENT DEPUTY MED. SUPT. . 
WEST PARK HOSPITAL, EPSOM 
SEVERAL reports from this country and America have 
established sulphaguanidine as a potent remedy in the 
bacillary dysenteries. Its value in surgical diseases of 
the gastro-intestinal tract is limited owing to the drug 


being too readily absorbed . .. giving rise to frequent 


and severe reactions, and being “ineffectual in the 
presence of ulcerating lesions of the bowel.” Poth and 
others! investigated a number of sulphonamide com- 
pounds with the object of finding one which overcame 

these limitations. Succinylsulphathiazole (‘Sulpha- 
` guxidine’) was eventually chosen because its absorption 
was slight (about 5% excreted by the kidneys), severe 
toxic reactions were not encountered, and it drastically 
reduced the number of coliform bacilli in the stools 
(in some instances to zero).2 The few papers available 
indicate that the new compound is as efficient as sulpha- 
guanidine in the treatment of Shiga, Flexner and Sonne 
dysenteries. if not more so. Its mode of action is as 
yet unexplained, although it may depend on the libera- 
tion of free sulphathiazole, inhibited from absorption 
by the succinyl radical. Poth’s suggestion that it leads 
to “ a high local concentration of . nascent sulpha- 
thiazole in intimate contact with the organism is 
purely speculative. 

In the case described below, the dosage of the drug 
was approximately that recommended’ ‘—namely, 
0-25 g. per kg. body-weight a day. 

A female chronic schizophrenic, aged 36, who enjoyed 
indifferent health, developed pyrexia with frequent relaxed 

slimy stools on Nov. 10, 1941. No blood was passed. The 
acute symptoms lasted for a few days and gradually subsided. 
On Dec. 12 a report on the stools was positive for Flexner’s 
dysentery. There was a recurrence of diarrhœa without 
pyrexia in February and March, 1942, and on repeated 
examination of the stools some of them still showed Flexner’s 
bacilli. A course of sulphaguanidine was began on March 25, 
1942, the initial dosage being 9 g. a day. Because of occasional 
diarrhoea persisting during the therapy, the drug was con- 
tinued for a month, 126 g. being administered in all. For 
the next 3 months the diarrhea was considerably cheoked, 
but the patient continued to excrete the bacillus off and on. 
A second course of sulphaguanidine was begun on July 5, 
1942, 60 g. being administered in 7 days. Intermittent 
diarrhoea persisted and the organism continued to be excreted. 
Further 7-day courses of sulphaguanidine were administered, 
beginning on Aug. 15, 1942 (46 g.) and on March 6, 1943 
(50 g.), but they were ineffective. On April 27 a 7-day course 
of succinylsulphathiazole was begun, 9 g. heing given each 
day, divided into three equal doses. The. patient’s diarrhea 
then. ceased, her general condition notably improved and the 
stools have been. consistently negative for Flexner since. 

This was a striking result. ` Here was a chronic dysen- 
teriċ, who had diarrhcea and positive stools on and off 
for nearly 18 months before sulphasuxidine therapy 


1. Poth, E. J., Knotts, F. L., Lee, J. T. and Inui, F. Arch. Surg. 
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2. Poth, E. J. and Knotts, F. L. Ibid, p. 208. Poth, E. J. J. Amer. 
med Ase. 1942, 120, 285. Streicher, M. H. Med. Clin. V. Amer. 


3. Poth, E. 3., Chenoweth, B. M. and Knotts, F. L. J. Lab. clin. 
med. 1942, 28, 162. Firor, W. M. Ann. Surg. 1942, 115, 829. 
4. Orohn, B. B. Gastroenterology 1943, 1, 140. 
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was instituted. Sulphaguanidine had been tried on 


four separate occasions without success. Yet after a 


single course of succinylsulphathiazole her symptoms 


cleared and the stools became negative for the dysentery 
bacillus. As far as we are aware, no similar case has 
yet been reported, although Kirby and Rantz® report 
success in the treatment of 5 dysentery carriers; unfor- 
tunately they give no details of these in’their paper. 

—. . — . 
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A Pocket Surgery 
Parre H. MITOHINER, MD, MS LON D., FROS, major-general 
(TA) DDMS Command; surgeon to St. Thomas’s Hospital ; 
A. HEDLEY WHYTE, MS DURH., FROS, surgeon to Royal 
Victoria Infirmary, Newcastle-on-Tyne; brigadier (TA) 
1 surgeon, Northern Command. (Churchill. Pp. 272. 
10s. 6d. n ` 
_ WRITING for Service medical officers, the authors have 
compressed many useful facts into this small manual of 
surgery. Thoughtful selection and terse phrasing have 
enabled them to cover a wide field, important and 
everyday conditions (such as acute abdominal disease 
and swellings of the scrotum) being fully and clearly 
dealt with, while less common problems are outlined in a 
few apt words. Naturally such brevity occasionally 
misinforms: they cannot surely believe that nuclear 
prolapse is so often the cause of sciatica as their text 
seems to indicate, nor that spontaneous rupture of a 
pelvic abscess is preferable to its treatment by timely 
incision, either through the abdomen or via the rectum. 
Nor do they explain why they think early diagnosis of 
pregnancy is unnecess and that the Aschheim - 
Zondek test need never be done under existing con- 
ditions ; service officers find the former necessary and 
difficult, and the latter remarkably useful. They rightly 
advise against medical students using this volume as a 


“cram book,” but service medical officers would do well 


to carry it about with them. It will be specially welcome 
to those who find the surgeon’s knife in their hands either 
for the first time or after long abstinence. 


Social Service in the Clinic for Venereal: Diseases 
(2nd ed.) DorotHY MANCHÉE. 


up to date by a detailed description of Regulation 88B 
and reference to the Adoption of, Children (Regulation) 
Act which came into force as recently as last June. 
Other information in the appendix includes the location 
and hours of treatment centres, and the addresses of 
agencies and organisations to which application may 
be made for the various forms of assistance which the 
venereal patient may require to facilitate continued 
attendance at the clinic. 


and may assist the young almoner to decide to specialise 
in the varied duties which may fall to her lot if appointed 
almoner to a VD clinic. That these duties differ con- 
siderably from those of the almoner of a general hospital 
is made clear, and the human interest of her work is 
emphasised as well as the patience, perseverance and 
tact it calls for. It is to be hoped that this little book 
may encourage the appointment of almoners in all the 
larger VD centres, and help to bring forward for training 
sufficient women suited to the task. TE 


Medical Practice T l 
British Encyclopædia of Surveys and Abstracts 1942-43 ; 
Cumulative Supplement. Editor: Sir Homeury ROoLLES- 
TON, Bt., MD OAMB., FROP. (Butterworth. Pp. 342, 382. 368.) 
THE new volume of the encyclopædia and its cumula- 
tive supplement reflect their usual credit on editor and 
publishers. The critical surveys by seventeen distin- 
guished contributors summarise the year’s advances in a 
wide medical and surgical field} and the abstracts of 
current published work are able and informative. The 
supplement, which replaces its predecessors, brings up to 
date the accounts of disease set out in earlier volumes. 
Together they are one answer to the busy practitioner’s 
query How am I to keep my knowledge of medicine 
up to date? 


5. Kirby, W. M. M., Rantz, L. A. J. Amer. med. Ass. 1942, 119, 615. 


„ 


(Baillisre. Pp. 117. 55.) 
THE second edition of Miss Manchée’s book follows . 
the lines adopted in the original edition, but is brought 


The book will prove useful 
to those who are interested in social service in general, 
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OUTPATIENTS FIRST 

THE last twenty years have seen a steadily increas- 
ing demand by the public for those elaborate methods 
of investigation and treatment that cannot be econo- 
mically supplied outside large hospitals. In con- 
sequence hospital authorities in many districts have 
been faced with lengthening lists of patients awaiting 
admission. To meet this situation many voluntary 
hospitals have built new wards, or enlarged old ones, 
and many municipal authorities have increased and 
improved the accommodation previously provided 
in the buildings of the old workhouse infirmaries. 
These measures were expensive and also involved 
increase of kitchen, heating and other domestic 
facilities, and quarters for the additional nursing and 
administrative. staff required. Yet when the exten- 
sions were finished, there was no great or lasting 
reduction of the waiting-lists ; for the patients were 
mostly seeking specialised service, particularly from 
the pathological or radiological departments, and these 
had seldam been enlarged. The bottleneck was in 
the special departments, and often enough the new 
beds were occupied by patients merely waiting for 
diagnosis. 

There are many indications that the demand for 
specialist investigation in hospital will rise after the 
war. At the least, some extension of the National 
Health Insurance may be expected, and its benefits 
are likely to include consultant service. In such 
circumstances it will not be easy for the family doctor 
to refuse a note of reference to a hospital if the patient 
wants it, even though he may think it unnecessary. 


The public is well aware of the uses of radiography in 


the diagnosis of dyspepsia and pulmonary disease. 
A growing proportion of the profession have been 
trained in places where special tests are readily 
available, and later tend to rely on them greatly— 
some say excessively. Again, the reports of the pro- 
fessional defence societies and the newspaper pub- 
licity given to errors in diagnosis emphasise the need 
for special investigations, and the risks of omitting 
them. 

In planning for the future these tendencies and the 
lessons of the past need to be borne in mind. It is 
uneconomical to admit a patient to the general wards 
of a hospital if he requires no more than board and 
lodging while investigations are made. Hitherto 
this has been done simply because there was no 


alternative, but it means that routine duties con-. 


nected with the admission, feeding and discharge of 
minor cases distract the attention of the nursing staff 
from the care of. the acutely sick. Even when these 
eases are dealt with as outpatients it often happens 
that the routine work of the main departments is held 
up by unexpected arrivals, who have to wait their 
turn in lobbiesimprovised in the corridors and landings 
of the hospital. The position is likely to become still 
worse if the, old mistakes are repeated in hospitals 
built on the outskirts of large towns, or as centres to 
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serve large areas. More patients may then travel 
longish distances and need to remain overnight. If 
the general wards are the only place available for them 
these wards will be further congested. 

The right solution seems to be the- provision of 
outpatient blocks at all large hospitals. Compared 
with existing outpatient departments, they should 
be far more fully equipped im technical apparatus, 
staff and accommodation for patients. Besides 
the standard waiting-rooms, consulting-rooms, and 
theatres for minor operations, there should be a 
branch of the main pathological laboratory of the 
hospital, capable of dealing on the spot—and in 
quantity—with such routine tests as blood-counts, 
blood-sugar estimations, simple staining, and the 
preparation of cultures and specimens ; for there will 
surely be large follow-up clinics for diabetes and 
blood diseases at least. Similarly there should be 
an outpatient X-ray department, staffed by techni- 
cians and capable of taking routine films to be inter- 
preted by the specialists. A secretarial staff, to deal 
immediately with letters to the patients’ ‘doctors, 
while the ‘particulars of the case are still fresh in the 
consultant’s mind, is an ideal that many have dreamed 
of, but few enjoy. For those patients who have to 
stay a few hours, there should be comfortable waiting- 
rooms, and a buffet where cheap meals can be had. 
Finally there should be a hostel for those who must be 
detained for a night or two but who do not need 
special nursing; this should have single bedrooms, or 
small wards, with central dining and recreation rooms. 
Such procedures as radiography of barium meals, 
pyelography, and surface application. of radium could 


be carried out on patients resident in such a hostel. 


Again, those who have had minor operations could be 
kept for the night, and relatives of the dangerously 
ill, or of young children, could also stay there if they 
came from a distance. After these tests were finished, 
or the short postoperative period passed, the patients 
could again see their original out patient consultant 
before returning to their homes. Only a small 
minority would have to be admitted to the main 
wards of the hospital. The members of the staff in 
charge of outpatients would have the satisfaction of 
dealing personally with the great majority of the cases 
sent them; they would no longer have to transfer 
them to the beds of their senior colleagues in charge 
of the main hospital wards. The outpatient block 
would require only a comparatively small nursing 
staff to deal with tests and dressings, for the adminis- 
trative work of seeing that patients keep their appoint- 
ments, and of guiding them to the special depart- 
ments, could be perfectly well dealt with by a lay 
staff. The health propaganda service for the region 
would find such a centre a profitable field for its 
endeavours ; it would give them a chance to strike 


While the iron was hot. A representative of the 


hospital almoner’s department, or citizen’s advice 
bureau, should be provided with an office in the 
building. 

In a hospital with an enlarged outpatient 9 
ment of this kind the turnover of patients would be 
much increased and their overhead cost correspondingly 
reduced. The public would receive a quicker and a 
far more convenient service than has hitherto been 
rendered by most institutions. The provision of 
convalescent homes and rehabilitation centres, so 
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that the patients’ stay in the general wards is reduced 
to a. minimum, is a Complementary solution—though 


that is another story. Hospitals faced with a long 


or growing waiting-list, and those planning for the 
future, will do well, we believe, to consider carefully 
whether they cannot meet the needs of the public 
in one or both of these ways more economically than 
by providing additional beds. 


PROGRESS WITH PENICILLIN 


Tux American report 1 on 500 cases treated with 
penicillin under the direction of a committee of the 
National Research Council brings out the drug’s 
potentialities in a variety of infections, particularly 
those that seemed most likely to arise among the armed 
forces or were resistant to sulphonamides. These 
included generalised and localised staphylococcal 
infection, pyogenic meningitis and empyema, pneumo- 
coccal pneumonia, sulphonamide-resistant gonorrhea, 
and subacute bacterial endocarditis. The purified 
drug, standardised to the Oxford unit, was given 
intravenously, intramuscularly or locally, cases of 
empyema and meningitis being treated by injections 
into the pleural cavity or spinal canal. For the 
intravenous route, injections containing not more than 
1000 units per c.cm., or a continuous drip of penicillin 
dissolved in saline or 5% glucose, were used at the rate 
of 5000-10,000 units per hour. For intramuscular 
injections, given every 2-3 hours, a concentrated 
solution of penicillin, usually equivalent to 5000 units 
per c.cm., was used. Adequate or optimum dosage 
has not yet been clearly defined, and seems to vary 
considerably with different patients and different 
infections. The objective must be to maintain a 
concentration in the blood sufficient to inhibit the 
growth of the infecting organism. Repeated estima- 
tion of the bacteriostatic power of the patient’s serum 
against either the particular infecting organism or a 
standard culture of staphylococcus or streptococcus 
can best be made by FLemine’s? slide-cell technique, 
which is not difficult to master and requires only 
minimal amounts of blood such as can be obtained by 
finger or ear puncture. Adequate dosage may also be 
assessed by the patient's clinical response, and here 
change in the constitutional symptoms is at least as 
important as improvement in the temperature and 
pulse. ` It was found that in. the normal person peni- 
cillin given intravenously or intramuscularly does not 
reach the spinal fluid; so, as Fiemme discovered, 
the drug must be given both intrathecally and 
intramuscularly for the effective treatment of 
meningitis. | | 

At first sight the results in the American series are 
disappointing. Of 91 patients with staphylococcal 
bacteremia, 34 died and 3 showed no improvement. 
This 40% failure in generalised staphylococcal infec- 
tion is partly explained by inadequate dosage in cages 
treated early in the series, and by the inclusion of 
9 cases of staphylococcal endocarditis, 3 cases of 
bilateral suppurative pyelonephritis and 3 cases with 
.extensive burns. It emphasises the need for early 
diagnosis with immediate and adequate treatment, 
which may mean a total dosage of half a million to 
a million units over 7-14 days. Among localised 
staphylococcal infections excellent results were ob- 


1. J. Amer. med, Ass. Aug. 28, 1943, p. 1217. 
2. Fleming, A. Lancet, Oct. 9, 1943, P. 434. 


tained in osteomyelitis; exudate quickly dried up, 
sinuses healed and chronic lesions disappeared in a few 
weeks. Even more striking was the rapid improve- 


ment in 7 out of 9 cases of staphylococcal empyema 


after a few days’ local injections totalling 40,000- 
50,000 units of penicillin. Of 23 patients with severe 
hemolytic streptococcus infection that failed to 
respond to sulphonamides, 13 recovered or improved, 
7 died and 3 were unaffected. The results in anaerobic 
and non-hemolytic streptococcus inféctions were less 
satisfactory,: while penicillin in doses ranging from 
240,000 to 1,760,000 units failed with one possible 
exception to cure 17 cases of bacterial endocarditis. 
However, the committee hold out some hope from 


early and prolonged treatment of cases infected with |, 


the more susceptible strains of Streptococcus viridans. 
Pneumococcal pneumonia responded well, often to 
remarkably small doses (100,000 units or less), but 
only 7 of 23 cases of pneumococcal meningitis re- 
covered ; it is only fair to add that not all of these were 
treated intrathecally. The cure of 125 out of 129 
cases of sulphonamide-resistant gonorrhea within 
9-48 hours by doses of 100,000-160,000 units needs no 
comment. Only 5 cases of meningococcal meningitis 
were treated, with-1 death. The report suggests a |; 
scheme of dosage for different infections and different 
routes, and advises continuance of treatment for a 
week after temperature is normal. Toxic reactions 
were rare: there were occasional chills and fever; 
urticaria occurred in 14 cases, and local thrombo- 
phlebitis after intravenous injection in 19 cases. This 
valuable report will, we hope, soon be. followed 
by a similar record of the collective experience 
with penicillin among our own Service and civilian 
sick. l 

Meanwhile the search goes on for improved methods 
of production and for alternative bactericidal sub. 
stances from other moulds or bacteria. CLIFTON, for 


example, has adapted the principle of the generator 


process for making vinegar to the production of 
penicillin on an experimental scale. Active principles 
have been extracted from aspergillus, “ from actino- 
myces * and from other moulds. ¢ The use of the ester 
of penicillin? may obviate the need for frequent 


injections, while a possible synergism between peni- | 


cillin and sulphonamides or even p-aminobenzoic acid ® 
deserves further exploration. But production of 
penicillin still lags far behind demand, and despite 
ministerial reassurance it is difficult to escape an 
uneasy feeling that not everything possible is being 
done to expedite supplies. 


TEACHING OF PREVENTIVE MEDICINE 


Tun interim report of the social and preventive 
medicine committee of the Royal College of Physicians, 
published this week, is of fundamental importance in 
the teaching of medicine. Here for the first time in 
this country are drawn together into a comprehensible 
pattern those many-coloured threads of sanitary 
science, public health and social medicine which no 
one person has hitherto been able to disentangle and 
weave into æ whole. 

Clifton, O. E. Science, July 16, 1943, p. 69. | 

Bush, M. T. and Goth, A. J. Pharmacol. 1943, 78, 164. 
„Gardner. A. D. and Ohain, H. Brit. J. exp. Path. 1942, 23, 123. 
See Atkinson, M. Med. J. Aust. 1943, i, 359. f 
. Meyer, K. F., Hobby, G. L. and Dawson, M. Hy Proc. Soc. exp. 


Biol. N. P. 1543, 83, 100. 
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The report deals with the teaching of social and 
preventive medicine to undergraduates and with the 


- arrangements for that teaching inside the hospital : 
Social 


a sequel will cover its organisation outside. 
Medicine, according to the committee, is concerned 
with the social environment and with heredity in so 
far as they affect health and well-being. Preventive 
Medicine is more executive in outlook and comprises 
the design and direction of measures for the preserva- 
tion of health and the prevention of disease.” These 
definitions are not entirely satisfactory, since social 
medicine—though a vast subject in itself—is clearly 
but one aspect of preventive medicine. To immunise 
a child against diphtheria is preventive, not social, 
medicine ; to remove bad housing conditions may be 
both ; to pay allowances to persons with tuberculosis 
to induce earlier treatment is clearly social medicine 
but equally a part of preventive medicine. This 
obscurity, however, does not greatly matter, since the 
report makes no practical distinction between the two 
and couples them together except in the discussion 
of the comparatively new specialty of Social Medicine 
in its strict sense. 

As is well known to individual teachers of these 
subjects, little has been done to put into effect 
the aspiration of the General Medical Council 
that the student should have his attention directed 
to the preventive aspects of disease. Even where 
progressive schools have tried to attain the object of 
the GMC by splitting up the course among the usual 
clinical teachers, little integration has been achieved 
and what was at least a single subject under-the hand 
of one man has been shared out among persons some 
of whom are uninterested in these aspects, and 
consequently there are sometimes wide gaps in the 
student’s knowledge. For this reason, among others, 
it is recommended that every medical school should 


_ establish a Department of Social and Preventive 


Medicine, the size and scope of the department 
depending. upon the facilities and personnel avail- 
able.” The organisation of such a department and 
the qualifications to be required of its héad—admit- 
tedly a rare combination at present—are discussed in 
some detail. The report boldly sets out a curriculum 
in social and preventive medicine, to include the 
historical approach; the existing health services ; 

epidemiology and vital statistics ; ; maternity and 
infant welfare; school medical services; tuberculosis 
and venereal diseases, industrial medicine; health 
education and rehabilitation. This arrangement 
agrees with the general lines laid down by Frrz- 
GERALD?! following his world survey in 1936-37. 
Perhaps the coffin i is nailed down a little too closely 
on ‘‘ sanitation.” The environmental services as 
such need not detain the student . . the technical 
details of ventilation, smoke abatement, water 
supplies, sewage disposal and other objective health 
studies are matters for post-graduate instruction for 
the diploma in public health.” True; but every 
doctor should know something, however little, more 
than the average layman of such matters as the 
sources of pollution of a water-supply, the disposal of 
excreta in a camp or dampness in houses. Much 
time might be saved in teaching these matters by 
instructional films, to which the report hardly ee 
were suitable films available. 


1. FitzGerald, J. G. J. Amer. med. Ass. 1938, 110, 1321. 
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By far the most interesting part of the curriculum 
is the new ground broken by the proposed, introduc- 
tion, in the. final stage, of instruction in the technique 
of social investigation and case-taking, linked up with — 
the health centre, the almoner’s department and the 
psychiatric social worker. By these or other methods, 
this had been achieved abroad before the war—as was 
shown by GoopMAN *—notably in the USA, at Nancy 
and in Brussels, and although the organisation is 
difficult, it is certainly possible. All this can, the 
committee think, be achieved without a great increase 
in the time allotted to the subject, except in the 
London schools, whose comparatively poor showing in 
this respect’ is well known. 

The arrangements for social medicine inside the 
hospital depend upon the almoner’s department, and 
useful information and advice is given on its organisa- 
tion and extension, which should finally dispose of 
the idea that the almoner is a kind of unauthorised 
tax-gatherer, solely concerned with the collection of 
money. The teaching of social and preventive 
medicine to nurses and the use of psychiatric social 
workers is also discussed and the report ends with 
seven. recommendations, which call for the establish- 
ment of a department of social and preventive 
medicine in every teaching school to organise a 
modernised course covering the three clinival years, 
including social medicine in the strict sense and in- 
dustrial medicine; for the setting up of student 
health services, used as an instrument: of teaching, 
and under the general direction of the department ; 
for the employment of almoners and psychiatric 
social workers ; and for the Royal College of Physi- 
cians to take an active part in the organisation of the 
teaching of this great subject to students, nurses and 
medical social workers. 

This is the report long awaited by those who have 
felt that preventive medicine will never achieve its 
rightful place until a new generation of students, 
trained in its principles, pass on to provide teachers 
having the true “ preventive outlook.” By producing 
this document, and its companion on the teaching of 
psychological medicine which we summarise on p. 553, 
the College has indicated objectives and provided 
plans of attack. It is for the teaching schools to 
capture and consolidate the positions. 


WAR AND THE DOCTOR 

THERE are said to be only seven basic jokes, and some- 
times it looks as though the same may be true of ideas. 
Certainly fundamental principles in medicine and surgery 
have recurred from time to time to the mind of man, 
attended by all the thunder of revelation ; and advances 
have commonly been in methods of applying them rather 
than in the principles themselves. War-time advances 
in fechnique are commonly of this kind. Thus PARÉ’S 
belief in the gentle usage of wounds finds beautiful 
expression in modern plaster technique; and the flying 
ambulances ’’ devised for taking the wounded to the 
rear by Napoleon’s surgeon, Larrey, have now achieved 
a literal interpretation. In the extracts from Prof. 
Hume’s Harveian oration which appear on another page, 
there are several enlightening examples of this kind · 
His hearers and his readers will alike be grateful for a 
review which brings back the past to illuminate the 
present. 


2. Goodman, N. M. and Morris, C. Proc. R. Soc. Med. 1940, 33, 
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Annotations 


INFECTION AND FCETAL MORTALITY 


Or late years increasing attention has been paid to 
neonatal infection. Not long ago in his Ingleby lectures, 
Prof. Charles McNeil discussed the work in Edinburgh on 
this subject, and indicated the way in which this cause of 
death in early life could be attacked mainly by preven- 
tion. Work in New York on fetal mortality takes the 
prevention of infection a stage further baok, so to speak, 
and is complementary to the studies of MoNeil and his 
co-workers. 

Douglas and Stander 1 have devoted their inquiries to 
infection during long labour. For some years they had 
been taking blood-cultures from the hearts of stillborn 
infants immediately after delivery; they were parti- 
cularly interested in the effects of long labour, and it soon 
became obvious that most positive blood - cultures were 
found in infants who had experienced such labour—in 
which, moreover, there was definite clinical evidence from 
the maternal side of intrapartum infection. In taking 
the blood-culture from the infant the skin over the 
precordium is prepared with iodine and alcohol. A sterile 
needle attached to a 5 c.cm. syringe is then inserted 
directly into the heart, and the blood or plasma thus 
obtained is inoculated into different media and incubated 
under both aerobic and anaerobic conditions. In one 
group of 85 infants thus investigated there had been no 
obvious cåuse of death. A positive blood-culture was 
obtained in all, and though in 11 of them other possible 
causes of death were discovered, it was felt that even in 
these the bacteremia may have played a part. The 
organism most commonly found was an anaerobic 
streptococcus including facultative strains. Investiga- 
tions of the blood were also made in babies dying after 
Iabours in which there was an obvious cause of death 

such as intracranial hemorrhage, congenital abnormality 
or asphyxia. A total of 140 such babies yielded negative 
blood-cultures. 

In the 85 infants with positive blood-cultures, most 
of whom showed no cause of death apart from the 
bacterœmia, the foetal heart stopped before the onset of 
labour in 16, during delivery in 20, and during labour but 
before the actual delivery in 47. The usual autopsy find- 
ings in this stillbirth bactersemia group included macera- 
tion, petechial hemorrhages, and in a few there was 
pneumonia. Examination of the placenta showed 
inflammation in 44 (out of the 85), and maceration in 10; 
it was classified as completely normal only i in 15. It is 
suggested that during long labour organisms present in 
the vagina became invasive and pathogenic, reaching the 
fœtus eventually through the placenta. Another prob- 
able route is by aspiration of infected liquor. Towards 
the end of the investigation an attempt was made to use 
the sulphonamide group of drugs to control maternal 
infection and thus foetal infection in long labour. En- 
couraging results were obtained when the drug was given 
at an early stage before the development of fever and 

vaginal discharge. It was also found, from an analysis 
of the results, that operative procedures aimed 


at speeding up delivery in long labour gave poor . 


results for mother and child. Spontaneous delivery 
is better.. 

These findings are of great interest in relation to some 
‘of the mysterious cases of stillbirth. Hitherto it has 
been accepted that infections reaching the infant through 
the placenta are limited to syphilis and in rare instances 
tuberculosis. The fact that bacteræmia and on patho- 
logical evidence septicemia in the fetus may result from 


intrapartum maternal infection. indicates lines on which 


prophylaxis may develop. 
777 ee A Pee ne el he a nage eet 
1. eas de T G. and Stander, H. J. Amer. J. Obstet. Gynec. 
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THE CHANCE FOR GENERAL PRACTICE 


“ CHANGE and decay in all around I see” is the 
natural response of the pessimist to any modification of 
his environment. In the presidential address last week 
to the section of epidemiology and state medicine of 
‘the Royal Society of Medicine, Sir Weldon Dalrymple- 
Champneys, whom none could call a pessimist, implied 
that change is not irrevocably wedded to decay : some- 
times it is a sign of growth—though of course it may be 
hard for the contemporary observer to guess which he 
is looking at. He reminded his hearers of the misgivings 
among doctors in 1911 about the National Health 
Insurance Act. Yet now, he said, the system is so firmly 
established in their affections that a large section of the 
profession seems to think its extension the best way of 
providing a comprehensive medical service. Asa result 
of the state care of children and expectant and nursing 
mothers, supervision of the family is-split up—un- 
fortunately he feels; and he believes that the ideal is 
continuous medical supervision of the individual by the 
same person. The mistrust shown in 1911, and the failure 


of the family’doctor to take a fuller part in the health 


services provided by the state, he attributes largely to 
the failure of medical education to keep pace with the 
swing towards preventive medicine. He neatly com- 
pared the airman who spies the enemy afar off, and the 
radiolocator who spots him long before he comes into 
sight, with the medical student, his contemporary, 
growing skilful in the discovery of the first glimmerings 
of ill health. 

In the past medicine has. often fallen into decay, the 
wisdom of a civilisation often being lost for centuries. 
It is not impossible that this might happen again: it 
nearly happened in Germany in 1940, said Sir Weldon, 
under the tyranny of Nazi ideas. Decadence usually 
coincides with over-specialisation on insufficient know- 
ledge, and the only sure defence against over-specialisa- 
tion, he holds, is to give the general practitioner a 
dominant share in the care of the patient, and to fit him 
for the task. That the general practitioner should, 
“turn a blind eye to the opening stable door, waiting 
until the horse is loose to start chasing it” is not only 
contrary to the traditions of the profession but contrary 
to common sense. He was not suggesting that the 
family doctor should be an expert on environmental 


hygiene, though he should understand its principles; 


or an epidemiologist, though he should be familiar with 
the ways in which infectious diseases are transmitted ; 
but he ought to know three things : his patient’s heredity 
and environment including his circumstances at home 
and at work ; his medical history and present condition ; 
and the agents that can be invoked to restore him, 
whether methods of treatment or organisations. He 
believes that the general practitioher must be established 
surely a8 the guardian of the family, and his hand must 
be strengthened in every possible way by the weapons 
of modern science and state organisation: with this 
support he has a chance of occupymg a key position in 
medicine and the state, to everybody's benefit. 


TRYPTIC DIGESTION OF LIVING TISSUES 


Ir has always been a puzzle why the intestine does not 
digest itself with all the medley of enzymes which it 
secretes, and the failure of trypsin to attack bacteria is 
remarkable considering how much more easily it can digest 
mammalian tissues. For part of the puzzle Dragstedt* 
has now suggested a solution which has attractive points. 
It seems that one of the actions of trypsin on mammalian 
tissues is to liberate histamine from them, and it has been 
found that a subcutaneous injection of trypsin, too weak 
to bring about local tissue digestion, can be made to do 
so if histamine is injected at the same time. Dragstedt’s 


1. Dragstedt, L. R. Science, 1943, 98, 181. 
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view is that trypsin first liberates histamine, and that 
this in turn so disorganises the local blood-supply that 
the cells lose their vitality and become digested. Bac- 
teria are avascular and insensitive to histamine, and 
hence retain their vitality even in the presence of con- 
centrations of trypsin that would be lethal for mamma- 
lian tissues. 

As Dragstedt himself is careful to point out, this 
hypothesis does not explain why healthy living cells are 
not digested by trypsin, and the resistance of the in- 
testinal mucosa must remain for the present one of the 
mysteries of physiology ; but it does offer an explana- 
tion of the relative susceptibility of vascular tissues, 


and hence eliminates any necessity of postulating that 


bacterial protoplasm has developed special tryptic 
resistance. 


THE MALTA EPIDEMIC OF POLIOMYELITIS 

Nor long ago poliomyelitis was regarded as a droplet 
infection with the virus passing from the nasal mucosa 
via the olfactory nerves to the susceptible motor nerve- 
cells in brain and spinal cord. It was, however, found 
difficult to reconcile the autumn incidence of poliomye- 
litis with its being a respiratory infection. At last 


week’s meeting of the neurology section of the Royal 


Society of Medicine Prof. S. P. Bedson reviewed present 
opinion about how the disease is conveyed. For many 
years Kling from. epidemiological data, and Toomey 
from experimental evidence, have been strong advocates 
of an intestinal mode of spread. The failure of zinc 
sulphate sprayed into the nose to protect against infec- 
tion in the Toronto epidemic, and the absence of lesions 
in the olfactory lobes of fatal cases, were points against 
the nasal entry of the virus. Recent American work 
has shown that the virus can be readily recovered from 
the fæces of clinical and abortive cases, and of intimate 
contacts, and also from sewage effluents of hospitals 
where there are infected children. A cynomolgus 
monkey, infected by spraying the virus into the mouth 


after the olfactory route was blocked, showed lesions 
severest in the ganglia of the 9th and 10th nerves whose. 


branches supply the oropharynx. Tonsillectomy in 
children exposed to infection may be followed by the 
highly fatal bulbar form of the disease. This, and other 
evidence, indicate that the principal portals of entry 
of the virus are the oropharynx and the gastro-intestinal 
tract, and that the vehicle of spread is probably con- 
taminated food, milk or water. A concomitant droplet 


spread is not ruled out, but the new knowledge must 


obviously mean a reorientation in our measures for 
controlling the infection. Re 2 
Later in the same discussion Prof. H. J. Seddon 


described, with many illustrative, photographs and 
charts, an epidemic of poliomyelitis which occurred in 


Malta between November, 1941, and February, 1942, 
involving some 400 Maltese children and about 60 
British and Dominion troops. In Malta the infection is 
endemic with only a few notified cases each year. The 
epidemic wave began at a time of great upheaval and 
distress in the island, when it was more or less isolated. 
It broke out first among the native children about 
Nov. 15 and gradually reached its heightin mid-December. 
Over 90% of the clinical cases were in children under 
five years, with the peak in the second year and few 
cases under three months of age. Case-fatality among 


the children was 3-5% and among the affected troops 


17%. Only 3 clinical cases were detected among adult 
Maltese. Of possible predisposing causes neither over- 
crowding nor malnutrition seemed to play an important 
part. Instances of case-to-case infection were rare. A 
possible significant factor was the use of untreated 
sewage as fertiliser during the autumn of 1941 and 
Professor Seddon wondered if the epidemic could have 
been water-borne. The lumbar section of the cord was 
the most frequently affected. There were 27 cases of 
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abdominal paralysis; cases of facial paralysis were 
usually associated with paralysis of a limb; and there 
were some cases of bulbar paralysis. Considerable in- 
genuity was needed for the preparation ‘of splints and 


apparatus for remedial exercises. Crippling occurred 


in a quarter to a third of the cases. 

Contributing to the discussion Sir Arthur MacNalty 
dealt with his own experience of respiratory and in- 
testinal modes of spread; Dr. F. E. Camps gave some 
details of an outbreak in Essex which was possibly food- 
borne, and Dr. Agius Ferrante, in describing some of the 
early clinical features in the Malta outbreak, stressed 
the importance of periodic flushings of the face, abdominal 
colic and uneasy micturition. Replying to questions 
Professor Seddon said that the weather at the time was 
like our early autumn, that flies were prevalent, that 
many of the affected breast-fed children were getting 
supplementary feeds, and that the relief food-supplies 
did not come until after the epidemic had begun. 


BLOOD-PRESSURE AND OLD AGE 


Wuar constitutes high ” blood-pressure is a question 
whose importance increases as the population grows 
older. Few would now rely on the old dictum that the 
normal systolic blood-pressure, expressed in mm. Hg, 
equals 100 plus the patient’s age expressed in years. 
In an investigation of over 10,000 healthy subjects, 
Robinson and Brucer! contend that at any age 120/80 


mm. Hg is the upper limit of normality. Analysis of 


their figures, however, suggests that this is not true for 
old age. Only 189 of their 7478 men were over 65, and 
the statistical method used resulted, when aged subjects 
are taken at random, in the exclusion of over 60% of 
this group. Fresh light is thrown on the problem by 
Russek ? who studied the blood-pressure of 1000 retired 
seamen between the ages of 60 and 95, residents in a home 
for aged mariners and nearly all of Scandinavian descent. 
He found that the average systolic pressure rose from 
147 mm. Hg in the 60-64 years age-group (120 cases) 
to 160 mm. Hg at 85-95 (104 cases); the pulse-pressure 
rose from 65 to 74 mm. Hg in the same period, whereas 
the diastolic pressure only rose from 82 to 86. Pressures 
below 150/95 mm. Hg he classified as normal ” : when 
the diastolic pressure exceeded 95 he called the condition 
diastolic hypertension ; and the association of a systolic 
pressure over 150 with a diastolic under 95, he described 
as systolic hypertension. On this basis he found that 
the percentage of normals decreased from 67 in the 
60-64 age-group to 34 at 85-95; of the entire series 
50% were normal. The incidence of systolic hyper- 


tension rose progressively with age from 17% to 38%, 


and accounted for 28% of the total, while the incidence of 
diastolic hypertension rose from 16% to 28% and accounted 
for 23%. More than a third of the subjects over the age 
of 75 had “systolic hypertension and an analysis of 
mortality figures showed that their expectation of life was 
much the same as for normal ” subjects. The prognosis 
of ‘ diastolic hypertension,” on the other hand, was very 
different. 
These findings are comparable with those obtained in 
two independent inquiries into the blood-pressure of 
Chelsea pensioners. In 1922 Thompson and Todd, 
examining 102 pensioners aged 75 to 92, found that in 
72 the systolic pressure was less than 170 mm. Hg, 
while in 70 the diastolic range was 50-89. Twenty years 
later Howell“ reporting his observations on 120 pensioners 
aged 65 to 92, said that their mean blood-pressure 
varied from 149/80 in the 60—64 age-group to a maximum 
of 166/87 at 75-79, falling again to 147/79 at 85-92, In 
other words a rise in the systolic blood-pressure seems to 


1. Robinson, S. O. and Brucer, M. Arch. intern. Med. 1939, 64, 
409; see Lancet, 1939, ii, 986. 

2. Russek, H. I. Amer. Heart J. 1943, 20, 11. 

3. Thompson, R. J. C. and Todd, R. E. Lancet, 1922, ii, 503. 

4. Howell, T. H. Brit. Heart J. 1942, 4, 143. s 
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be physiological in old age, but the diastolic pressure 
rises more slowly and may even fall. Russek? found 
that the diastolic pressure varied little after the age of 65. 
On Robinson and Brucer’s view that 120 mm. Hg is the 


normal systolic pressure at all ages only 13% of Russek’s 


1000 sailors would have qualified as normal. On the 
other hand Russek’s finding that the average diastolic 
pressure for normals and those with systolic hypertension 
was only 78 mm. Hg supports the suggestion that hitherto 
the upper limit of normality for diastolic pressure has 


‘béen set too high. 


\ 
ELECTRO-ENCEPHALOGRAPHY IN EPILEPSY 


Lennox and his colleagues have published a survey 
of their electro-encephalographic findings in epilepsy. 
They deal with records from 1000 adult controls and 
1260 epileptics of all ages selected at random from private 
and clinic patients and comprising, therefore, a rather 
milder e of the complaint than would be found in 
institutions. Focal EEG abnormalities are not con- 
sidered in detail. but focal records are included in the 
statistics. EEGs are classified as paroxysmal (those 
showing abrupt and specific alterations of pattern), 
very slow and very fast, moderately slow and moderately 
fast, and normal. The determining rates for the slow 
and fast groups are adjusted for younger patients, and 
where there is a mixture of slow and fast frequencies 
the predominant rate is selected for the purpose of 
classification. ` | 

These workers divide the paroxysmal records into 
three groups: (1) petit mal and petit mal variant, 
(2) psychomotor and grand mal types, and (3) spikes. 
Though this nomenclature of EEG records according to 
clinical type has been criticised ? they vigorously defend 


it; they claim that different types of clinical seizure - 


are associated with consistently typical EEGs and that 
when the same type of paroxysmal pattern is found in 
inter-fit records it is both logical and convenient to name 
it by the clinical type with which it is associated, especi- 
ally as it almost always reproduces the pattern obtained 
in a seizure in the same patient. Much of the difficulty 
has arisen over clinical definition. The term “ petit 
mal they limit to attacks where there is transient loss 
of consciousness without tonic spasm; if there are 
convulsive movements these consist of 3 per sec. clonic 
jerkings of eyelids, head or arms. They say that if 
petit mal is taken to include any sort of short or mild 
attack, confusion will result; but if we accept this view; 
there must surely be many epileptic fits which do not 


readily fall into any of the authors’ three categories. 


The further claim is made that the three types are 
marked off not only by clinical manifestations and EEG 
records, but also by a tendency to appear and disappear 
at certain ages, a sex-incidence, a differing reaction to 
drugs and a different relation to biochemical states well 
exemplified by the effect of over-ventilation, or of blood- 
sugar alterations, on clinical petit mal and the wave and 
spike records. 

In the summary of results the frequency records (as 
distinct from the paroxysmal) show in control subjects 
a simple curve with the node at the 10 per sec. rate, 
whereas the epileptic curve is binodal, with nodes on the 
fast and the slow sides. In the paroxysmal records 
adult epileptics appear 33 times as often as the controls, 
and in very fast and very slow records 20 times as often. 
The 3 per sec. wave and spike formation is found in 77% 
of patients with a history of petit mal, in 6% of epileptics 
without such a history, in 3-5% of relatives of epileptics, 
and in only 0-2% of non-epileptic patients and normal 
controls. Some type of paroxysmal discharge occurs in 
51% of epileptic children, 29% of epileptic adults, 
1. Gibbs, F. A., Gibbs, E, L. and Lennox, W. G. Arch. Neurol. 

rey K. H. and Dynes . Brain, 1942, 65, 256; Jasper, 


2. Finley, K. H. and Dynes, J. B 
115 in Fonte. and Erickson’s Epilepsy and Cerebral Localisation, 
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6% of relatives of epileptics, 1-2% of patients with 
organic ‘neuropsychiatric conditions (cerebral trauma, 
tumour, abscess, vascular disease, syphilis) without fits, 
0-5% of patients with functional neuropsychiatric 
conditions (schizophrenia, mania-depression, migraine), 
and 0-9% of normal controls. Taking very fast and 
very slow frequencies, as well as paroxysmal records, 
as indicative of epilepsy, it is concluded that a routine 
EEG is of great diagnostic value in about half the patients 
with a history of seizure. 


7 
LIVE VERSUS KILLED TYPHUS’ VACCINES 

THE relative merits and demerits of typhus vaccines 
made from live and killed rickettsis have been much 
discussed of late. A comprehensive account of them 
was recently given by Biraud, of the Epidemiological 
Intelligence Service at Geneva!; but Dyer,? one of the 
foremost typhus experts in America, has been quick to 
take Biraud to task for championing the use of live-virus 
typhus vaccines. Another contribution now comes 
from Clavero and Gallardo, of the Instituto Nacional 
de Sanidad, Madrid.“ These workers found that one of 
the rickettsia strains isolated during the 1941 epidemic 
of louse-borne typhus in Madrid, and maintained by 
passage in the developing chick embryo, had lost its 
virulencefor laboratory animals but retained its immunis- 
ing power. These findings were obtained in experiments 
on guineapigs and monkeys (Macacus sylvanus) and in 
the latter species use was also made of the Weil-Felix 
and the Giroud tests as criteria of induced immunity. 
Though the number of animals in the experiments was 
not great, the authors felt that their results justified a 
preliminary report. | 

It will be remembered that live-virus vaccines have 
been employed on a large scal by French workers in 
North Africa, but not elsewhere. These vaccines were 


made from rickettsie of flea-borne or murine typhus, 


which is much less severe than the epidemic or louse- 
borne variety. Nevertheless there have been serious 
mishaps when ‘the vaccines were given to subjects 
who were more susceptible to typhus than is the indi- 
genous population of North ica. The live-virus 
vaccines of Blanc (biliated flea-virus) and of Laigret- 


Durand (mouse-brain) contain rickettsie which are not 


attenuated and may produce vaccinal murine typhus 
if the dosage is slightly too strong, or fail to give pro- 
tection if the dose is slightly too small. The attenuated 
strain of the far more dangerous louse-borne virus, which 
Clavero and Gallardo now propose using instead of the 
murine virus, is not likely to commend itself to opponents 
of the employment of a living typhus vaccine. Somo 
years ago Cox‘ observed that rickettsis from yolk-sac 
culture may lose their virulence and retain their im- 
munising power, but this discovery did not lead to the 
introduction of such cultures as live-virus typhus 
vagcines. 


Sir ERNEST GRAHAM-LITTLE has been elected chairman 
of the Parliamentary Medical Committee in place of the 
late Sir Francis Fremantle. 


1. Biraud, Y. Bull. Hlth Org. LON, 1943, 10, 1. 
2. Dyer, R. E. J. Amer. med. 488. 1943, 122, 828. 
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TxuroRARY Tonto Motor Paratysis.—Major G. pz M. 
RupoLr informs us that a paper with this title, dealing with 
a condition which he believes has not hitherto been described, 
has been deposited in thé library of the Royal Society of 
Medicine, Wimpole Street, London, W. I. This paper may be 
consulted by any who are interested, but as the condition is 
probably of a psychological nature, it is considered unwise in 
the national interests to publish a description of it until after 
the close of hostilities.” 
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Special Articles 


PHYSICAL MEDICINE: ITS SCOPE _ 
AND DUTIES | 
LORD HORDER’S SURVEY ? 


Tun formation of the British Association of Physical 
Medicine comes at an appropriate time. We are about 
to face, in grim earnest, the problems that have to do 
with reconditioning and refitting physically, mentally 
and spiritually, the men, women and children of the 
nation, injured in all these aspects by a life and death 
struggle against a sporadic outburst of barbarism. In 
the general scheme by which this task may be accom- 
plished medicine has a very great part to play and a 
great deal of its contribution will inevitably lie along the 
road of physical medicine. 

A description of physical medicine recently propounded 
by Brigadier Howitt makes an appeal to me. He gives 
it three functions : (1) the achievement and maintenance 
of physical fitness; (2) the diagnosis and treatment, 
preventive and curative, by physical means, of disease 
and disability of the locomotor system; and (3) the 
physical selection, ining and reinstatement of per- 
sonnel in industry and in the Armed Forces. 

The aims of our association closely correspond with 
these functions, for the first of them is ‘‘ to encourage the 
study of the action of physical agents and their applica- 
tion in the promotion of health ; in the prevention and 
Ar a of illness and injury ; and in the restoration 

mess.’ 


/ 


FITNESS 


If this be accepted as our brief, to what cases does it 
apply ? It applies to keeping the fit, fit, which is only 
another way of stating the case of positive health 
of which, these days, we hear so much. It also applies 
to making the near-to-fit, quite fit. Both these activi- 
ties are aspects of preventive medicine, to which the 
modern reorientation of medicine has been directed. 
The days of great epidemics which mowed down the 
people in swathes have disappeared, and there is time for 
medicine to turn its attention to the individual citizen— 
time to consider what Herbert Spencer had in his mind 
when he said that to be a race of good animals is the 
first condition of national prosperity.” The tempo 
of our efforts at achieving national fitness, bodily and 
mentally, has just at present been speeded up. Never 
was the individual citizen so marked down for hygienic 
attention as now. But when the stimulus of the war is 
over, what is'to be the incentive to fitness then ? 

There is no doubt that we have let our bodies go; our 

civilisation had literally gone to our heads. And our heads 
weren’t standing it too well, either: there were quite 
a lot of folk bothered by anxiety and fear and sleepless- 
ness and odd tricks played by their nerves. So let us 
give the body a chance for a bit, and don’t let us think 
we are wasting time in doing so. In this field physical 
medicine must play an important part—indeed the most 
important part. It must lead and guide and control. 


APPARATUS, EDUCATION AND RESEARCH 


The association’s brief also includes control of the 
whole range of those physical measures. of diagnosis, 
prognosis and treatment which go conveniently by the 
name of physiotherapy. Into this group come skilled 
manipulation, massage, gymnastics, remedial exercises, 
balneology and other forms of hydrotherapy, the applica- 
tion of light and heat and cold in various ways, other 
kinds of ray therapy and electrical methods. It is in 
connexion with this object of the association that the 
further aim to evaluate apparatus and methods claimed 
to be useful in physical medicine will prove of help, 


both to our profession and to the public. 


The test of all claims to add to the armamentarium of 
the doctor is the ability of their exponents to state 
pathology clearly and to demonstrate that the method 
or apparatus follows recognised principles of Science in 
its construction and its action. The public have great 
faith in apparatus; they think an instrument cannot 


1. Extracts from Lord Horder’s presidential address at the inau - 
gural mecting of the British Association of Physical Medicine 
held in London on Oct. 20. R 
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lie. We have to save them from themselves. We must 
resist the temptation to play up to their demand for the 
machine or to give them the physiotherapist equivalent 
of the bedside manner. 

And here we must consider the spas and health 
resorts of this country. Their status, and the position 
which they have so far taken in physical medicine, are 
notoriously unsatisfactory. Dr. C. W. Buckley has just 
compared the use made of spas by our Soviet Allies 
with ours at home — much to our discredit. He thinks 
that we must be much more democratic in our outlook 
upon spa possibilities... He speaks of the need for educa- 
tion of the state, education of the doctor in the spa, 
education of other medical practitioners and perhaps 
finally education of the general public in the uses and 
value of spas. Here indeed is pertinent work for this 
association. 

Our brief covers efforts at correcting deformities, both 
congenital and acquired; the overlap between this 
association and the work of our orthopedic colleagues 
is therefore considerable and we shall look to them for 
strong support. We also cover much that is known, and 
perhaps still more that is unknown, in the etiology and 
treatment of the chronic rheumatic diseases, in which 
we have close affinity with the Empire Rheumatism 
Council. 

In some fields of medicine we have gone ahead with 
treatments in the absence of exact knowledge of the 
causative factors (as in cancer) or lacking specific 
therapy, though the causative factor is known (as in 
tuberculosis). In cancer a form of physical treatment 
(radium and X-ray therapy) has brought us relatively 
good results. In tuberculosis a series of physical 
methods have changed for the better the outlook for the 
chronic case. Let us bear these things in mind when we 
remember that some of the stiological factors, whether 
microbic or metabolic or neurogenic, are still obscure in 
relation to many cases of rheumatic disease. 

There is scope and need for research in methods of 
physical treatment, and this issue is closely bound up with 
education. Our constitution stresses the importance of 
undergraduate and postgraduate training in the prin- 
ciples and practice of physical medicine, and exists to 
encourage both of these. We hold a brief for improving 
the status of the physical medicine specialist and for 
securing a diploma in physical medicine. The endow- 
ment of one or more university chairs would help us 
further towards attaining our aims than anything else. 

inally. to educate the community in the value of 
physical medicine is a big task ; but we must not hesitate 
to undertake it. It includes close coöperation with the 
educational authorities, with schools and with industry. 


THE OPENING PROSPECT 


We have outlined our strategy; our tactics have yet 
to be considered. The very fact that we are on the verge 
of great changes in our national health administration 
„„ caution, and the association is but newly 

orn. 

Nearly twenty years ago, in opening the winter session 
at the Leeds School of Medicine, I chose physical medicine 
as my theme and urged the formation of a parent society. 
Wherever, whenever, since then, I have seen authentic, 
valid and scientifically controlled efforts at developing 
particular aspects of this great branch of medicine I 
have done my utmost to further them, Not all my 
causes on behalf of physical medicine have been won, 
but now, as the result of your loyal and effective help, and 
your determination to sink individual views and prefer- 
ences in the common interest, there has been formed 
the British Association of Physical Medicine. Its future 
lies with you. 


PROPHYLACTIC SULPHONAMIDES IN JUVENILE RHEUMA- 
TIsM.—In view of favourable American reports, the education 
committee of the London County Council have arranged that 
prophylactic treatment with sulphonamide shall be given to 
100 selected rheumatic children attending supervisory 
centres. These centres are staffed by physicians experienced 
in rheumatic disease in children and the results will be 
controlled. None of the children chosen will be receiving 
treatment elsewhere, and the consent of the parents will be 
obtained. Blood examinations will be made regularly so 
that any case of granulopenia will be discovered early. 
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$ i WOUND HEALING 
THE CAMBRIDGE CONFERENCE — 

THE 55th conference of the Society for Experimental 
Biology, held.from Sept. 22 to 24, took the form of a 
symposium on wound healing. No meeting of similar 
size with this as its subject had been held in England since 
that convened by the Medical Research Council in 
November, 1940; and comparison of the two demon- 
strates steady, if nowhere spectacular, advance in under- 
standing of the biological principles of wound healing 
and how they may best be put into practice. Two 
contributions in particular—the local application of 
sulphonamide powders for controlling wound sepsis, 
and the use of penicillin—which were reported at the 
earlier meeting in the laboratory stage of investigation, 
have now been widely received into clinical practice. 
Mr. E. CHAIN, PHD (Oxford) and Dr. Mary FLOREY 
(Oxford) reviewed the chemistry and the present clinical 
standing of penicillin ; and their evidence showed that 
in all respects, except large-scale manufacture, penicillin 
has fulfilled its earlier promise. Dr. F. HAWKING 
(London) gave a practical-minded review of the behaviour 
of sulphonamides in infected wounds and the means by 
which their effects could most economically be secured. 

The importance of vitamin therapy in the systemic 
treatment of wounds was recognised before the present 
war; but, as Mr. L. J. HARRIS, DSO (Cambridge) pointed 


out, only vitamins C and D were known to have a special 


significance for wound healing. Even so, no special 
nutritional principles are thought to be involved: the 
action of vitamin D in securing calcification, and of 


vitamin C in promoting the activity of all classes of 


formative -cells, is essentially the same in wound repair 
as in physiological development. Mr. P. D. F. Murray 
and Dr. EB. KODICEEK (Cambridge) and Mr. G. H. BOURNE, 
Dso (Oxford) described their -histological observations 
on the effects of graded vitamin-O deficiency on the 
maintenance and healing of bones and. soft tissues in 
the guineapig. Their work served to emphasise the 
reality of subclinical deficiencies: there was every 
reason to suppose that lack of vitamin © had a signifi- 
cantly harmful effect in man on dietetic levels at which 
the clinical signs of scurvy do not appear. 

e subject of general metabolism during wound 
repair was adequately, but—in view of the biological 
nature of the conference—not exhaustively discussed. 

. D. P. CUTHBERTSON (Glasgow) and Dr. R. J. 
RossITER and Mr. E. J. CLARK (Oxford) described 
clinical and laboratory investigations ‘on protein meta- 
bolism during wound healing, particularly after burning ; 
and these were supplemented by a description of histolo- 
gical changes in burned skin by Mr. E. H. LRACEH (Oxford). 
It was not certain, Dr. CUTHBERTSON said, whether the 
loss of N, S, K, and P in the flow phase of metabolism 
after burns and other injuries is due to depressed general 
anabolism or to an increased protein katabolism : high- 
protein diets did not make good the loss; nor appar- 
ently did preliminary periods of protein inanition acceler- 
ate it. But it was a reasonable inference that in any 
condition involving debility through tissue loss the 
patient’s diet should contain gradually increasing 
quantities of protein—particularly animal protein, for its 
high content of cystine and methionine. 

At the outset of the meeting, Mr. B. N. WILLMER 
(Cambridge) had insisted that wound healing was funda- 
mentally a cellular process. It depended on a delicate 
equilibrium of cellular activities which varied with the 
size and nature of the lesion, and which—in attempts 
rashly to stimulate one or to pe another——we 
might easily upset. He agreed with Prof. PATERSON 
Ross, FRCS (London), who defined the clinical funda- 


mentals of wound treatment, that the natural process 


of repair required not acceleration but only an oppor- 
tunity to exert itself in the most effective way. 
Contributions on the cellular aspect of wound healing 
naturally took the lion’s share of the contributions ; 
and it would have been wrong to expect each one to lead 
directly to clinical innovations. Miss HONOR FELL, D so, 
and Mr. J. F. DANIBLLI, DSC (Cambridge) led the way 
to an understanding of the biochemical background of 
at least one formative process in wound repair, by pro- 
ducing evidence of the circumstantial relationship 
between the presence of alkaline phosphatase and the 
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formation of collagen fibres. Mr. M. ABERCROMBIE, D PHIL 
(Birmingham) described the relationship between cell 
movement and cell proliferation in the union of severed 


nerves—a study of particular importance for biologists, , Ii 


who have long recognised the significance of this cellular 
relationship in the earliest stages of development. 
Mr. J. Z. Youna (Oxford) translated the observed 
behaviour of axon protoplasm in the central and peri- 
pheral stumps of divided nerves into terms of colloid 
chemistry, and showed how the nucleus of the neuron 
might maintain the integrity of the axoplasm by keeping 
its long fibre-like molecules in their correct morpho- 
logical alignment. Mr. A. H. S. HOLBOURN (Oxford), in 
a similar way, sought the cause of the distribution of 
brain lesions in the mechanics of shear stresses (see Lancet, 
Oct. 9, p. 438). Experimentally, and in clinical practice, 
lesions occurred in those regions of the brain where 
unilateral tensions and compressions exceeded a certain 
critical value. Dr. DOROTHY RUSSELL (Oxford) said 
that although healing processes in brain wounds are 
fundamentally similar to those following injuries to other 
tissues, the extent of the initial necrosis and ultimate 
scar-formation are relatively greater ; and because of the 
superficial position and vulnerability of the vessels supply- 
ing the cerebral éonvexities, only those chemotherapeutic 
agents should be used which had a minimal damaging 
effect on tissue—notably penicillin solutions. 
A contribution from Lieut. J. M. Barnes (Oxford) on 
vascular changes after injury bridged the gap between 
the cellular and the systemic line of 1 He 
described the significance of reflex arterial spasm after 
injury, and particularly emphasised the importance of 
interfering with the delicate and unstable wound 
circulation as little as possible. 
Plastic surgery is that department of medicine in 
which the clinician has always been ahead of the labora- 


tory worker; not only in recognising the biological ` 


principles of wound repair, but also in putting them 
effectively to work. Mr. RAINSFORD MOWLEM, FRCS 
(London) impressed the conference by showing that bone- 
grafts consisting of loosely packed chips of cancellous bone 


will heal promptly, soundly, and in the correct morpho- 


logical relations, and maintain the highest resistance to 
infection. He contrasted their behaviour with that of 
massive saw-cut grafts of compact bone, which were 
commonly used on the faulty assumption that bone, like 
tendon or fascia, is an inert tissue. 
cellular survival should regulate the plastic repair of 
bone. Dr. H. T. BARRON (London), reviewing his 
experience of 800 cases of plastic repair by skin auto- 
grafts, described the principal variables of graft healing 
and the probable biological explanation of each. Dr. 
A. GLUCKSMANN (Cambridge) had examined the histo- 
genesis of scar keloids in 70 of Mr. Mowlem’s and Dr. 


Barron’s cases. He had found evidence that keloids - 


were essentially fibrosing granulomata, not true fibro- 
mata; and that they started from an originally localised. 
—though ultimately diffuse—reaction towards extrinsic 
or intrinsic foreign. bodies in sensitive patients. In 
experimental and clinical studies with Dr. T. GIBSON 
(Glasgow), Mr. PETER MEDAWAR (Oxford) had found 
striking circumstantial evidence for the astonishingly 
neglected theory that skin homografts fail in man, and in 
other mammals, because they generate an active im- 
munity in their recipients. There could be no question 


of using skin homografts in clinical practice, other than | 


as wound dressings, until—if it were ever possible—the 
genetic background of tissue compatibility had been 
worked out. 

The conference might well have concluded by further 
reflection on the lines upon which Prof..H. A. Harr, 
MD (Cambridge) opened it. The problems that John 
Hunter described on his return from the Peninsula 
were much the same, he said, as those we face today ; 
and in the 14th century John Aderne formulated 
principles of wound treatment to which we have little 
to add. There was a continuity, in medical history, of 
the central problems of scientific treatment; periodic 
wars gave them peculiar urgency, but not novelty. 
Humility, born of this sense of history, may not be a 
powerful stimulus to the prosecution of scientific work ; 
but it should govern its appraisal. At all events, it 
could in this case be qualified by a reasonable satisfaction 
at some definite scientific achievements. 
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TEACHING OF PSYCHIATRY 


THE approach to the psychological and social aspects 
of disease has changed profoundly in the last twenty 
years; and the change is reflected in the two interim 
reports just presented to the Royal College of Physicians 
by their committees on psychological, and on social 
and preventive, medicine. The implications of the latter 
report are discussed in our leader (p. 546); the psycho- 
logical report, which is complementary to it, recognises 

sychiatry has grown beyond the stage at which 
the student’s needs could be served by a dozen lecture- 
demonstrations at a mental hospital: his training in it 
must now rank among the most important parts of the 
curriculum., . 

The report suggests that every teaching school should 
have a department of psychiatry for outpatients and in- 
patients with an adequate teaching staff—" as a minimum, 


'& psychiatrist, a psychiatric registrar, a resident, a 


number of clinical assistants, a psychologist trained in 
intelligence testing, psychiatric social workers and 
secretarial assistants.” Psychiatry would thus be 
represented by a complete unit. The committee, more- 
over, look forward to the day when there will be a pro- 
fessorial chair of psychiatry in every medical school. 
The clinician attached to the department of social and pre- 
ventive medicine should work in coöperation with the 
department of psychiatry as well as with the other 
departments of the hospital. 


The student, they consider, should take a course in 


normal psychology towards the end of his second pre- 
clinical year, and an introductory course in the psychiatric 
aspects of clinical work at the beginning of his first year 
in the wards. Throughout the clinical period he should 
take a systematic course in psychiatry. The syllabus 
cannot be rigidly laid down since it must be flexible 
enough to suit different hospitals, but they feel that the 
course of lectures and demonstrations should be amplified 

seminars and discussion groups covering the whole 
range of mental disorder and mental deficiency. The 
course would include meetings in the outpatient depart- 
ments and wards of the hospital, at local psychiatric 
centres or admission wards in mental hospitals, and visits 


to mental deficiency institutions, child guidance clinics 


and pediatric outpatient departments. The student 
should spend three months as a clerk in his own hospital 
psychiatric department during his first or second clinical 
year, combining the post with work in one of the other 
special departments—preferably the department of 
neurology. He should examine and make case notes 
on at least 6 psychotic and 20 neurotic patients. 


A suggested systematic course covers principles of diag- . 


nosis, general causes and pathology of mental illness, prin- 
ciples of prevention and treatment (physical, psychological, 
and social), toxic and organic syndromes, affective syn- 
dromes, schizophrenia, psychopathic personality, hysteria, 
obsessional syndrome, other psychological aspects of physical 
disease, children, mental deficiency and forensic psychiatry. 
It is suggested that during the last clinical year a short resident 
period in a mental hospital or a clinical clerkship in an 
observation ward might form part of training, coupled with 
domiciliary visits in the company of a psychiatric social worker. 
The committee attach much importance to the teaching of 
mental deficiency and advise that six of the lecture-demon- 
strations in the systematic course should be on this aspect 
of psychiatry and that at least two of them should be con- 
ducted at an institution for mental defectives. 


Finally the committee propose that the student’s 
knowledge of normal psychiatry should be tested by 
examination at the end of the preclinical period, and that 
in the finals there should be a separate examination in 
psychiatry, to be taken either at the end of the clinical 
period or earlier. 


British PapraTric AssOOCIATION.— The September issue of 
the Archives of Disease in Childhood contains two reports by 
this association, one on the early diagnosis of tuberculosis in 
childhood, and the other on arrangements for newly born 
babies in maternity hospitals. Copies of these reports may be 
obtained from the acting honorary secretary, Dr. Donald 
Paterson, 27, Devonshire Place, London, W.1. 
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I n England Now 


A Running Commentary by Peripatetic Correspondents 

SOME of your correspondents seem to me ignorant of 
the facts of life, as applied to their profession. There 
Was the one who maintained that we are probably tbe 
best educated, most intelligent, most altruistic and most 
worldly-wise group in England today.” No Sir, I am 
afraid we are neither well educated nor particularly 
intelligent. The old tradition still holds good that if 
parents are in doubt how to dispose of their more stupid 
offspring, the only profession in which they can be 
assured of a guaranteed job is medicine. Any ex- 
perienced teacher will agree with me that the student 
who cannot pass a qualifying examination in medicine is 
mentally deficient. Those members of the profession 
who have outstanding intellectual ability are, with a few 
obvious exceptions, to be found in the ancillary sciences 
such as physiology and biochemistry. Speaking gener- 
ally there is no intellectual satisfaction to be obtained 
in the practice of medicine (or surgery)—emotional 
satisfaction, yes, and even spiritua] satisfaction for some, 
but the doctor who tries to run his practice on a rational 
and logical basis will soon find himself in the workhouse. 
Then, to talk as if a state medical service means the end 
of all personal initiative and freedom, while the present 
system of practice is a valhalla of complete freedom, has 
no relation to reality. What freedom does the average 
GP or consultant possess ? What consultant dare refuse 
a call, even at the most inconvenient moment? What 
GP dare ignore a summons from a patient? No, the 
present archaic system is the acme of slavery and serfdom. 
Either from financial reasons or simply in order to build 
up a reasonable practice the practising doctor of today 
has no semblance of liberty of action. 


xk * * l 

If it must be Sicily or North Africa give me Sicily 
every time. Nobody seemed to be taking much notice 
of us as we tripped up the beach from our invading craft. 
That nonchalant air which characterises the British 
soldier as he steps out on a foreign strand, and which 
you have doubtless noticed in the news reels, is quite 
genuine. It seems the most natural thing in the world 
to Tommy Atkins that he should trail away into Sicilian 
orange groves and brew up as though he were on 
Salisbury Plain. I don’t know whether it was the custom 
in the last war, but when a meal or a hot drink is ready 


for serving, the cookhouse staff set up the cry, Tea 


up; or in the case of a set meal, Come and get it,” 
and the invitation is accepted with alacrity by all. But 
if we were casual in our demeanour as invaders, the con- 
quered people were even more so. True there were no 
“tears of joy,” but there was not the slightest sign of 
resentment; and many of the peasants gave us a smile 
and the V sign with their fingers as they passed by on 
The flight of Mussolini and his 
gang of thugs was a matter of great satisfaction to them, 
and many anti-fascists had seized the opportunity 
to deface the silhouette of Il Duce which appeared 
on nearly every white wall in the villages we passed 
through. Sicily, at all events, seems to have had a raw 
deal from the fascist administration. The villages, 
picturesque and bizarre when seen in the distance, are 
tawdry and squalid on closer inspection. Sanitation is 
primitive in the extreme, and the dwellings emit a dis- 
gusting smell which drifts well beyond the boundaries 
of the place. On the other hand, the picture postcards 
are exceedingly attractive. Furthermore, the inhabit- 
ants. are fortified by high-sounding extracts from Musso- 
lini’s speeches plastered on the walls of nearly every 
room of the schools and other public buildings. Ex- 
hortations to work, to multiply, to suffer, and if necessary 
to fight and conquer, have evidently served as political 
blood-transfusions for a poverty-stricken population 
for nearly two decades. , 
Having reached the new location in which the Unit 
is to function, one-settles down to the job of helping to 
make the wheels go round, and quickly becomes detached 
from the foreign background. The avalanche of patients 
descends on the establishment. The familiar rhythm 
of working, eating and sleeping is re-established. Etna 
and its wisp of volcanic smoke fade into the background ; 
the horizon is limited by a broken ring of GS Doubles 
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—as the ward tents are officially described—and the 
inexorable routine of disposing of the sick and wounded 
occupies nearly all of.one’s, waking hours. The reception 
` tents are never empty. One MQ cannot keep pace with 


the new arrivals. Constantly stooping over stretchers, ` 
which move along from the MO's section to the clerks’ . 
department like motor-cars on a moving belt, one writes 


the gist of the story and findings on the 3118 in 
staccato English reminiscent of Tidy’s Synopsis or Hey 
Groves. What a vast amount of repetitive work! 
Right thigh, middle anterolateral aspect, T and T 
wound, MG bullet. General condition good. Ward Sl. 
Morphine gr. 4. Evacuate.” And after the battle, the 
usual pattern is: Headache, loss of appetite, vomiting, 
shivering, sweating, 2 days’ duration. Spleen:palpable. 
For blood-film. Start quinine gr. 10 thrice daily. 
Fluids freely. Mi Ward.“ In medical units no less than 


in the combatant, war is characterised by long periods of 


inactivity and boredom, and short bursts of feverish work. 
_ Unfortunately during these active periods, when interest 
in medicine revives, the volume of the work makes it 
essential to concentrate on disposal of cases rather than a 
detailed study of their, medical aspects. It is imperative 
to perfect the art of spotting the really ill man—the can- 
didate for resuscitation and the probable ‘‘ MT ” who will 
slip through your fingers unless he gets his quinine 
intravenously within the hour. Perhaps one tends to 
underestimate the value of this kind of work. One is 
inclined to grumble about the contrast between clinical 
practice in the field and at the base, and one sometimes 
becomes quite cynical about the high-falutin ideas on 
what ought to be done expressed by old gentlemen in 
sumptuous general hospitals at home. But in more 
sober moments one is obliged to admit that under battle 
conditions the doctors put’up a pretty good show: 
expedience always looms large, but it doesn’t eliminate 
scientific medicine completely. | 

| * * * 

“We were recently accused of being pre-1914 in our 
outlook. However that may be, we still contend that the 
prime work for women, in that it is only they who are capable 
of carrying it out, is the begetting (sic) of children and the 
running of the home. We would go even further and add that 
for the majority of women this is a whole-time job and one 
which should be recognised as such by the State. Under 
modern conditions, in this country at least, all women un- 
fortunately are not able to subserve this function and for such 
we would suggest that there are at least two forms of work 


which they can do better than men—nursing and teaching of 


the young. So far as the former is concerned, it seems to be 
overlooked that no man can make an efficient nurse, whereas, 
to put it no higher, the average male doctor is just as good as, 
if not better than, the average female doctor.” 

—Editorial St. Thomas’s Hospital Gazette, October, 1943. 


My dark unconscious writhes and squirms 
Jo think how. woman cheats me. 
We must not meet on equal terms 
As complementary fellow worms 
In case the jade defeats me. 


$ When nature gave this rival twist 
To bearer and begetter 
She hid it in a jealous mist. 
I must insist, I must insist 
-That I am far the better. 


5 1 1 ; 

I am just returning to life after a go of tonsillitis— 
about as obviously organic a complaint as you could 
find—yet no less than three of my ci-devant friends 
` (now struck off) have already brought up the old couvade 
“ joke against me. don’t know whether there is 
any truth in the couvade notion, and don’t care, but it 
has got so widely held that an expectant father can’t 
get a blessed thing these days, from ingrowing toenail 
to cerebral tumour, without being labelled a neurotic 
dirty dog. Why, a chap I know had the most terrible 
toothache during one of his wife’s pregnancies, and even 
when the dentist opened a bag of pus bigger than the 
tooth he was still treated as a pariah. 


The Minister of Health has appointed Major William 
Woolley, MP, to be his parliamentary private secretary, in 
succession to Colonel Frank Medlicott, who has taken up a 
military appointment. 


kept. 


with it the rank of major. 
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| FROM THE PRESS GALLERY: . 

~ Pension of RAMC Officer’s. Widow - Ue es 
ON the motion for the ddjournment Mr. QUINTIN 
Hoaa raised the pension awarded to the. widow of Mr. 
William Bremner Highet, asurgeon of Wingfield Hospital, 
Oxford, who since the beginning of this war had acquired 


experience in dealing with soldiers suffering from nerve 


injuries. In 1942 he was asked to form a new centre in 
South Africa for soldiers injured in the Middle East. 


The post carried with it the rank of major. From the 


outset, said his colleague in the hospital at Oxford, it 


was agreed that Mr. Highet should go with the rank of 


major. But to his dismay he was commissioned as a 
lieutenant. His medical colleague took up the case 
immediately with the Central Medical War Committee 


and with certain Army consultants, Brigadiers Bristow, ° 


Cairns and Riddoch. ‘An assurance was given that Mr. 
Highet’s promotion was only a matter of days, and 
that he would not hold merely the temporary rank of 
major. Major-General Monro, consulting surgeon to the 
Army, sent the following letter to Mr. Highet’s colleague : 


I passed the letter to AMD 1 with the following comment : 
Highet most certainly would have been classed as a specialist 
surgeon (neuro-surgeon) and this, I maintain, should have been 
done before he embarked for S.A. to take up an important 
post. l 


Mr. Hogg also quoted from a copy of the War Office 


minute sent by D. P. Stevenson, DADG, from AMD 1, 
which said: It is unfortunate that promises were made 


in writing to this effect *—namely, that Mr. Highet 


should have a major’s appointment—“ by Brigadiers 
Rowley Bristow and Riddoch.” The minute went on to 
show that Mr. Highet was given the rank of lieutenant 


only because of the technical regulations then in force. 


The ship in which Mr. Highet was travelling to South 
Africa was torpedoed and he was drowned. . Now his 
widow was awarded only a lieutenant’s pension. The 
Secretary of State for War, with whom he Mr. Hogg 
had raised this matter, had admitted that if it was 


‘considered that the case justified exceptional treatment 


it would be possible under the Dispensing Warrant to 
grant the rank of major from a date prior to that on 
which the vacancy was filled. The Minister, however, 
added in his letter that he could not see that there was 
any question of breach of faith in Mr. Highet’s case. 
Mr. Hogg claimed that an injustice had been done. Any 


decent employer would have done exactly what he was 


The word of a subordinate would have been 
Nobody but the Crown would: treat an employee 
in this way. He doubted whether they were dealing 
with men so much as bureaucrats, born in a pigeon-hole, 
swaddled in red-tape, educated at the Treasury, and 
reaching manhood as a civilian in the War Office. When 
at last they were removed to another place no doubt 
there would. be written on the tombstone a Treasury 
minute instead of an epitaph, ‘‘ Passed to you for further 
consideration and comment.” If this was the way that 
the Crown treated servants and Sir James Grigg ad- 
ministered his office the sooner he moved from his position 
the better. l R 

Mr. ARTHUR HENDERSON, Financial Secretary to the 
War Office, in reply said that he agreed that Mr. Highet 
was an orthopædic surgeon of great ability who volun- 
teered for service in a special, indeed an important, 
„ in South Africa at the request of the War 

ce. 
carried with it the rank of major. Mr. Highet had had 
considerable experience in dealing with nerve injuries 
and there was no doubt that his services would have 
been of the greatest value. Mr. Henderson quoted from 
official correspondence to show that it was made clear to 
Professor Seddon, Mr. Highet’s medical colleague,. that 
on assuming the overseas appointment Mr. Highet 
would be raised to full specialist status, which carried 
Mr. Henderson had not been 
able to ascertain whether the contents of this letter were 
conveyed to Mr. Highet, but he thought they were. 
He claimed that unless and until Mr. Highet assumed the 
duties of his post he was. not entitled to the acting rank 
of major. e was quite ready to accept My. Högg's 


asking, 


He also agreed that the appointment as such 
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statement that promises were made by certain officers 
but they were not carrièd out before Mr. Highet left 
for his destination abroad. Sir ALFRED BEIT and Sir 
PETER BENNETT supported the plea put forward by 
Mr. Hogg. In reply Mr. ERSON said he was some- 
what loth to respond to Mr. Hogg because he thought 
he had made a vicious attack on Sir James Grigg. None 
the less in view of the strong representations that had 
been made he would certainly undertake to convey to 
the Secretary of State the feeling of the House that this 
case ghould be given special consideration. 


QUESTION TIME 


Disease and Famine in India 


Mr. R. W. SORENSEN asked the Secretary of Stàte for India 
what information he had respecting the cholera in Malabar 
and in other parts of India ; whether there was a shortage of 
drugs and medical supplies for civilian use in India; and 
what information he had received from the Central Govern- 
ment respecting the spread of disease, assistance needed in 
combating this, and the approximate deaths to date due to 
famine.— Mr. L. C. AMERY replied: There have been reports 
of cholera in various parts of India. I have not so far had 
any indication of any widespread outbreak or of any special 
difficulty experienced by the provincial governments con- 
cerned in dealing with the outbreaks of this or any other 
disease. I have not had recently any report of shortage of 
drugs or medical supplies for civilian use nor any special 
report from the central government respecting the spreading 
of disease nor any request from them for assistance in this 
connexion. As regards deaths due to famine, the government 
of India report that figures are as yet incomplete and un- 
reliable, especially in respect of the districts, and I am afraid 
it must be some time before the loss of life can be even 
approximately stated. It may afford some guide that in 
Calcutta mortality is reported as about twice the normal for 
the time of year and that between mid-August and mid- 
October about 2000 persons suffering from malnutrition have 
died in Calcutta hospitals. 


Diet of British Prisoners in Far East 


The Secretary of State for War, in reply to a question, 
stated that the reports received from theProtecting Power and 
the International Red Cross Committee regarding conditions 
in camps in Japan, Korea, Shanghai and Hong-Kong, indi- 
cated that prisoners generally were probably receiving a ration 
not less than that applicable to the Japanese depôt troops ; 
it consisted generally of polished rice with a little flour, 
vegetables, fish and sometimes a little meat; fruit was 
sometimes available in Japan and rations in Shanghai had 
often been supplemented from local supplies by the efforts of 
local friends or the International Red Cross Committee 
delegate. But the evidence left no room for doubt that these 
rations were inadequate to maintain our prisoners over a long 
pao in reasonable health and the Japanese Government 

been pressed to remedy its deficiencies in energy value, 
animal protein, fat, calcium and vitamins. In particular 
they had been asked to supplement the diet with soya beans 
(which contain practically all the deficient properties), but 
they had refused owing to alleged lack of supplies. They 
had also been urged to issue unpolished rice instead of polished 
rice, but they claimed that the bulk of the available rice was 
already polished ; some rice bran had, however, been issued, 


Medical Man Power 


Mr. HENRY WRITE asked the Minister of Health. if he would 
give consideration to the position of industrial areas where 
there was either a shortage of doctors or an inability to obtain 
satisfactory relief so that attention could be given to patients; 
if he was aware of the strain thus placed on the local doctors 
and the many long periods of waiting endured by the patients ; 
and would he take steps to put into operation some system of 
transfer that would relieve the pressure and secure a more 
equitable method of medical attention——Mr. E. Brown 
replied: The Central Medical War Committee and its local 
committees, in selecting doctors to make up the quota required 
by the Forces, do their best to maintain an adequate medical 
service for the civilian population, but I am afraid that insome 
areas there must inevitably be a heavy burden on the remain- 
ing doctors and some inconvenience for the public. For the 
areas most in need of help, arrangements are being made 
through the CMWC in accordance with a recommendation of 
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the Shakespeare Committee for the employment of suitable 
doctors as assistants in general practice. These will be 
selected mainly from those found unfit for service in the 
Forces and the powers of direction under the Defence Regula- 
tions will be used so far as appropriate for this purpose. 


Psychological Examination of Young Women 


Mr. Ruys Davis asked the Minister of Labour whether he 
had considered the representations from the council of the 
Magistrates’ Association, stating that they were alarmed at 
the number of young women sent to prison for failing to 
comply with his directions and urging that such women should 
be psychologically examined before they were prosecuted.— 
Mr. BEVIN replied: The present arrangements provide for 
such an examination to be undertaken where this seems 
desirable and I am exploring the possibility of improving the 
present methods of identifying appropriate cases for special 
examination. ‘ 


Rehabilitation of Prostitutes 
Mr. H. LINSTnap asked the Minister whether, as the fact 
that his department had found in practice that'it was useless 
to direct prostitutes into National Service indicated the need 
for a comprehensive inquiry to devise constructive measures 


to deal with the treatment and training of the social and ~ 


industrial misfit, he would now set up such an inquiry.— 
Mr. Bevin replied: I do not think that the difficulties of 
dealing with the class of person under the National Service 
scheme are a sufficient reason why I should undertake the 
suggested inquiry which would raise many social and medical 
issues extending far beyond the sphere of my department. 


f Letters to the Editor 


pocan e ta aa a t nest 


CONTRACTING OUT S 


SIR. Mr. Lucas Young, in your issue of Oct. 16. 
analyses the problem clearly enough up to a point, 
All the difficulties he pictures would undoubtedly arise. 
But he seems rather to imply that merely to forbid con- 
tracting out would prevent or solve them. He writes 
as if there were something obscure or unreal about that 
“ little something ” for which some citizens would wish 
to step outside the free and equal-for-all comprehensive 
medical service. l 

There is no mystery. The citizen would wish, first, to 
secure for himself half an hour of his doctor’s time.— 
When can you give me half an hour, doctor? I have 
something I want to discuss with you.” The clinic 
is all right,” said a young mother who came to discuss 
weaning problems, but they only give you two minutes. 
Les, literally ! ” 

Second, he would wish to consult a doctor who was not 
the whole-time paid servant of anyone, and who owed 
no allegiance to any corporate body, a man responsible 
solely to him and to his own conscience and free to speak 
his mind. They tell me at the hospital or The 
school doctor says. . — 80 I have come to you to ask 
your opinion.” 


Third, he would wish, sometimes, to consult his doctor 
without the knqwledge of friends, relations or neighbours, 
and occasionally he would have good reasons for desiring 
a consultation at his own home, though not confined to 
the house by illness. 

None of these, be it noted, is a frivolous extravagance 
or a foible of the rich. They are all reasonable things 
to wish for, all have their place in good practice, all are 
demanded and obtained every day as a matter of course 
from thousands of ordinary doctors by thousands of 
ordinary citizens who pay gladly for them according to 
their means. All would be difficult, some impossible, to 
obtain from a whole-time salaried service, especially 
from one based on clinics. Can anyone believe that 
citizens would not continue to desire these small but 
sometimes precious privileges ; can any doubt what they 
will do if the service cannot supply them and they cannot 
contract out ? They will go to any practitioner, regis- 
tered or not, outside the service, who seems able to 
supply what they miss. 

The truth is, of course, that although with good 
organisation and high taxes the state could in time provide 
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efficient. medical service for every citizen, it can never, 
by any expenditure or effort of organisation, provide 


for every citizen the best that private practice has to 


give; and if everyone must have the same the best 


must go. The state could provide for every citizen three 


good meals a day and ensure that nothing worse than 


second-best beef was ever served. It could never provide 
for every citizen a meal that a chef would call a first-class 
supper, and if all must sup alike then a first-class supper 
must be permanently denied to every citizen. Can we 
not have the courage to recognise that the best for 
everyone is an idle dream? 5 | 

I agree with Mr. Lucas Loung that the notion of con- 
tracting out is an unworkable compromise; but believing 
as I do that the best should not be sacrificed to the 
average, and that freedom is worth its heavy price, I 
hope the citizen who prefers a free man for his doctor 
will never be made to wish he could contract out. 


Hampstead, N.W.3. LINDSEY W. BATTEN. © 


SR, — The obvious conclusion to be-drawn from the 
first half of Mr. Lucas Young’s interesting letter is that 
those who are not covered by a “f state scheme should 
join a contributory scheme which would give the full 


advantages of private practice without the fear of un- 


known medical expenses. His analogy of medicine with 
education breaks.down on this point, because when a boy 
is sent to a public school one knows almost exactly what 
the expense will be, and this is impossible in the case of 
sickness unless one is covered by some insurance scheme. 
If, as suggested in my letter of Sept, 18, the Government 
subscribed to such insurance schemes for all those who 
joined, which is democratically just, then much of the 
argument of the latter part of his letter would lose its 
weight, as the Government would be making provision 
even for those in the voluntary scheme, and no-one can 
imagine that prices and salaries are going to remain 
static for the next twenty years, so there is always the 
possibility of revision. 
The real question is whether it is good for private 
practice to continue, and this cannot be supported on the 
ground that it gives an extra source of income to doctors. 
The analogy that Mr. Young draws with food is quite 
apt. Efficient medical attention is essential, but it is 


neither so essential or so universally required as’food. 


Surely therefore, according to Mr. Young’s argument, it is 
necessary. that every citizen should get his food free and 
standardised even more than his medical attention? But 
in fact we know this is neither intended nor desirable.’ We 


do not expect to live all the time on basic rations, nor 


do we wish all the time to be compelled to have standard- 


ised compulsory medical service. Progress demands 


that we give the fullest liberty for improvements to be 
made—luxuries they will be considered at first, just 
as baths, handkerchiefs and clean linen used to be con- 
sidered. Before long however the state patients will 
demand and obtain them. Furthermore “ Lady B.” 


is a human being as much as anyone else, and those who 


do personal medicine know that treatment which is 
not willingly accepted is seldom so satisfactory as when 
y then should she be com- 
pelled while she is ill, when she is allowed to be free while 
she is well ?—especially if we can so work it that her 
desire for special treatment may be used to raise the 
whole standard of treatment for others. | 


Lady B. may be largely a social problem. But how 


about the busy civil servant, the company director and 


many others whose time is valuable to the community 
as well as to themselves ?. Are these to be forced, when 
they have a trivial ailment—which may not be so trivial 
—to attend a health centre and waste their time waiting 
their turn instead of asking the doctor to call at a con- 
venient time? Or if, for the public benefit, they are to be 
Allowed this privilege they will not be. treated the same 
as others, and the whole basis of the unified service breaks 
down. It is probably impossible to make a compre- 
hensive system which shall be absolutely just and logical, 
but life is not all logical by any means, and the financial 
standard is one which is well understood and is a mode- 
ately rough guide. If those below the NHI limit were 
also allowed to opt into the contributory scheme it is 
most likely that many would elect to pay the extra four 
or-five pounds per annum required on top of the govern- 
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ment contribution. They would value the extra con- 


veniences of private practice, the avoidance of waiting | 


for relatively trivial attention, the extra comfort of 
nursing- homes, &c. The doctor might reap. some 
monetary advantage from baving such patients, but the 


great advantage he would gain would be the ability to . 
see a patient without the state being atertium quid, and 


the patient would gain the same inestimable benefit of 
feeling free. (I do not here refer to freedom of choice 
which could, I think, be as obtainable under a state 


scheme as in present circumstances.) The danger of all 


planning, as even the Fabians from their latest symposium 
are coming to recognise, is that people may lose their 


freedom, and it is their individuality that a doctor should 
seek to cultivate as an essential part of their health. 


And the state should do its utmost to help them in this 
for the sake of its own political vitality and health ¢ for 
states can be sick as well as individuals, and mental 


moral sickness is even worse and more intractable than [| 


physica] illness. i 


' Winsford, Cheshire. W. N. LEAE. 
SMR, Mr. Lucas Young pointed out the difficulties 
of a medical practitioner under a state scheme wherein 
the whole population is compulsorily taxed to provide 

the (at present) ethereal boons of state medicine 
He assumes that it might be possible for a patient to 
pay extra to the state doctor to get a little extra atten- 
tion. The policy of allowing a panel patient to go to 
another panel doctor for ‘private: treatment has 
always been a doubtful one, and it is presumably on this 
analogy that the state doctor might. be allowed some 
such privilege. But, as Mr. Young shows, its working 
would be so difficult as to make any such arrangement 
most undesirable. The state doctor must be content 
with his state lot—or lottery. . He cannot run with the 

state fox and hunt with the free practitioners.. .. _ 
For. one. cannot agree with Mr. Young’s conclusion 
To begin with, there are 
still a very large number of.practitioners who joined the 
profession under the impression that it was a free one. 
To. force them into a whole-time salaried service seems 
highly unjust, even for the compelling ideas of the state. 
Further, the presence of a free profession alongside the 
state doctors is eminently desirable as a competitive 
stimulus to both parties. Where private practice and 
state doctoring run side by side, as in many Crown 
Colonies, it is the private practice that gets all the best 
of the work, even though there are many able doctors 
in the Colonial Service. 


to a free profession on any ground except the prejudice 


‘in the minds of the Whole-time State Slave wallahs. 


‘Perhaps the real objection to Freely Practising 
Doctors is that it would give the whole miserable 


show away. For the presumptuous assumption of the 


Beveridge report that doctors must be available for 
everyone is only an underhand method of taxing everyone 
to pay for those who like a few penn’orth of state dope— 
about six penn’orth a time at tbe present rate of panel 
pay—very cheap. The existence of free doctors would 
imply that all would not want the state doctor. The 
chances are that the implication would be right, and that 
no-one would be seen near a state doctor if he could 
afford a free doctor. : 


Perhaps the most pertinent argument for the free 


doctor is that, unless he exists, anyone with a little 
money will be driven to the Continent or to America 
if he wants a little first-class private practical medicine. 


And no doubt he will be catered for. The patient might - 


argue that if he is willing to pay for a little personal 
attention, he is going to see that he gets it. 

In contemplating the whole rather unnecessary busi- 
ness of state medicine one is impressed by the failure 
of the panel system. i 
taken to pay the doctor at ‘‘ piece-wark rates for what 
is fundamentally piece-work, instead of endeavouring 
to extract the last ounce of work out of the doctor for a 
sweated salary called ‘‘ capitation fee,“ it would have had 
a more rational basis to work on and might have bred 
something other than distrust in the minds of those who 
originally entered a free profession. be 


Chis wick, W.4. TE THOMAS ‘NELSON. 


Nor can there be any objection “ 


If the state had originally under- | 
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THE GOVERNMENT AND THE PROFESSION 


SI, — The Annual Representative Meeting of the 
British Medical Association has agreed upon certai 
principles by which any Government proposals for 
reconstruction of the health services are to be judged. 
These principles would restrict progress to a postwar 
“two-way extension of National Health Insurance. 
This is considered by the ARM to be a step towards 
a 5 of Assumption B of the Beveridge 

po. e 

The public, however, is becoming increasingly aware 
of the deficiencies of the medical services, which do not 


allow of a full application of modern medical science to 


the prevention and cure of ill health. Further, many 
octors aré coming to realise that their working condi- 
tions hinder professional efficiency. 

The proposals of the Beveridge report have offered to 
our profession great opportunities to contribute to social 
progress, which it has not yet seized. The proposals of 
the annual representative meeting, indeed, are likely to 
impede rather than be a step towards the comprehensive 
health service promised by the Government. The 
decisions of the ARM have not been well received by 
the public, and the continuation of an unhelpful attitude 
on our part must inevitably injure the status of the 
profession. | 

In the absence of the white-paper the ARM dis- 
cussions this year had an unreal quality. There is 


` ample evidence that if and when positive and pro- 


gressive proposals arè actually put before the profession 
by the Government, there are sufficient medical men to 
ensure that these proposals. receive careful and sym- 
pathetic consideration and to codperate: in working a 
progressive scheme. 

The signatories therefore urge the Government to 
produce without delay the promised white-paper, which 
they are confident cannot but provide a true implementa- 
tion of Assumption B in all its aspects. They hope that 
those who hold similar views will be encouraged by this 
letter to join them in expressing their support of this 
view. 
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Hill; W. Hinds; B. Hirsh; S. Hodgson; R. G. S. Howe ; 
S. R. Hulton ; J. H. Humphrey. 

P. Inwald. , . 

M. Jacob; A. L. Jacobs; A. S. Jarman; T. Francis 
Jarman ; M. B. Jay; E. Clifford Jones; J. C. Jones; H. Joules. 

P. Kaplin; S. Kaye; I. J. Keidan; E. F. Kelly: E. Kerner; 
P. Kidd; E. W. Kirk; T. H. Kirk; Brian Kirman; B. 
Klempamn.. 


RETREAT To 1938 


Newman; N. Newman; R 
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Norman Lawrie: V. W. Lees; S. Leff; J. G. L’Etang ; 
Harold Lewis; J. Liddell; S. J. Lipetz; F. J. G. Lishman ; 
R. C. Lowe; F. M. Lucas; G. R. W. M. Luntz; R. A. Lyster. 

Alison MacBeth ; C. MacDonald; B. C. Macirone; A. E. 
McCandless; Donald Macleod; A. R. McGregor; James 
McNabb; H. H. MacWilliam; Joan Malleson; R. A. 
Manclark; M. Marcus; L. M. Masterman; G. H. Miles; 
E. H. M. Milligan; E. Minalt; D. A. Mitcheson; L. J. 
Moir; E. Montuschi; H. Munro; D. Munro-Ashman ; 
J. J. Murnane ; A. L. M. Morrison. 

W. D. Newcomb; Peter 8 M. Newfield; Edmund I. 

S. O Boyle; Greta Olsson; 


G. M. Osborne; R. L. 
Osmaston ; James O' Connor. 

Joseph Parness; J. F. Payan ; E. Pearce; B. 
Perchman; A. Phillips; L. Phillips; M. R. Pollock; 
H. W. Pooler; R. Poots; Janet Posner; J. Powell-Evans; 
J. D. Proctor; D. M. Pryce; Anthony W. Purdie ; R. F. Price. 

R. H. Rankin; Alexander Reid; M. P. Rhodes; J. 
Robinson ; H. D. Rosenberg; J. Ross; Kathleen Ruther- 
ford; V. C. Robinson. 

R. Schultz; F. E. T. Scott; J. A. Scott; C. I. Schiff ; 
R. P. W. Shackleton; W. J. Sheehan; A. I. Silverman ; 
B. Singh; F. E. Smith; S. Smith; D. H. Smyth; E. Snell; 
Arnold Sorsby; Max Sorsby; M. Stein; Wm. Stott; . 
J. Mitchell Stuart; Barnet Stross; H. W. Swann; F. A. H. 
Simmonds. N | 

E. N. Taffs; F. Taylor; Evelyn Terry; M. D. Thakore ; 
Felix F. Tietze; O. F. Thomas; R. H. Foothill; D. M. 
Trice; P. Fyrer; S. M. R. Thomson. 

C. K. Vartan ; M. Le Vay; Noel Vinter; H. E. Vickers. 

M. Wayne; David Waxman; E. Westerlow; Joyce M. 
Wigram; E. A. Worley; R. R. Wilson; John Winning ; 
A. H. Wortman. 

P. Yarrow; S. L. Yates. ; 


RETREAT TO 1938 


SR, We wish to record our profound disappointment 
with the decisions taken at the Annual Representative 
Meeting of the British Medical Association. We had 
hoped that the ARM would reaffirm its support for a 
national medical service to cover 100% of the population 
and that it would develop its 1942 proposals for health 
centres. Instead of that, we have to witness a retreat 
from the progressive decisions of 1942 to the timid and 
out-of-date proposals of 1938. The BMA has taken one 
step forward and two steps back. 

The recommendation for a two-way extension of the 
panel system would seem to preserve the evils both of 
crowded panel practice and competitive private practice, 
while the recommendation that the development of 
health centre practice should wait until experimental 
centres have been tried out may result in indefinite 
postponement. 

We would urge the council of the BMA to reconsider 
their. timid programme not in terms of prewar 1938, 
but in the light of present aspirations and postwar 
opportunities. The medical profession resisted the 
introduction of National Health Insurance in 1911. 
Today it appears that our biggest organisation, the 
BMA, may resist the introduction of a comprehensive 
medical service as required for the Beveridge plan of 
social security. Are we as a profession, to be blamed for 
trying to put the clock back twice in a generation ? 

T. H., ALMOND. JOHN PEMBERTON. 

M. ATKIN. A. SMITH. 

C. H. BOSENBERG. 

Una M. CAMPBELL. 

BALBINA DROLLER. 

M. MIDDLETON. 
Sheffield. 


Memo&1at TO Pror. WARRINGTON YoRKE.—The council 
of the Liverpool School of Tropical Medicine is to use Sir 
Robert Rankin’s gift of £500 to commemorate the scientific 
work of the late Prof. Warrington Yorke. They will 
award a memorial medal twice yearly on the result of the 
examinations held for the diploma in tropical hygiene. 


Captain Edward Raymond Stone, mp, Washington, 
RAMO, was posted as killed last March (Lancet, 1943, i, 448). 
But we are glad to learn that his English namesake, 
Captain Ernest Richard ‘Stone, MB CAMB, RAMO, Of Coulsdon, 


Surrey, is alive and well. . 
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cu. ROWNTREE 
MBLOND,F ROS 


UNT illness stopped his work two years ago, Cecil 
Rowntree’ had a large surgical practice in and around 
London. He was widely esteemed and widely liked, 
and he used his talents. unsparingly: in the campaign 
against cancer. 

His suis W. G. Rowntree, was a London prac- 
titioner, and he was educated | 
at University College and the 

Middlesex Hospital. He was 
well equipped in body, intellect 
and imagination, and by hard 
work he gained- his surgical 
fellowship early and became sur- 
gical registrar at his own hos- 
pital. A gay courageous fighter 
to the end of his life, he be- 
gan his fighting career (writes 
à friend) when on a matter of 
principle he took a decision 
which closed the door to quick 
_ security ‘and higher appoint- 
ment. From then onwards 
principle and loyalty, always 
came before .expediency and 
personal advantage: he never 
compromised. He fought for 
reforms and innovations in all branches of our profes- 
sion, and was ever ready for change. A rut to him was 
a grave without the ends. Later in life he expressed 
himself well pleased with his early choice, because of 
the „ the opportunities and the work it had 
rought.“ 
Apart from a period of service in the RAMC during the 
war of 1914-18, this work chiefly revolved round the 
Royal Cancer Hospital, of which he became senior 
surgeon, the Dreadnought and Woolwich Memorial 
Hospitals and the cottage hospitals at Caterham and 
East Grinstead. Rowntree was a good technician and a 
dexterous surgeon. He began practice at a time when it 
was customary to operate on private patients in their 
homes or in poorly equipped..nursing-homes, and he 
became inured to difficulties; indeed, he liked to work 
on his own and until later years often operated with 
only the theatre sister to assist him. The patient always 
t in his mind, and he was a pioneer in the use of- 
premedication. Considerate and charming, he made his 
assistants and his patients into friends. To him the 
man was greater than his accomplishment and the sick 
more important than the sickness.” He always listened 
attentively to the views of younger men and tried to help 
them. Though he was best known as expert on cancer 
—especially perhaps cancer of the breast—and he did. 


much to develop the present technique of radium .- was broad and in particular he became an adept with the 


therapy, it was in the wider scope of general surgery 
that his ideas found full play, and those whom he taught 
have much to remember him by. 

From the launching of the British Empire, Cancer 
Campaign Rowntree was associated with it as repre- 
sentative of the Cancer Hospital. Until two years ago 
he was deputy chairman of the executive; and as a 
committee-man he was invaluable. Whatever he said 
commanded, attention because of his thorough know- 
ledge and lucidity, and his tactful way of dealing with 
difficulties made him an asset in council or on deputation. 
He did much to steer the Campaign through its years 
of infancy, and bring it to its present assured position. 
He was also vice-president, and a member of t oo 
tive, of the Union Internationale contre le Caric 

An athlete in his youth, he was a tall, handsome man, 
of commanding presence both in the theatre and outside 
it. His yellow Rolls-Royce car—he had the same 
chauffeur from the beginning—was long a familiar sight, 
and on social occasions he showed himself one of the best 
after-dinner speakers in the profession ; he could always 
-be relied on for a good and witty speech that was neither 
too long nor too short. With his wife he made a home 
which friends were eager to ehter and left inspired. 
Despite all preoccupations, he insisted on finding time to 
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build up a friendship “with his. children and to plan and 
guide their lives and education. He leaves two sons and 
a daughter. His death on Oct. 14 ended four years of 
wearisome ill health, from which he knew there could be 
no recovery ; but his friends felt that the ere lay 
with him. - . 
ANDREW JAMES. can 
B Sc, MB EDIN; FR OSE 


Mr. Caird of Carlisle died at Edinbuigh on Oct. 11 


at the age of 52. He was an able, active and versatile 
man, whose death will be widely regretted. 

Son of the Rev. David Caird, he was born at Perth and 
educated at the Perth Academy where he was dux. 


taking his MB in 1916, and he gained many students 
prizes. Joinin g the RAMO, he was soon sent to Salonika, 
and he worked for a year on the rehabilitation of ortho- 


pædic and other surgical cases at a convalescent camp. | 


On being invalided home in July, 1918, he continued this 
‘interest at Shepherd's Bush under Sir Robert J ones, 
and also served at the Edinburgh war hospital under Sir 
Harold Stiles. On demobilisation: he became tutor in 
clinical surgery at the Royal Infirmary. and demonstrator 
in anatomy. His association with: Carlisle began. in 
1920 with a post under the Ministry of Pensions, and 
three years afterwards he was elected to the staff of 
the Cumberland Infirmary. Later appointments -in- 
cluded those of surgeon to the Carlisle Dispensary, 


consulting surgeon to Cockermoyth | Cottage’ Hospital 


and the City General. Hospital, and orthopeedic: ‘surgeon 
to the Carlisle Cripple Clinic. -- 

Outside surgery Caird: gave. mich time and thought, to 
schemes for the welfare of young people, especially in 
connexion with the Boy’s Brigade and the Training 
Corps. Like his father he was a Congregationalist, and 
he became president of the Congregational Union of the 
‘North of England. He wrote verse; his etchings and 
Wwater-colours were exhibited at the Royal Scottish 
Academy and elsewhere ; and he enjoyed gardening 
and fishing. He lately lost his eldest’ son, who was 


serving in the Royal Air Force, and Mrs. Caird is: left k 


with two younger sons. 


' STEPHEN THOMAS FALLA 
MD LOND, M RO a 
, News of the death of Stephen Falla on Sept. 16 comes 
from the Middle East where he was serving as a medical 


Po He was 33 years of age, and son of the late 
Ifred Falla of Guernsey. He qualified in 1933 from the 


’ 


London Hospital, where he was emergency officer before. 


going to the Brompton Hospital as e 


He was also house-physician at the Royal Free and resi- 


dent medical officer at the Royal Masonid Hospital. In 
1937 he was elected physician to the Norfolk and Norwich 
Hospital and assistant physician to the Jenny Lind 
Hospital for Children. His experience at the. Brompton 
had given him a special interest in chests, but his outlook 


gastroscope. He showed. both promise and charm. He 
was keen and conscientious” writes a colleague, „in all 
that he. undertook to do, and “ his enjoyment of life 


endeared him to many.” He loved ee and sailing, and. 


he was an ardent and strong swimme 

Falla was hon. secretary of the Norfolk and Norwich 
Medico-Chirurgical Society, and when war broke out he 
organised a blood-transfusion service for the county and 
city. Two years ago he joined the RAMO, in which he 


-held the rank of major. He was working in a base hospital. } 


MEF, and lost his life while bathing. 


EDWARD HENRY ALLON PASK | 
NM D LOND 
Dr. Allon Pask, medical superintendent of: the Wright- 
ington Hospital and a consultant tuberculosis officer of 
the Lancashire county council, died on Oct. 4 at his 
home on the hospital estate. He was born at ‘Worksop 


in 1884, graduated in medicine at Sheffield, and later took 


London degrees. After 15 months of house a appointments 
at the Sheffield Royal Infirmary and a period of private 
practice he entered the Colonial Service and was posted 
to Nyasaland, where medicine was tempered with big- 
game shooting. He then returned to the Sheffield 


He 
graduated in arts and science at Edinburgh. before 4, 
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Rey: val Infirmary and boosie senior house-physician and 
resident surgical officer. After a term at North St. 
Pancras’ ary as assistant ‘medical superintendent; 
he finally entered the tuberculosis service, beginning as 
assistant to the late G. B. Dixon at the Birmingham 
Tuberculosis Dispensary and Yardley Road Sanatorium. 
This was during the period of “ mass inoculation of 
tuberculin, about the time when the National Insurance 
‘Act came into force. Later he became medical superin- 
tendent of the Salterley Grange Sanatorium, near 
: Qheltenhami, where ‘his chairman was Neville Chamber- 
lain. In 1913 he entered the service of the ‘Lancashire 
County Council and was engaged in dispensary work till 
the outbreak of the late war, when he joined the Forces, 
returning in 1916 to, become the first medical superin- 
tendent of High Oarley Sanatorium, near Ulverston. 
In 1931 he was promoted to the newly built Wrightington 
`- Hospital for non-pulmonary tuberculosis (226 beds), and 
-~ his responsibilities there were much increased by the 
construction of an EMS Hospital (252 beds) during the 
Present war. He was also responsible for the dispensary 
~ work in the surrounding Wigan county area, with a 
‘ Population of 105, 000. 
„In 1930 Pask went to Canada and the United States 
With the party of British tuberculosis officers. He also. 
© undertook, at the request of the Ministry of Health, an 
investigation in Germany into the merits of Gerson’s 
salt-free diet. He was both a good administrator and 
a good clinician : urbane, thorough and competent, he 
earned. the confidence, respect and affection of his 
colleagues. He leaves a widow. 


VICTOR VARTAN MUIR 
M B EDIN 


a Dr. Victor Muir was lost at sea during July when the 
a ship in which hen was returning to Nigeria was sunk by 
enemy action. He was the son 
of Dr. Ernest Muir, medical 
secretary of the British Empire 
Leprosy Relief Association who is 
at present in charge of the Lepro- 
sarium in Trinidad. Victor Muir 
Was educated at George Watson’s 
College, Edinburgh, and graduated 
in medi¢ine from the University of 
Edinburgh in 1939. The follow- 
ing year he took the diploma of 
tropical medicine and hygiene and 
entered the Colonial Medical 
26 Service. After holding a house- 
appointment at the Edinburgh 
Roy ral iay he was posted to Nigeria in October, 
1940. He, returned to this country in March of this 
year and during his leave passed the clinical e 
for his MD. He leaves a widow. i 
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Infectious Disease in England and Wales 
„ | WEEK ENDED OCT. 16 
i - - Notifications.—The following cases of infectious disease 
„ were notified during the week: smallpox, 0; scarlet 
fever, 3324; whooping-cough, 1482; diphtheria, 707; 
11 paratyphoid, 3; typhoid, 53 measles (excluding 
ss rubella), 67 53 ; “pneumonia (primary or influenzal), 569 ; 
‘puerperal. pyrexia, 153; cerebrospinal fever, 37 ; 
fi poliomyelitis, 19; polio-encephalitis, 0; encephalitis 
u: jethargica, 5; dysentery, 253; ophthalmia neonatorum, 
* 87. No case of cholera, plague or typhus fever was 
d: “notified during the week. 
he number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Oct, 13 was 202 During the 
previous week the following cases were admitti? ‘scarlet fever, 
254; diphtheria, 50 ; measles,.15 ; whooping-cough, 43. 
' Deaths —In 126 great towns there were no deaths 
from enteric fever,.2.(0) from measles, 2 (0) from scarlet 
15 fever, 6 (0) from whooping-cough, 7 (0) from diphtheria, 
€; 58 (10) from diarrhcea and enteritis under two years, and 
15 18 (6) from influenza. The figures in parentheses are 
those for London itself. 
land B am each reported 8 deaths from diarrhoe. 
a verse 3 fatal Cases ef diphtheria at Wolverhampton. 
j The number of stillbirths notified during,;the week was 
232 (corresponding to a rate of 35 per thousand total 
births), including 19 in London. 


` 


A 


tion, who investigated the incident, believed that 


Notes and News < 


. NEWS FROM CHINA 
Ir is with pleasure that we welcome the reappearance. of 
the Ohinese Medical Journal, whose publication was. SUS- 
pended in December, 1941, owing to the occupation of the 
Chinese Medical Asscoiation's offices by the Japanese. War- 
time conditions made it impossible to obtain the necessary ` 


printing facilities for such a journal in free China, but through 


the generosity of the China Foundation of the USA an office 
has been opened in Washington (the address of which is 
PO Box 6096), and the first number issued from there. It is 
‘proposed to continue publication from America quarterly 


until the end of the war, a medical digest being at the same | 


time issued in the Chinese language from Chungking, in place 
of the former National Medical Journal. 

The new journal is edited by Dr. J. Heng Liu and Dr. 
Szeming Sze (the latter will be remembered by many former 


friends and associates at Cambridge and St. Thomas 's), and 


contains many valuable articles and reports related to health 
conditions and medical services in China under the stress of 
wear. They include accounts of typhus fever in Kunming 
and Shanghai, subtertian malaria in Yunnan, the present 
status of malaria in free China, and epidemio prevention and 
control. This last articie, which has particular reference to 
outbreaks of plague and cholera, contains a description of the 
activities of the Weishengshu Anti-epidemic Corps, which, 
working from headquarters in Chungking, provides mobile z 
units for despatch to any area in which an outbreak occurs. 
In one year this corps participated in the control of plague. in 
Fukien, Chekiang, Kiangsi and Hunan; of cholera in seven 
other provinces ; of typhus and relapsing fever in Hupeh and 
‘Honan ; and of various epidemics of meningitis, malaria and 
smallpox. During this period they- administered nearly 
600,000 preventive inoculations and carried out widespread 
measures of investigation and disinfestation. | 
In connexion with one epidemic of bubonic plague—at 
Changteh, in November, 1941—a fact is recorded which raises 
the possibility of enemy action as an instrument in spreading 
bacterial war. It is stated that a few days before the out- 
break, ‘Japanese planes appeared over the city, dropping . 
packets of grain and rags, and it was in the very districts in 
which these strange parcels were delivered in this unusual 
fashion that the epidemic first made its appearance. Dr. R. 
Pollitzer, epidemiologist of the National Health Administra- 
lague- 
infected fleas had been embedded in ‘the grain and 155 and 
that they thus spread to the rats of the neighbourhood. . | 
The journal contains news of various agencies and relief 
organisations working in, or on behalf, of China during the 
war, and it is noteworthy that the Henry. Lester Institute of 
Medical Research is still functioning, though under a Japanese 
director. We regret to hear that the Peking Union Medical 
College and Hospitel, with their magnificent buildings and 
equipment, have all been seized by the Japanese, the college 


closed, and the former director, Dr. H. S. Houghton, interned. 


‘In the Students’ Guide (Lancet, Aug. 28, p. 269) the Prince 
of Wales’s General Hospital was e placed among 
the hospitals of group B. These are hospitals which as a 
result of bomb damage or for other war reasons can offer 
only outpatient teaching. Actually the North-East London. 
Postgraduate College of the Prince of Wales’s Hospital is 
once more offering teaching almost of prewar scope. In- 
patients, outpatients and special departments are all open to 
‘postgraduates, and clinical demonstrations, ward rounds and 
lectures have been arranged both there and at allied hospitals. 
The special departments give experience in allergy, eye and 
‘ear diseases, skins, fractures, genito-urinary and gynæco- 
logical conditions, neurology, pediatrics, psychiatry, physio- 
therapy and dental work. The Middlesex County Council 
centre for the treatment of venereal diseases i is also held at 
the hospital. Instruction is given in administration of 
anzsthetics and courses in infectious fevers and psychological 
medicine can be arranged at associated hospitals. The North 
Middlesex, with 1000 beds, is among the hospitals collab. ` 


. orating in teaching. The college is recognised by the 
University of London as a place for postgraduate study for- 


tho MD and MS degrees and for diplomas in child health and 
anæsthetics.. Doctors: practising. in the. neighbourhood. are 
invited to become members and special arrangements are 
made for their attendance at lectures and clinics—a method 
of making the teaching hospital the centre of local medical 
life and interest which might be copied elsewhere. 


* 
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_ 5 of Oxford 
In a congregation held on Oct. 14, the following degrees 5 


were conferred : to 
BM, BCh—Thomas Stapleton (in, Derion): ~ G: F. Bader, T. Ð. S 
Stowell, A. J. Watkin, G. E. Davies, Helen M, O. Morley (in A 
Theodore Williams Scholarship. An examination for 
this scholership will be held in the Sir William Dunn 


School of Pathology on Wednesday, Nov. 17, at 2 Pm. The 
scholarship is open to any member of the university, who on 


June 30, 1943, had not exceeded twenty-six years of age and 
had attended a course in general pathology and bacteriology 
in the school either in 1942-43 or 1941-42. Candidates should 
inform the Professor of Pathology before Nov. 13. - 


University of Cambridge 
On Oct. 15 the following degrees were conferred : 
MD.—M. J. Clow and A. L. manny. (by proxy); H. L. Hoffman 


and B. L. F. Heydon.. 


wilson, A. J. Gray, ] , D: O. 1 1105 J. L. S. 
proxy) ; ; W. V. Bowman. 


AMB. . s 7. Potts and G. H. Ward (by proxy). 


Royal College of Surgeons of Edinburgh’ : 
At a meeting of the college held- on Oct. 20, the following 

office-bearers were elected for the ensuing year: | 
President, Prof. R. W. Johnstone; mee -president, Mr. J. W. 


Struthers; secretary and treasurer, Mr. K. Paterson Brown; 
members. of 1 Council, Mr. James Graham, Sir John 
Fraser, Pirie Watson, Dr. G. Ewart Martin, Francis 


Jardine, 0 M Mr. W. Quarry Wood ;. representative on the General 
convenor of museum com- 
tee, Mr. W. Quarry Wood; and librarian, Dr. Douglas Guthrie. 


The following were elected to the fellowship:: 
William Cowell, MB DURH:, Evan Griffiths, MB LOND: W. G. 
SOLR WoT Me MELB,; A. M. Howard, 1. . 05 ; 8. Mann, MB 


GLASG 3 G. C. Neill, MB EDIS i St. O’Connell, MB NUI: 
Young, MB: GLASG. 


Medical Casualties | 


The following casualties Have: been announced recently : 


. Kiltled.—Captain H. 70 Greeves, MB BELF., RAI. 

e Dresi led.—Surgeon Lieutenant- P. H. Colver, 
MR RIRM., R 

Wounded Cap tain J. H. F. Brotherston, MB FDIN., RAMC. 

Prisoners of War in Japanese hands.— Flight-Lieutenant R. A. 
Cumming, MB ABERD., RAFVR, Flight-Lieutenant. A. N. H. Peach, 
MB BRIST. »RAFVR; and Flight- Lieutenant W. N. Riley, MRCS, RAFVR. 


Four Years’ Plan for Children’s Nurseries 7 
The Minister of Health has received a deputation from the 


National Society of Children’s Nurseries on its four years’ 


plan for nursery development after the war. The deputation 
was headed by the chairman, Major C. H. Nathan, and in- 


. cluded Lady Gunston, Mrs. W. H. Norton, Sir Bruce Bruce- 


1 


, 


Porter, Dr. Bjérkegren, Dr. Ursula Shelley, Miss Evelyn 
Pantin, Miss Alma Fox and Mrs. F. V. Enthoven. Mr. 
Brown promised to give full consideration to the society’s 
representations for postwar nurseries on an extended scale. 


Royal Society of Medicine i 


On Tuesday, Nov. 2, at 2 P, Mr. S. A. S. Malkin will ance 
his presidential address to the section of orthopsdics-on the 


contribution of orthopedic surgery to hospital development. 


Afterwards Major R. Soto-Hall, USAMC, will speak on the. 


training of an orthopsedic surgeon i in the USA, and Prof. Harry 


Platt on orthopsdic surgery and the future. The section of 


pathology will meet on the same day at 4 PM, and there will 
be a general meeting of fellows of the society at 4.30%m. At 
the section of history of medicine on Nov. 3, at 2.30 Tu, Dr. 
'E. Ashworth Underwood will read a paper on Antoine Lavoi- 


_ sier and bis predecessors in the field of respiration and meta- 


bolism. On the same day, at 5 Pu, Sir James Walton wil] 
give his presidential address to the section of surgery. He is 
to speak on injuries to the common bile-duct and Surgeon 
Rear-Admiral G. Gordon-Taytlor, Prof. G. Grey Turner and 
‘Dr: E. R. Flint will open the discussion which is to follow. On 
Nov. 5, at 10.30 am, Mr. T. B. Jobson is to give his presidential 
address on the audibility of the radio voice and the discussion 
will be opened by Mr. John Snagge and Mr. W. M. Mollison. 
At the section of anesthetics at 2.30 PM on the same day 
Squadron-Leader B. G. B. Lucas will read a paper on pul- 
“monary complications following simple hernia operations. 
The section of laryngology is meeting at the same hour when 
Mr. Mollison is giving his presidential’ address on pain in 
laryngology. Afterwards Dr. Wilfred Harris, Captain 
A. G. M. Weddell and Mr. C. P. Wilson are to open the 
discussion. 


‘ 
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‘British Social Hygiëne Council Erne ee ee 
On Monday, Nov. 1, at 3.30 Pm, Sir Walter. ae 
Brown, the president of the council, is to give an address 
on social biology and planning. The meeting will be held 
at BMA House, Tavistock . London. W. C. 1. 


Bristol Merger e 
The committee of management of tho Bristol Aeroplane 
Company Employees Hospital Fund and the council of the 


Bristol Hospitals Fund (Inc.) have agreed (subject to ratifica- 
tion in accordance with their existing constitutions) to com- 
bine and merge their funds and interests and to set up a. new 


amalgamated fund. The governing body of the new fund 
Will consist of the following representatives: 25: employee 
contributors, 5 employer contributors, 2 from the Bristol and 
District Divisional Hospitals Council, 7 from voluntary 
hospitals, 2 from medical staffs, the chairman of the Bristol 
health committee, the Bristol MOH, 2 from the University of 


Bristol, 2 from the Bristol Trades and Labour Council, and 1 


from the Bristol panel and local medical committee. 7 


Medical Honours 


The following awards have ere made to medical officers : 
OBE (military division).—Lieut.-Colonel H. W. Farrell, FRCSE, 


DSC.—Surgeon Lieutenant M. J. Hood, MB GLASG., RNVR. 

Hood was serving in a destroyer. While she was on convoy 
oe duty last winter a signal was received from another escort 
ship asking for medical attention for injured men- 
made it impossible to get seaboats away and the only alternative 
was for one ship to go alongside the other. This was achieved, but 
owing to the wind and swell it was dangerous for both ships to remain 
together for more than a matter of seconds. As the vessels, both 
of which were covered in ice, closed, Hood jumped from one ship to 
m other. One slip might have cost him his own. life. 
ing-table was the table of the seamen’s mess-deck, and to help him 
to keep a steady hand as the ship pitched and rolled, two ratings 
supported the doctor as he worked. 


ä Appointments 


CONNELL, J. S. M., urgeon to the gynecological depart: 
ment of the Walsall Ge General Hospital. 

RAMWELL » MROP : medical referee for the county- 
court districts of of 50 Market, East Derehani, Fakenham, 
Holt, King’s Lynn, North Walsham, Norwich, Swaffham, 

Thetford and Wymondham (oird No. 32 ). 
. M., MRCS : medical referee forthe county-court districts 
of Bangor, Conway, . and Colwyn Bay; and L 
TERRY, ELSIE M., MD LOND.: asst. surgeon. to the gynescological 
department of the Walsall 0 Hospital 
WALKER, M. M., MRCS: anot: M. O 
rica, 


Births, Maa and Deaths 


BIRTHS 


Bawak: —Qn Oct. 17, at Barry, Glam., the wife of Mr. J. ‘aim 
‘Bower, FRcs—a daughter. 


-ILEs.—On Oct. 15, at 3 the wife of Major J.D. H. Iles, RA MO, 


of Starcross, perons 

JACKSON.—On Oct. 14, at Oxtorà, the wife of Lieutenant C. R. 8. 
J son, 9 

LANGMEAD.—On Oct. 22, the. wife. g Dr. L. B. Langmead, of Tun- 
bridge Wells—a son. 

MALINGd.—0On Oct. 22, at Kew. the wite of Lieutenant P. B. Maling, 


GM., RAMO—2 son. 
MARRIAGES 


Daweon-—Hoae,_On Oct. 23, in London, William Watson Dawson, 
MB, of Wantage, 2 8 to Josephine Stuart Hogg. 
-PAYNE-—~-LOVRLACE. Oct. 16, at Chichester, Cyril Ernest 
Reginald Payne, surgeon lieutenant, RNVR, to Mary: Lovelace, 
of Claygate, Surrey. 
EEA TOWNEND =O Oct. 16, at Chiswick, William 
Horrooks Tattersall, MB, of ‘Blackburn, to Joan Novello 
ownen. 


WATERS—BLYTON,—-On Oct. 20, Kenneth Fraser Darrell Waters, 


FRCSE, to Enid Blyton. 

WILLINGTON—MatTHEWS.—On Oct. 11, in Dublin, Frederick Lane 
W IIlington, major RAMO, to Joan Mathews 

WILLMOTT—MANSFIELD.—On Oct. 20, at Cambridge, Le Leslie Arthur 


Willmott, captain RAMO, retd, to Helen. Mary: Mansfield. 


' DEATHS 


BATTEN.—On rane 22, at Hampstead, ‘Rayner Derry Batten, MD 
LOND., aged 

JonES.—On. Oct. 21, at Bath, Philip Theodosius Jones, MRCS. 

Mann.—On Oct. 22, Fairman kham Mann, MRCS, 
commander, RN retd, of Tasburgh, Norwic 

PRITCHARD.—On Oct. 20, at Exmouth, Eric Pritchard, MD OXFD, 
FR 


The fact that goods made of rau. materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are e available for export. 
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TREATMENT AND THE PATIENT 


| LESLIE COLE, MD CAMB, FROP 
PHYSIOIAN TO ADDENBROOKE’S HOSPITAL, CAMBRIDGE 


Ir has been said that The first part of treatment is 
diagnosis, and the second, diagnosis, and. the third, 
lia is ’——an overstatement which opea a great 
truth but is sometimes taken too literally. It is true 
that right treatment must be based on correct diagnosis, 
but it does not in the least follow that the best treatment 
follows automatically. 1 
In a previous paper! I tried to show how every step 
in diagnosis is a part of treatment (because the manner 
in which each step is managed is liable to influence a 
pee ree attitude to his disease) and then to consider 
ow far diagnostic methods are rightly applied today. 
I propose here to pursue my inquiry further and to 
consider in what essentials of treatment mistakes are 
often made. I attempt this with the full realisation that 
there are many who do not make these mistakes, that to 
generalise on such a subject is dangerous and that there 
is hardly any rule pertaining to 
justifiably broken on occasion. - 
aes SENDING PATIENTS TO BED 


Some doctors spend their lives sending patients to 
bed and by the zeal and energy which they devote to it 
establish unshakable reputations for prudence. But 
bed is such a dangerous place for the aged, and so irksome 
for the young, that it is worth discussing some of its pros 
and cons. 

It is wise to send a patient to bed when he has a 
temperature, a general infection even if the temperature 
is normal, a local infection of more than a certain degree 
of severity ; when there is severe under-nutrition ; when 
the work of the heart, lungs, kidneys or other organs needs 
-to be reduced to a minimum, and when injuries either 
external or internal have to be healed. Bed is also 
useful as means of securing physical and mental isolation 
and rest and for observation wheh a case is undiagnosed. 
- The disadvantages of prolonged rest in bed are con- 
siderable and increase with weight and age. Skeletal 
muscles grow weak and lose their tone, the tyuickness 
and efficiency of occupational reflexes is impaired and 


circulatory efficiency is diminished so that the power to. 


do physical work is temporarily limited. In patients 
with a tendency to fibrositis or arthritis, fascial sheaths 
adhere and joints stiffen. If for any reason the chest is 
immobilised there is a risk of hypostatic pneumonia. 
The slowing of the circulation, particularly if there is 
an infection, predisposes to thromboses and prolonged 
recumbency to bedsores. Stasis is produced in internal 
organs with resulting constipation, deposit of urinary 
bites and formation of calculi in the urinary and 

ili tracts. In some people rest in bed leads to a 
steady increase in weight when it is least wanted and this 
in itself is a great handicap later in many ways.’ Finally, 
prolonged rest in bed may lower morale and in some 
produces morbid anxiety. 5 

When sending patients to bed these pros and cons 
should be carefully weighed, particularly in regard to 
each patient’s character, temperament and constitution 
as well as to the disease he is suffering . longed 
and complete immobilisation should always be avoided 
if the disease allows it, and full movements of joints, 
changes of posture and deep breathing systematised 

This is particularly desirable in old people and 
those who are physically sluggish, and before sending 
such completely to bed it is well to consider whether an 
equally good result cannot be obtained by restriction 
rather than complete curtailment of effort. This is not 
to say that prolonged rest in bed is not often necessary 
and. desirable, but to,emphasise disadvantages which 
are often ‘forgotten and which can be avoided if 
remembered. 

There is another aspect of sending patients to bed 
which is sometimes at the back of the doctor’s mind, 
and that is that death in bed reflects more credit on his 
judgment than death in harness. To die boarding a 
tram while under medical treatment is in a sense the 
medical equivalent of death on the table. Both are to 


l 1. Lancet, 1943, i, 163. 
6271 


ORIGINAL ARTICLES 


it which cannot be 


which accompanies this. 


he does. 


[Nov. 6, 1943 


be avoided as far as possible, but by excessive caution - 

too high a price can be paid. Many patients, particularly 

old people, probably live longer, and certainly more 

happily, if they are encouraged to be active to the end of 
eir lives. 


-~ GETTING PATIENTS UP AGAIN: CONVALESCENCE 
- The return to normal life after severe illness should be 
a graded systematised process regulated by the physical 
and temperamental response to each increase in effort. 
If progress is pushed too fast there is a risk of physical 
exhaustion and the disappointment and discouragement 
On the other hand too timid 
an. advance carries with it an at least equal risk of 
prolonged feebleness and unnecessarily delayed recovery. 
The ability to choose the right course between these 
extremes is a quality in the doctor which helps to prevent 
anxiety neuroses after a long illness. Every patient 
presents such an individual problem that rules of pro- 
cedure to‘elaborate the above principles are less useful 
than most generalisations. Generally speaking patients 
are kept completely in bed for too high a proportion of 
the total time they are off work, they are too inactive in 
bed during the period before they begin to get up, and 
the transition from complete rest to activity is too sudden. 
When they get up their progress should -be regulated 
according to plan, so that they are educated graduaily to 
the degree of effort they will need when they start work 
again. During this stage of the illness considerably 
more supervision and direction by the doctor may be 
needed than in earlier stages when complete rest is 
unavoidable. 

Much chronic ill health following an illness is due to 
anxiety which prolonged rest in itself tends to foster. 
During this war it has been more clearly recognised that 
prolonged rest in conditions such as chronic headache 
and giddiness following head injury, chronic dyspepsia — 
and effort syndrome do more harm than good and that 
speed. and accuracy in diagnosis are important to kill 
anxieties before they can germinate. After a severe 
illness anxieties can often be prevented if care is taken 
to warn patients what they may expect during con- 
valescence. If a patient is warned that he may feel 
weak,when he first gets up he is pleased and encouraged. 
when he does not and takes it as a matter of course when 
If he is primed with false optimism, depression 
and a sense of failure follow. It is at this stage in 
an illness that the doctor’s confidence in himself, based on 
accurate diagnosis and prognosis, is so valuable to the 
patient. : Le 

There is one troublesome and delaying sign after an 
illness which is worth separate mention because it so 
often delays progress, and that is the temperature that 
will not quite settle. In assessing the meaning of this 
the sedimentation-rate is a useful ancillary which might 
be used in general practice more than it is. > 


DIET 


There are many traditions and taboos about diet which 
need careful re-examination. Some rule-of-thumb dieting 
does more harm than good and the aims of other regimes 
are difficult to fathom. Many complicated diets do 
good because they reduce weight rather than because 
they correct the complex metabolic abnormalities. for 
which they are optimistically designed. To avoid un- 
necessary errors every diet should be reviewed from four 
points of view: completeness, energy value, idiosyncrasy 
and the way it is eaten. 

Completeness.— Every special diet should contain all 
the essentials of a normal diet: vitamins, salts, proteins, 
fats, carbohydrates and water. In compensating for 
one abnormality it is important to avoid producing 
another—for example vitamin-€ deficiency in a gastric 
ulcer diet. | 3 

_ Energy value.— This is perhaps the most important 
consideration because it is most often forgotten. The 
amount of food must be based on knowledge of the 
patient’s occupation and habits, his actual weight as 
compared with his required weight, and how he feels 
after taking the diet for a trial period. Many patients 
who are given special diets, especially if the change is . 
made suddenly and without regard to their previous 
habits, feel weak from lack of feof. This is particularly 
the case in conditions like diabetes, nephritis and obesity. 


T 


t 
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Sudden drastic reduction of protein in conditions like 
chronic nephritis and arteriosclerosis is liable to produce 


a feeling of weakness in those who have previously eaten 


to excess. While excess should be avoided in such 
conditions there is no evidence that it does harm in strict 
moderation even in the form of red meat. Dieting to 
reduce weight has a wide application in many different 
conditions, but restrictions are often made too suddenly 
and drastically. If food is gradually cut down until the 
patient’s. weight shows a steady fall the diet has often 
-only to be maintained at this level until the required 
weight has been reached. A somewhat fuller diet may 
then be allowed but it should be controlled by regular 
weighing of the patient. It is more important to weigh 
the patient than the diet. The present war has provided. 
@ mass experiment in weight reduction by diet and 
although there are other complicating factors and the 
experiment is not controlled, the effect on the health of 
the people, particularly the middle-aged and elderly, 
appears to have been good. $ 

Idiosyncrasy.—Knowledge of intolerance to particular 

foods whether due to allergy or natural aversion can most 
- easily be gained from the patient. These will be avoided 
if every new diet is based as it should be on a study of the 
old. This may also reveal increased tolerance to ‘certain 
foods which may be useful. _ 

Thè way food is eaten.—-Many errors in diet are due not 
to quality and amount but to the way in which the food 
is eaten and the conditions under which it is served. 
Thus spacing and regularity of meals, time spent over. 


them, excitement and work during meals, rush and 


hurry immediately afterwards and the regulation of 
smoking and alcohol need more attention. Often 
rearrangement of the day’s routine rather than alteration 
of food.is what is needed. 


. ‘PURGING 

The prevalence of constipation ” is due partly to a 
misconception of the term, so that anyone who does not 
toe the line with the rest in having a bowel action once 
daily is taught to regard himself as constipated, and 
partly to interference with the factors which produce 
regular action of the bowels. These are: roughage, 
plenty of drink, plenty of exercise, freedom of oppor- 
tunity and freedom of posture in defescating. l 

'The diagnosis of constipation should be based on the 
individual’s natural bowel action and this need not be a 
daily one. Mere regularity is not a reliable guide ; 
the amount and consistency of the stools are important, 
and a feeling of well-being is most important of all. 

In treating constipation the normal for the patient is 
the base-line which first has to be found. Any deviation 
from this should be corrected if possible by additional 
roughage, increase of fluid and exercise and establish- 
ment of habit which under civilised conditions must take 
the place of freedom of opportunity. Freedom of posture 
is more difficult to. arrange outside camp, but the 
squatting posture—allowing of greater muscular effort 
with greater protection of hernial orifices—is important 
in 1 the abdominal muscles. Only when such 
measures fail should purgatives be resorted to, and these 


should be as little irritating as possible and limited to the 
necessary minimum. What often happens is that the ~— 
8 ment of not in itsalf. bad, is liable, to lead 
stipation ? with purgatives, often drastic, is Begun before 
resent, while lack of roughage, fluids 


base-line is never established but treatment of con- 


it has ever been 
and exercise is allowed to go unchecked. An irritated 
bowel results which to some becomes a focus of anxiety 
with further loss of mental health and physical efficiency. 


BAD POSTURE 


Bad posture is the cause of much ill health and ugliness 
and may in time affect every system of the body. To 
realise its prevalence it is only necessary to stand for a 
few minutes in a crowded street and watch the people. 
Poor chest expansion and incorrect breathing predispose 
to chest infections and indirectly to venous stasis and 
diminished circulatory efficiency because efficient respira- 
tory movements help to return the blood to the heart. 
An upright carriage with free supple movements of the 
spine and limbs tends to prevent fibrositis in middle age 


and unhealthy. deposition of fat—the whole vicious 


circle of increasing stiffness and obesity with diminishing 
activity and circulatory efficiency. : 


í \ 
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The importance of early recognition and correction of 
all postural abnormalities is as yet only realised and 
practised by the few. Students and many doctors tend 

to focus their examination on the heart, lungs, abdominal 
organs and nervous system at the expense of the skeletal 
and muscular systems: to look for murmurs without 


looking at the spine or watching to see how the patient 
stands, walks and breathes. The latter evidence con- ` 


sidered in conjunction with occupation, habits and 

environment will give the answer to many clinical 

prob nis both of major and minor ill health. In an 
ture policy of preventive medicine or“ positive health 


- the diagnosis and early treatment of postural deformities 


should be given a prominent place, not only for young 
people but also for middle-aged. and elderly. l 
As examples I will cite two specific conditions in which 
physical treatment should be used much more. Enlarged 
tonsils and adenoids are often associated, either as cause 
or effect, with mouth-breathing, poor chest expansion. 
and postural defects. Operation, ough it may lessen 
the tendency to frequent colds, does not automatically: 
cure the secondary defects, and when these are present. 
should always be followed.by appropriate exercise to 
ensure that breathing and posture are at once corrected. 
Asthma also is commonly associated with faults of posture 
and breathing and their correction is nearly always an 
important adjunct to other treatment. 


THE USE OF DRUGS — eae 


There are now a large number of drugs with powerful 
afid specific bactericidal or pharmacological effects; 
and, given a correct diagnosis and knowledge of the 


special conditions under which they act, their use should 


be comparatively easy. 
Consider the following five examples : iron in microcytic 
“anemia, liver extract in macrocytic anemia, sulpha- 


pyridine in pneumonia, glyceryl trinitrate in angina 
pectoris and mersalyl in cardiac oedema. What are the 


main criteria with each for success? Iron should be 


given in large doses continued long enough to correct 
the anemia: in certain patients it may be necessary 
to continue it at intervals. Liver extract should be 
given in doses large enough to restore the blood-picture 
to normal and then be continued, usually for life, in 
doses large enough to maintain it. When lobar poou- 
monia is diagnosed the appropriate amount of sulpha- 
pyridine should be concentrated over a week or ten days 
with the heaviest dosage at the beginning in order to. 
‘knock out the infection before it has time to become 
resistant to the drug. Glyceryl trinitrate may be given 
not only for severe anginal pain but also at the slightest 
premonition of pain and even regularly as a prophylactic. 
Mersalyl may be given not only for gross cardiac edema 
but to patients with threatening congestive failure in 
whom an increase of symptoms and an increase of weight 
herald a relapse. ‘When a good response is obtained 
the drug may usually be given safely every three or four 
days until the cedema has disappeared completely. | 
All these drugs are used commonly in practice but 


often not to the best advantage. This is nearly always.. 


because either the dose is not large enough to begin with 
or is not continued long enough. | 


4 to inefficiency... For 
example, in a few patients a mixture of vitamins, iron. 
and liver extract will have an optimum effect; but most 
require either iron or liver and the giving of combinations. 
usually results in too small a dose of the one essential 
which is not compensated for by the other ingredients 
which are relatively or quite unnecessary. Another dis- 
advantage of using combinations of drugs is that thera- 
peutic effects are inevitably blurred because it is im possi- 
ble to say which particular ingredient is responsible for 
the result. To avoid this confusion it is a wise working 
rule to determine each patient’s response to a drug 
‘used alone, and once this has been established appro- 
priate combinations may often be given. oa 
A drug may be given for its specific effect when the. 
diagnosis is certain or as a placebo in an undiagnosed 
illness, and between these two extremes are many shades 
and gradations. Some prescriptions are a queer mixture 
of science, empiricism, tradition and superstition, This 
is partly because a doctor is often expected to give or 
feels it is wise to give medicine when scientifically there 
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is no indication for it. Economy of time is also a con- 

sideration, for advice plus medicine can usually be given 

more expeditiously than advice by itself. Thus the 

writing of a prescription may be in a sense an escape 
mechanism for the doctor. 

When a drug is used the dose must be large enough. 
Morphine which fails to relieve pain or potassium citrate 
to make the urine alkaline are ineffective gestures which 
may do more harm than good. With dangerous drugs 
the effective dose cannot always be safely given at the 
outset because the individual patient’s response is not 
known and the error if any must be on the safe side. 
The method of trial and error should then be applied. 
until the safe and effective dose is found. It is sometimes 
forgotten that the official dose has got to be modified 
and the test of the right dose is whether it works. 

When drugs are given for empirical or traditional 
reasons it is important for the doctor to be honest with 
himself and face the lack of facts. If he can do this 
his medicine will do him no harm and may still help his 
patient. 

FOCAL SEPSIS 


The discovery that some chronic diseases are caused 
by a localised focus of infection in such organs as the 
teeth, tonsils, nasal sinuses, urinary tract or gall bladder, 
and that they can sometimes be cured if this is eradicated, 
gave a new object for therapeutic effort. Hunting for a 
scapegoat has its charm and perhaps that is why this 
rational idea is sometimes pursued with such irrational 
enthusiasm. Now after twenty years it is easier to see 
how limited are the worth-while results obtained and 
what discomfort, pain and sometimes disaster result 
from ill-considered action in eradicating supposed septic 
foci. Medical opinion on this subject has veered to the 
right in the last few years but there is still a good-deal of 
hit-or-miss treatment of suspected focal sepsis which does 
- the patient more harm than good and might with greater 
consideration be avoided. To lay down general rules 
about the treatment of focal sepsis is difficult. en 
however a suspected focus is present an attempt to 
5 the following questions will help to prevent 
mis E 


1. Is there any other more obvious cause which should be 


‘treated first ? . 

2. Is there any time relationship between the onset of the 
‘local and.the general infection which suggests an association 
between the two ? 

3. Does an exacerbation of the local infection cause any 
general effect ? 

4. Is either the local or general infection so chronic that it 
is unlikely that treatment of the former can effect the latter ? 

5. Is the local infection so severe or of such a nature that 
an attempt to eradicate it may do harm ? 

6. Is there any direct anatomical association between the 
two? (6.g., sinusitus and bronchiectasis). 

7. Is the association merely accidental ? 

8. Is the patient’s general condition such that the risk of 
local treatment may be out of proportion to possible benefit ? 


All these questions cannot be answered in every case, 


but if they are considered as a routine before any operation 


for focal sepsis much unnecessary suffering would be 
prevented. | 


DENTAL TREATMENT FOR GENERAL DISEASE 


Among many possible sources of focal infection the 
teeth are often suspected and treated.” In doing this 
their true function is often forgotten and mouths are 
cleared on a rather ill-founded hope of curing seme 
general infection or vague ill health. Wholesale clear- 
ance of comparatively healthy mouths is to some extent 
forced on the doctor and dentist by social conditions ; 
at present it is difficult for poor people to get false 
teeth except as a complete upper or lower set, so that 
all-or-none law as applied to teeth is a recognised 
tradition. Even allowing for financial limitations in 
securing adequate dental treatment, ill-advised dental 
extraction for general conditions is one of the bad features 
of medical treatment today. 

The decision when to pull out teeth for a general infec- 
tion is a dual one only properly made by coöperation 
between dentist and doctor. Dental efficiency and oral 
hygiene in themselves are mainly problems for the 
former; the effects of dental sepsis and deficiency on the 
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general health, mainly for the latter; but the spheres 
of each overlap. I am only concerned with the doctor’s 
part. To answer the question of when and what dental 
treatment is necessary the doctor should consider the 
questions already asked in relation to focal sepsis in 
general and also two further ones: : f 


9. If extensive extractions seem necessary, what is likely to 
be the general effect on the. patient? 

10. Can satisfactory false teeth be provided either at once 
or later? (To be answered by the dentist.) 


Often it is a choice between removing a few teeth only 
and leaving an inefficient set, or clearing a whole jaw 
with the prospect of a complete denture after several 
months. 

Finally it is worth enumerating some of the general 
ill effects which may follow dental extraction such as: 


1. Exacerbation of a local infection—e.g., fibrositis, 
arthritis. i 

2. Initiation of a general infection—e.g., infective endo- 
carditis. 

3. Aspiration effects—e.g., bronchopneumonia, bronchi- 
ectasis, lung abscess. (Usually after multiple extractions of 
septic teeth.) 

4. Various forms of dyspepsia—e.g., exacerbation of a 
quiescent peptic ulcer. (From swallowed septic material or 
because from lack of teeth or inefficient dentures food cannot 
be properly masticated.) ö d 

5. Psychological effects 
young women). 

I do not wish to 8 185 that any of the above are a 
common sequel to dental extraction but merely to review 
what as possibilities should be kept in mind —just as 
one keeps in mind the complications of scarlet fever or 
pneumonia. To do this will help to avoid them: 


TREATMENT OF MULTIPLE CAUSES 


As a diagnosis is complete and accurate only when it 
includes all the disorders which are present, so treatment 
will be the best only when all these are treated. In 

oss combinations of disease, such as cerebrospinal . 

ever in a diabetic, treatment both by sulphapyridine 
‘and insulin is essential and the omission of either may 
mean death. Many patients however suffer from com- 
binations of trouble which are less obvious, and some- 
times there may be several major or minor treatable 
conditions, all contributing to a single syndrome in the 
same patient. Omission of treatment of only one of 
these may be responsible for total failure, the difference 
between returning to an active life or remaining an 
invalid. TE ; i 

Here are some more examples. Angina pectoris may be 
due iñ the main to coronary sclerosis, with anæmia, 
obesity and tobácco as contributory factors. Freedom 
from symptoms and a return to a useful life may be 
secured if the obesity is treated by a reducing diet, the 
angemia cured by iron and smoking stopped. On these 
lines glyceryl trinitrate may be superfluous. On the 
other hand the use of glyceryl trinitrate alone without 
attention to the other three factors may give temporary 
and symptomatic relief only. Giddiness may be caused 
by a combination of eyestrain, anæmia, visceroptosis and 
constipation and may be relieved only when all these 
are treated ; chronic bronchitis is often combined with 
chronic sinus infection, bad posture and breathing; 
and gastric ulcer with oral sepsis, dental deficiency and 
secondary ansmia. Varicose veins and piles are- often 

associated with visceroptosis, constipation and obesity 
and to cure,them it is not enough to inject the veins but 
it is necessary also to treat these other factors contributing 
to venous stasis. Many disabling symptoms are not 
due to serious organic ase but to a combination of 
slight abnormalities. Thus headache may be produced 
by the summation of eyestrain, oral sepsis, dyspepsia 
from an unsuitable diet, and the menopause. 

A more obscure example of a single symptom produced 
by a double cause is seen in the sensitising effect of trauma 
on a particular part of the body. For example, after a 
head injury a one ear lesion which has previously 
been 5 may give rise to pain and giddiness, 
or after laparotomy chronic constipation which has 
previously been painless may cause colonic pain. The 
trauma, perhaps by focusing attention on the particular 
part, lowers the threshold for pain so that stimuli which 


from.loss of teeth (and beauty in 
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have hitherto passed unnoticed reach consciousness. It 
is important to recognise this double cause because a 


. simple explanation to the patient will often cure when 


direct treatment of the symptom has failed. 
These facts are well known but many failures occur 


| because they are forgotten or ignored. To put them into 
practice a high standard of history-taking and systematic 


examination are essential and, as Sir Farquhar Buzzard? 
has pointed out, lack of time rather than lack of: skill 
is often the cause of omissions. When one or two 
likely or probable causes of a symptom have been dis- 
covered the examination is not pursued; other con- 
tributory factors are missed and perhaps only looked for 
at a later examination when the patient comes back 
unrelieved. This method, although at times unavoidable, 
is bad; for it often means that cure is delayed because 
the first examination and treatment was incomplete. 


EXPLAINING TO THE PATIENT 


As many failures in treatment are due to the fact that 
significance of the results of elaborate investigations 
are not made clear to the patient, so treatment is not 
properly carried out because the simple ideas on which it 
is based are not clearly explained. Understanding is the 
basis of coöperation and without it much modern medical 
treatment is impossible. Failure to explain basic 
principles rather than detail is the commoner error, an 
indeed too much detail masks. principle. E 

In most sections of the population peptic ulcers relapse 
not because patients cannot get the food ordered but 
because they have not been taught to eat it in the right 
way, under the right conditions at the right time. 
Diabetics develop coma or hypoglycemia because they 


. have not been taught or learned. enough about the 


-to the extent of putting it into general 
‘extreme importance, not merely of telling but of teaching 


management of their disease. Those with pernicious 
anzmia relapse because they have not learned that they 
must never stop their injections of liver extract. Epi- 
leptics relapse because after a few weeks’ freedom from 
fits they stop taking their phenobarbitone. These are 
some examples of failure in the technique of teaching the 
patient—failure to explain in ERE terms why certain 
things should always be done, and the results likely to 
follow if they are not. | 
would admit the truth of this but what is not appreciated 
ractice is the 


the patient how to look after his own health. In many 
cases the final result depends not on whether the doctor 
knows the right treatment but on his power of teaching 
his patjent to carry it out. It is no accident that some of 
the best teachers are also the best doctors, for in teaching 
their students they are practising their art. 

This power depends on many qualities—intelligence, 
patience, personality; but these may fail if they are 
not also combined with the ability to speak clear English. 
This latter is of paramount importance.- I am not sug- 
gesting that the doctor’s command of English is less than 
that of any other of the learned professions ; indeed it 
is probably greater. What I do suggest is that his need 
for command of his native tongue is much greater because 
his most important work involves the interpretation of 
complicated scientific findings to people of all degrees 
of intelligence in words appropriate to their understand- 
ing. This is an art which demands an exact knowledge 
of words and ability to use them. 


. EDUCATION AND TREATMENT 


Today while medical education is much discussed 
and views are controversial there seems to be general 
agreement that early specialisation in science at the 
expense of.a broader general education is to be avoided ; 
but the specific need for the student to study English 
so that he may express himself clearly both in writing 
and speaking, because this is an essential part of his work, 
is less clearly stressed and not enforced. Those who 
control medical education, once they recognise that this 
is a need, could do much to meet it by demanding a 
much greater command of language from the medical 
student. They should realise that for him the study of 
the English language is as important as the study of 
anatomy and physiology, because it is the vehicle which 
makes or mars all the rest of diagnosis and treatment 


2. Lancet, 1942, i, 343. 


Almost every practising doctor 
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and indeed can often make or mar research. The ability 
to say things clearly should be recognised as one good 
reason for going in for medicine. When a boy decides to 
do so it should be impressed on him from that moment 
that he must concentrate on the study of language, and 


school and university should stimulate this by demanding, 


a higher standard of literary excellence in all exam- 
inations. In all these too an essay might be one of the 
stiffer fences. 

Action on these lines would not only raise the standard 


of general education but by encouraging clear. thinking . 


would check those vague, meaningless statements which 
are so unhelpful to patients and are one of the most 
serious indirect causes of bad treatment. 


SPLINTING OF THE FEMUR FRACTURED 
i BY GUNSHOT WOUND 


THE TOBRUK AND DOUBLE-CUFF PLASTER 


St.J. D. BUXTON, FRCS 


SENIOR ORTHOPEDIC SURGEON TO KING’S COLLEGE HOSPITAL, 
LONDON; LATELY CONSULTING SURGEON (ORTHOPZIDICS) MEF 


DURING the last 50 years many different splints have 
been used for fracture of the femur. Their great variety 
does not appear to be directly due to increasing facility 
in working wood and metal, but rather to the conditions 
of life under which the fractures occur. i 

At the end of the war of 1914-18 it was thought that 
the use, of a Thomas splint .had universal approval. 
The details. of its application were taught to first-aid 
workers in industrial areas and to the personnel-of the 
medical services. | 

At the outbreak of the present war, it was agreed that 
this method or a simple modification was suitable for 


air-raid casualties, and for the wounded, when little - 


time would elapse between application at the aid-post 
and operation in the nearest operating-centre. As 
skeletal traction by Steinmann’s pin or Kirschner wire 
was favoured by many under peace-time conditions, it 
was believed that after operation such traction would 
be employed and the limb rested in a Thomas splint, 
the cord from the stirrup being tied to the cross-bar. 
In fact, this method was in use in May, 1940,in the BEF, 


but the experience gained was too small to be of value. 


The problem in the Middle East was novel in that 
during 1941 and 1942 the lines of communication were 
far longer than had previously been usual in theatres of 
war. The surgery of the forward area was carried out 
in and around Tobruk, and the usual period before the 
patient reached the base was 10 days in 1941 and 5—7 
days in the first half of 1942. Evacuation by sea was 
difficult for the case of fractured femur because condi- 
tions of carry to the pier were uncomfortable and of 
„loading often hazardous. A road and rail journey 
meant rough travel and usually transfers to different 
vehicles. ; 

The Thomas splint technique was known to the 
surgeons, but the wounded so splinted stated they had 


much pain during the journey. Further, surgeons were 


anxious to employ plaster-of-paris around the limb. 
In 1941 patients reaching the base from Tobruk arrived 
in a plaster spica. 8 

Tho justification for this was that after operation the 
limb was immobilised by the best-known method and 
the requirements of the plaster technique as a treatment 
of wounds were fulfilled. Those employing the eee had 
a suitable pelvic rest and could apply it quickly. 

The objections to the hip spica were that few patients 
reached the base in comfort, and many had plaster sores 


on the buttocks, over the dorsum of the foot and over 


the tendo Achillis. Furthermore, the spica seldom does 
immobilise a fractured femur during a journey and 
rarely controls a fracture of the upper third during the 
first few days. Its application is difficult and requires 
an expert team. Even so, some time is required both 
for application and drying. The medical officers with 
a motor ambulance convoy or an ambulance train do not 


know what action to take when the patient is uncom- 


fortable, as they are not accustomed to doing fracture 
work, and they usually decide to off-load such a patient, 
which adds to his delay in reaching the base. Surgeons 
at the base reported that these plasters usually had to be 
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. removed on the day after the 8 arrival and that 


an ansesthetic was necessary. 

Hence by 1942 other forms of splinting were tried 
and two of these generally known as the Tobruk plaster 
and the double-cuff plaster deserve consideration. 
Both were devised for application after operation in. a 
_ forward area -to immobilise the during a long 


‘journey and experience showed that, provided the detail 


of splitting the cast was carried out, attention was seldom 
required during transit and there was no h to remove 
the splint at the base. Although the Tobruk plaster 
has been employed for treatment at the base, it is not 
suggested that either method should replace R 
methods suitable in static hospitals. 


THE TOBRUK PLASTER 


The requirements are: 


Thomas splint and foot - piece. 
Plaster- of- paris bandages (6. inch). 


2 bandages, plaster extension for treatment of fractures 


r 


(one-way-stretch ‘ Elastoplast ). 

1 bandage, flannel or cotton, 6 in. wide, 2 yd. long. 

3 3 triangular bandages. 

Rubber tubing or malleable metal (length of thigh and leg). 
Large pad (of wool or clothing). 


Sticky felt or flannel bandage 2 in. wide. 


1. After.the’ dressing has been applied i in and over the 


wound, pads of sticky felt are placed above each malleolus ' 


and around ‘the tendo Achillis, 


“2 Fig. 2—Plaster applied. Stab Is being added to back of cast. 


three toms of flannel bandage are passed around the 


area.) 
A length of one-way elastoplast bandage is placed 


along, the lateral aspect of the limb. The upper end 


should be up to the dressing and the lower end is folded 
in on itself at the malleolar level, so that its breadth 
~ becomes 1} in. and the end is allowed to hang free. The 
bandage is moulded around the lateral part of the limb 
(as. it will. stretch sideways and not in length) and 
“ rubbed into the limb so that it fits snugly. A second 
length is placed on the medial side of the limb and made 
to adhere in a similar way. 
together beyond the foot and a weight of 7 Ib. is attached 
and allowed to hang over the end of the table. These 
two lengths form the extension bands. 


t. 4—Cast and limb on Thomas splint. 
1 pad between great trochanter and the ming, and a bandage across the upper 
ead of the leg · orp prevent cast rising from the splint) are to be added. 


Note split down front of cast. 


(If felt i is. not e 


The loose ends are tied 


3 
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Fig. I—Extension bands and su penn bandage for knee are shown. (Padding, i 


aroun ankle is not shown. ) 


2. The b. inch bandage is passed behind the unas £ so 
thai its centre covers the’ popliteal space and the ends 
are held 2 ft. above the knee, so that the knee rests in a 


sling. The ends are fixed by a’ cord or odd end of 


bandage to a pulley or beam so as to take the weight of 
the limb and hold the knee flexed 5-10 degrees (fig. 1). 
3. Greased rubber tubing, } in. diameter, or grease 
metal strip, is placed down the whole length of ‘the 
limb over the centre of the anterior surface. Plaster- 
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Fig. aiioa completed. _Extension bands wich adequate. opening shove: 
ankle shown. 


of-paris bandages are passed round the limb, cat care 
being taken that the surface in contact with the limb is 
smooth. -First the leg and foot are covered. Turns are 
arranged so that the extension bands come through the 
plaster just. above the malleoli, and the foot is fixed at a 
right angle to the leg. The sole of the foot must be 
covered up to the metatarsal necks; if it is taken beyond 
the toes must not be hyparextended. The thigh is then 
covered. Plaster slabs or rope can be incorporated 
along the sides of the limb to strengthen it (fig. 2). 


As the bandages converge around the sling this becomes 


compressed in front of the knee. With a finger, the 
openings for the elastoplast are stretched. ~— 


4. Before the plaster is dry the suspending bandage is 


cut and the limb and cast are placed on ye slings, made 


Fig. 5—The Tobruk plaster fixed to a Thomas splint by circular cuff of plaster 
around the cast and the bars of the splint. This partial combination of the 
Tobruk and double-cuff plaster Is a popular and ‘efficient modification, 
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` from triangular bandages, attached to a Thomas splint. 
With a knife, a free opening is made around the exit 
holes for the extension bands, and the plaster is trimmed 
around the suspending bandage; but that part in 
contact with the skin can be left in situ (fig. 335. 
5. The weight is removed. The' Thomas splint is 
adjusted against the tuber ischii. The loose ends of the 
extension bands are separated and tied in the usual way 
over the cross-bar at the end of the splint after the 
inner band has passed over the long bar and the outer 
one under the lateral bar. <A foot-piece is clipped on. 
6. The cast is split from end to end down the front of 
the limb (fig. 4). If rubber has been incorporated, this 
is pulled out and the cast cut with plaster shears ; but 
if malleable metal has been employed a knife-cut is 
made directly on to it. E 


Three bands of cotton bandage are tied around the cast. 


7. A triangular bandage is folded to a narrow-fold 
and placed over the front of the upper end of the leg and 
around the bars of the splint to prevent the cast and 

limb rising off the posterior slings. A large pad is 
placed between the ring and great trochanter to fill in 
the space, as large ring splints are used in forward 
areas. ae 

8. When the patient is transported on a stretcher the 
splint is elevated from the stretcher by use of the 
suspension bar. i 8 

Notes.—By the use of the weight tied to the extension 
bands and the knee sling, the limb. rests in the optimum 
position during the 1 ion of the plaster and, there 
is no necessity for the limb to be held by any assistant. 

The extension bands must be placed direct on to the, 
limb. A common mistake has been to place these 
between the layers of plaster-of-paris. Traction on 
such an arrangement causes the cast to press on to the 
dorsum of the foot and tendo Achillis, so that sores arise. 

There is no objection to the outer surface of the 
es ansion bands being greased to prevent adhesion to the 
cast. 


THE DOUBLE-CUFF PLASTER 
The requirements are: l 
Thomas splint and foot-piece. 
Plaster-of-paris bandages (6-inch). | 
2 bandages, plaster extension for treatment of fractures 
(one-way-stretch elastoplast). 
Cotton-wool for padding. 
Sticky felt or flannel bandage 2 in. wide. 


1. Extension bands are applied as in (1) above, but 
no weight is ticd on the ends. 

2. The limb is placed on a Thomas splint and the 
ends of the extension bands tied as described above. 
3. A pad of cotton-wool, not less than 6 in. square, is 
placed above the knee in front and another of similar size 
behind the thigh below the tuber ischii. 

4. Plaster-of-paris turns are taken around the thigh 
and bars of the Thomas splint. | | 

5. After adequate padding over the skin and front of 
the ankle, plaster-of-paris turns are taken around the 
leg and splint from below the knee to a level above 
the malleoli. . 

6. A foot-piece must be attached to the splint. . 

Note.—It is sometimes an advantage to fill the spaces 
between the thigh and the bars of the splint with wool. 

; | COMMENT 

These two methods enabled many patients to travel 
from the Western Desert to the base, often taking 7-10 
days, with greater comfort than was previously possible. 
The Tobruk plaster was the method of choice in 1942, 
but it is understood that the double-cuff has acquired 
popularity in 1943. 

The Tobruk plaster has the advantages of providing 
extension and immobilisation, and complete limb 
covering. It is essential that this cast should be split, 
or else in some cases vessels will be compressed—even 
where there is no primary vascular injury—and cause 
gangrene of the toes. 

The Tobruk plaster takes longer to put on, and 
requires greater experience in plaster technique, than 
the double-cuff plaster. 
that it is very simple to apply. On the other hand it 
probably gives less firm immobilisation, and may cause 
pressure at the ankle level to the extent of producing a 


The advantage of the latter is. 


sore, because the foot may swell. Neglect to support 
the foot by a foot-piece causes foot-drop and a pressure 
sore over the tendo Achillis. A partial combination of 
the two methods is shown in fig. 5. 7 N 
In using the double -cuff, no attempt is made to employ 
the plaster-of-paris for any purpose other than fixation. 


SUMMARY 


1. Standard splinting for the fractured femur requires 
modification when patients have to be evacuated over 
long distances. : 

2. Two useful methods of combining plaster splinting 
with a Thomas splint are described. 


The photographs were taken at St. Nicholas Hospital, 
Pyrford, by the courtesy of Brigadier W. R. Bristow, and I 
wish to thank him and his staff for their help. The greater 
part of the article is an elaboration of part of a booklet, 
The Treatment of Gunshot Wounds of Bones and Joints, &c., 


written by me and printed and circulated by GHQ, Middle 


East Forces, in August, 1942. 
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THE diagnosis of epilepsy both in civil and military 
practice must usually be made on history alone, for when 
fits are infrequent they are rarely witnessed by a com- 
petent observer. In civil life the diagnosis is seldom a 
matter of urgency but in the Army it must be made 
quickly, because epileptics are unsuitable for military 
service. Further, feigned epilepsy ’? has been used as 
a means of evading military service (Ironside 1940). 
The admission of cases to ral ie for prolonged observa- 
tion should find little or no place in the medical services 
of an army at war, and any rapid and reliable method of 
establishing the presence of epilepsy must be of con- 
siderable value. In some cases the electro-encephalo- 
gram provides such a test, but it is not always available 
nor are its results always conclusive ; hyperventilation, 
small doses of ‘Cardiazol’ (leptazol) and the ethyl- 
chloride spray test have on the whole proved unreliable. 
The water-pitressin test having been found more satis- 
factory by most workers, we have used it in 96 cases, 
including 20 controls. 


HISTORY OF THE TEST 


A relation between fluid balance and the occurrence of 
convulsions has long been suspected. : 


Rowntree (1926) reviewed the literature and established 
that convulsions could be produced in animals by the forced 
ingestion ‘of water. He found that the symptoms of water 
intoxication could be prevented or cured by intravenous 
saline. 

McQuarrie (1929) studied the effect of alterations in diet, of 
fluid intake, and of giving ‘ Pituitrin ’ with both low and high 
water intake, on the frequency of epileptic seizures in children, 
and later he and Peeler (1931) used ingestion of water with 
Pitressin to prevent the accompanying diuresis. Water 
and pitressin were given over periods of 12-48 hours at 
4-hourly intervals, producing an increase in weight of from 
2-5%: fits occurred in all but one of a series of 40 mild 
epileptics, but in none of a series of controls; petit mal was 
induced in one case, and the frequency of minor attacks 
increased in another. The cerebrospinal fluid pressure did 
not rise above 200 mm. during the test. Administration of 
sodium chloride inhibited the production of fits, a greater 
increase in body-weight and a longer period of hydration 
being necessary before a fit occurred. From these and other 
cofisiderations they suggested that it was the disturbance of 
ionic balance to which the epileptic was more sensitive than 
normal, rather than the hydration itself, and put forward a 
tentative suggestion that the defect in epilepsy might be an 
oan ed of the semipermeable membrane of the brain 
cells. 

Jacobsen (1934) using a similar test produced fits in all 
but 2 of a series of 40 epileptic children. Daneo (1934) had 
positive results in 41% of 63 proved epileptics, while Stefanacci 


(1934) in 42 cases had positive results in 10%. Clegg and 
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Thorpe (1935) hydrated a small series of cases for three days, 
on the third day giving 3 doses of 0-5 c. em. pitressin at 4-hourly 
intervals; 3 out of 4 cases of idiopathic epilepsy, 2 of 5 
traumatic cases and only 1 of 7 cases with atypical attacks 
had fits. 5 5 

Janz (1937) compared hyperventilation, leptazol and water- 
-pitressin as diagnostio tests -for epilepsy. Hyperventilation 
produced attacks in 10%, leptazol in 55%, while water- 
pitressin gave positives in 42% of 69 undoubted epileptics 
and negative results in 40 non-epileptics. The patients were 
given an alkaline diet with 9 grammes of sodium bicarbonate 
daily for three days, and on the fourth day were given 1 c.cm. 
Tonephin and 3 to 4 litres of water to be drunk in 10-30 
minutes; further water and injections of tonephin up to a 
total of 6 were given in the next 12 hours, the amount depend- 
ing on how the initial weight gain was maintained. Fits 
occurred. on an average from 5 to 8 hours after the hydration 
was commenced. - 

Roth (1937) giving as much water as possible during a one- 
day test period, and 3 doses of l Oo. cm. tonephin at 4-hourly 
intervals, produced fits in 45% of a group consisting of 28 old 
genuine epileptics and 1 case of traumatic epilepsy, while in 
51 thought to be epilepsy, but whose fits were very infrequent, 
only 10% were positive. “Gibson (1937) gave 300 c.cm. of 
water every 2 hours and pitressin at 4-hourly intervals for 
24 hours, over-breathing being carried out for one minute after 
each injection ; 6 controls gave negative results, while 6 of 11 
doubtful cases were positive. Hagenmeyer and Langeliiddeke 
(1939), following Janz’s technique, produced fits in all of 10 
epileptics and in none of 12 controls; it is noteworthy that 
the latter included 5 mental defectives who had all had fits 
with only 2 to 3 C. m. of leptazol. f 

Janzen and Homeyer (1939), giving 3 or 4 doses of 1 c.cm. 
‘ Pituglandol with 1 litre of water every three hours, produced 
no fits in 43 healthy men with a “ suspicion of epilepsy,” 
while of 39 patients with idiopathic epilepsy 36% were 
positive, as were 22% of 23 cases with symptomatic epilepsy. 
Ziskind and others (1939) made a careful study of the effect 

‘of a large, rapid intake of fluid in 34 epileptics and 9 cases of 
neurosis; they found that on giving 1 litre of water per half 
hour to a total of 7 litres, there were fits in 11 of the epileptics 
and in none of the neurotics. All the fits occurred within 
9 hours. ` 

Wachter (1939) tested 15 epileptic children, producing 
major fits in 7 and clonic twitchings in 2; 1 case of spasmo- 
philia gave a negative result. Viau (1939) using a similar 
technique had positives in 10 out of 12 epileptic children. 
DeLoranzo (1940), following McQuarrie’s technique, produced 
fits in 8 out of 10 cases of idiopathic epilepsy in children, but 
no fits in 5 cases of epilepsy due to various causes, I of trau- 
matic epilepsy, 1 of petit mal, nor in 7 normal controls. 
Blyth (1943) tested 87 military patients; they were en- 
couraged to drink as much water as possible for 48 hours, a 
gain in weight of 2% usually being obtained, while on the 
third day 300 c.cm. of water and pitressin (0-25 c cm. for the 

- first injection followed by 0-5 c.cm.) were given every two hours 
to a total of 10 injections. His cases were divided into those 
in whom idiopathic epilepsy was suspected from-the history 
but the existence of which was denied by the patient, and 
those where epilepsy was claimed by the patient in the absence 
of supporting evidence: 45 out of 49 cases in the first group 
were positive as were 3 out of 38 in the second group. 


TECHNIQUE 


It was necessary for us to find a technique which was 
brief and required as little skilled observation as possible. 
After preliminary trials in which up to 10 doses, all of 
0-5 c. em. „ were used, the following routine was 
considered satisfactory, as likely to give a maximum 
chance of inducing a convulsion in an epileptic with 
minimal risk and discomfort to the patient. 

The posterior lobe of the pituitary produces two clinically 
important principles—namely, vasopressin, which constricts 
arterioles, raises the blood-pressure, antagonises insulin and 
has an antidiuretic action, and oxytocin, which stimulates 
uterine muscle. Pitressin’ and ‘ Pituitrin’ ‘both contain 
vasopressin : 1 c. m. of pitressin contains 20 pressor units, 
and l c. em. of pituitrin contains 10 pressor units. Pituitrin, 
given subcutaneously, was used in our cases, being more 
readily obtainable than pitressin. 

The patient was kept in bed on a normal diet through- 
out the test and for 24 hours after it. A pint of water 
was given hourly from 7 AM until the test was discon- 
tinued, usually after 11 pints. Pituitrin was given hourly 
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from 10 Au, the doses being 0-2, 0-8, 0-4, 0-5 c. m., 
followed by 4 doses of 0-5 c.cm.—a total of 8 injections. 
The patient was weighed, after emptying his bladder at 


6.55 AM, at 3-hourly intervals for 12 hours, and again at 


‘the end of 24 hours. (The weighing-machine must- be 
one in which the patient can be weighed sitting.) The 
blood-pressure was measured 2-hourly from 9 AM or more 
frequently if there were marked fluctuations. Fluid 
given included water, lemonade, milk, and ‘ Ovaltine.’ 
All fluid intake and output, including urine and vomitas, 
was measured from 7 PM on the previous day until the 
morning following the test; this gave a further check on 
water retention apart from the weight change. The 
test was stopped at once if a fit-occurred and 1 grain of 
phenobarbitone was given by mouth. It was also 
stopped if there was severe and distressing vomiting, 
abdominal discomfort or severe and persistent headache. 
Fits usually occurred from 5 PM onwards. 


As commercial preparations of pituitrin vary in hista- 


mine content, and to some extent in potency, the doses 


cannot be rigid. The doses were reduced if the patient’s 


general condition, as judged by vomiting, pallor, rising 
blood-pressure, mental disturbance and abdominal dis- 
comfort, seemed to indicate it. Alternatively if the 
‘general condition was good, and amounts of urine of 8 
ounces or more were passed in.the hours from 2 PM 
onwards, the subsequent dose of pituitrin was 0-5 c. om. 
and on occasion the test was continued for a further two 
hours. The total pituitrin dose in our series varied from 


1:3 to 5:0 c. m. With this technique, water was being 


given at the rate of 9 c.cm. per kg. body-weight per hour 
in the case of a 10-stone man. 
| f MATERIAL 
We have used the test in three types of case, the sub- 
jects studied being males between the ages of 19 and 38. 


Group 1 consisted of undoubted epileptics, 44 in number. 
In these the diagnosis was based on such features as the type 
of aura, sudden loss of consciousness, injury during the attack 
(including biting of the lips or tongue), incontinence, subse- 
quent headache and drowsiness, nocturnal attacks and the 
observation by an untrained observer, of such features as 
cyanosis or of the eyes remaining open. In some cases an 
attack had been observed by a qualified person. We did not 
‘consider the so-called epileptic personality to be of diagnostic 
value in the mild type of epileptic under consideration; 
moreover,, epilepsy not infrequently occurs in those with a 
hysterical personality, some cases showing both epileptic and 


_ hysterical fits. 


Group 2 consisted of 32 cases in whom the above criteria 
were not satisfied sufficiently to justify a certain diagnosis, 
and in many of whom the presence of hysterical features in 
the past history complicated the picture. This is the group 
in which the test finds its greatest value. 

Both these groups consisted of essentially mild 
epileptics; the majority were only having attacks at 
intervals of more than 2-3 moñths without sedation and 
some had only had one attack. All had been passed as 
fit for military service. 

Group 3 consisted of 20 cases with hysterical personality ; 
their attacks in-no way conformed to the criteria 
and were considered to be psychogenic. 


RESULTS 


No fatality has been reported with this test, but we 
have heard of one fatal case, that of an elderly institu- 
tionalised epileptic in whom the hydration was pursued 
for 72 hours. Faurbye (1938) reported 3 cases in which 
prolonged mental confusion, in one case for over a 
month, followed seizures evoked by the test; a fourth 


case with recurring schizophrenic episodes, had -an 


attack exceeding in severity and duration any which 
he had previously suffered. In our 96 patients the 
response to the test gave rise to anxiety in only 2. 


In one, a man of poor physique though with no evidence of 
organic disease, after a seizure provoked by only 8 pintg of 
fluid and 1-3 e. em. pituitrin, the patient became dyspneeic, 
cyanosed and almost pulseless for about 2 minutes; he 

_ responded rapidly to warmth and Coramine (nikethamide). 
Two and a half hours before the seizure his systolic blood- 
pressure had fallen from 130 to 100 mm. Hg although there 
was no change in the diastolic pressure and the drop had 
recovered an hour later. This collapse was unexplained. 
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TABLE I—RESULTS OF TEST 


Group | Total Positive. Negative 
1. Epilepsy : 44 17 (39%) 27 (61%) 
2. Doubtful 32 12 (38%) 20 (62%) 
3. Controls 20 0 (0%) 20 (100%) 


In another, following a grand mal attack at 6 PM, having 
had his last dose of pituitrin at 5 Pm, vomiting which had 
occurred during the test persisted and increased; during the 
next 12 hours he ‘had three more fits and was not fully con- 
scious between the attacks; he subsequently had amnesia 
for a period of 14 hours, from 6 Pm to 8 AM. is case was 
unusual in that diuresis, which usually begins during the 
evening of the test and reaches a maximum about 2 aM, was 
absent; he passed no urine from 5 Pm to 9 AM the next day. 
It happened that no phenobarbitone for intramuscular use 


TABLE II—RESULTS IN RELATION TO TYPE OF EPILEPSY. 


Group 1—Epilepsy Group 2—Doubtful 


l -| Total | Positive | -Total | Positive 
PR ee nO ee a eS eS ee Pe ee 
‘Idiopathic (major) 35 14 29 12 
Traumatio 7 3 3 0 
Psychomotor . 1 0 - 0 0 
Petit ma 1 0 0 0 


was available, and that given by mouth was not retained. 
However, 24 hours later he had no subjective complaints and 
_there were no further fits for five days. l 
` Apart from these, no alarming symptoms occurred. 
All the patients had more or less pallor, varying in time 
of onset and depth. About 90% had headache, half 
complained of abdominal fullness and nausea, while more 
than a quarter actually vomited. Colic developed in a 
few cases but was rare after we began to give initial small 
doses of pituitrin, rather than an original dose of 0:5 c. m. 
:Blood-pressure showed no constant change, though a 
slight increase of. pulse pressure was cOmmon; any 
pronounced change was considered an indication for 
reducing dosage of pituitrin or omitting a dose. Mild 
diarrhoea on the day after the test was not unusal. In 
practice the only common indication for abandoning the 
test was lack of coöperation from the patient. The general 
understanding and behaviour of sisters and orderlies was 
important, and as they became more familiar with the 
test the number abandoned became less. 
The results obtained are set out in table 1. 
gives a further analysis of the type of case, the diagnosis 
of traumatic epilepsy being, 
of course, uncertain but 
suggested by the onset of 
epilepsy within 18 months 
of a moderate or severe head 
injury, in several cases after 
the age of 25. It will be seen 
that the results were the 
same in groups 1 and 2. 
Fits occurred from 5 to 24 
hours after the onset of the 
test. Their frequency at 
different periods after the 
start is shown in the figure ; 
i in the case of patients who 
had more than one fit the first is shown. It will be seen 
that the majority of cases had attacks from 9 to 15 hours 
after the start of the test. Five had two fits, one had 
four, and one five at intervals from a quarter to three 
hours. The maximum gain in wejght varied, the average 
being 3:5% of the original body-weight. About 90% 
of cases gained between 2 and 5%, the highest being 
85%. Two positive cases showed no weight gain at the 
times at which they were weighed. There was no 
significant difference between the weight gains in groups 
1, 2 and 3, nor between the positives and negatives in 
groups 1 and 2. Two patients in group 3 and one in 
group 2 had hysterical fits. The test was abandoned in 
3 cases in group 1, 1 in group 2, and 6 in group 3. In 
the last group this was due to lack of coöperation in 4 
cases, a hysterical fit in one and a severe headache in 


` NUMBER OF CASES 
NWhUuUHN 8 


3 6 8 12 15 18 21 24 
TIME IN HOURS 


advisability of a 
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another. In group 2 the case abandoned had a hysterical 
fit, while in group 1 one had marked vomiting and one 
became drowsy after 5 injections of pituitrin, but rapidly 
recovered on cessation of the test; the third failed. to 
coGperate. In spite of the high percentage of tests dis- 
continued in group 3, this group is still comparable, for 
in no case was the pituitrin and water dosage less than 
that required to produce a fit in two positive cases in the 
other groups. ; eee 4 

` $ DISCUSSION a 

The results obtained by. previous workers, and by .us, 
are summarised in table ny. Positive results have been 
reported in 10% to 100% of epileptic subjects; but, 
omitting children, most. investigations have induced 
fits in about 40% of epileptics tested; Hagenmeyer and 
Langeliiddeke (1939), whose series consisted of only 10 
cases, and Blyth (1943) are exceptions to this. No 
average of positive results can be presented, for the 
different types of cases used by various workers are 
not comparable. It appears that fits are easier to 


produce in children, and several authors agree that it is 


easier to produce a seizure in the mote severe epileptics, 
in whom of course the possibility of a spontaneous fit 
occurring during the test period is greater. It seems 
almost certain, from the considerable number of negative 
results in controls, that it is not possible to produce a 
fit in non-epileptic subjects by this test. x 
It will be seen that the technique for producing 
hydration has varied a good deal. Opinion as to the 
preliminary period of hydration is. 
divided. McQuarrie and Peeler (1931) state that it is 
easier to produce a fit by hydration followed by a period 
of dehydration, while other workers have hydrated the 
patient for two days before giving the pitressin. A more 
considerable gain in weight can be produced in children 
than adults, Viau (1939) obtaining a 20% increase in 
some cases. From 2 to 5% gain in weight has: been 
obtained in adults by most workers who mention this, 
using widely varying techniques. , ` 


TABLE III—RECORDED RESULTS 


Group L | Group 2 Group. 3 


~ | Epilepsy | Doubtful Controls 
ee rae 
Authors & 1 pos“ 3 Posi- 3 Posi- SDN 
— tive 8 tive — tive 
~t tel |e |el .. 
McQuarrie & 40 40 | 98 | — Uns. $ Children. Mild 
Peeler (1931) opilepsy 
Jacobsen (1934) 40 40 | 95 | — | — | — | — Children 
Daneo (1934) 63|) 6341 —|— a aaa 
Stefanacci 42 42 10 — — | — — 9 
(1934) 
Clegg & Thorpe 23 16 75 | — | — 7 0 Institutional 
ta 35) cases l 
Stubbe Teglb · 9 9 55 | — | — | — | — 2 positives of 5 


jaerg (1935) - traumatic epi- 


lepsy; 1 pos. 
, of 7 atypical 
cases ; 
Janz (1937) 109 69 42 — — 40 0 
Gibson (1037) 1711 — — | 11 | 55 6.| 0 3 negatives, 
f later confirmed 
epilepsy 
Roth (1937) 80i(a) 29 45 | — | — | — | — i(a) Chronic 
(b) 511 10 | — | — | — | — (b) Infrequent 
attacks 
Hagenmeyer & 22 10 |100 | — | — | 12 0 
1155 deke | 
Janzen & 105 (2) 39| 36 | — | — | 43 0 ((a) Idlopathio 
Homeyer b) 23| 22 | — | — | — | — |(b) Sympto- 
(1939) i - matio l 
Wachter (1939) | 16/(a) 12) 66 | — | — 1 0 (a) r 
. leo 80 iron ) 
’ Oe 
matic 
Ziskind & 43 7 
Others (1939) l 
Viau (1939) 12 — |Children ` i 
DeLorenzo 34 (2) 10 Children : 
(1940) b) — (5 Idiopathio 
b) Sympto- 
; matic 
Blyth (1943) 87 — Adults 
Present series 96 0 Adult males 


— 


Total 838 


Uns. = Unstated. 
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It has been shown that pitressin alone will not produce 
a fit in an epileptic. The fact that salt administration 
hinders the occurrence of a fit during the test is of 
interest in relation to the clinical observation that some 
epileptics take an abnormally large quantity of salt with 
their food. It is well known that a fit can be W 
by heavy beer-drinking, and epileptics should always be 
warned against taking large quantities of fluid. 

We have not seen a minor epileptic attack induced by 


this test, but only one of our cases was subject to petit. 


mal; McQuarrie and Peeler (1931) report one case in 
which petit mal was induced and another in which the 
frequency of seizures was increased. Blyth (1943) men- 
tions a minor attack as an indication of a positive test, 
but he does not say how many times he has seen one. 
No other workers have reported this, nor have psycho- 
motor attacks been mentioned, but Faurbye (1938) 
reports a case in which following a test the patient 
began to have absences which persisted, and who 
had not previously suffered from this form of epilepsy. 
It was hoped that some distinction might be drawn 
between idiopathic and traumatic epilepsy (in which 
the mechanism of production of a fit is presumably 
somewhat different) in their reaction to the test, but this 
hope was not realised. : 

: We consider that the test is of value, since in about 40% 
of epileptics the diagnosis of epilepsy may be established 
at once. It is especially valuable under the conditions 
of military practice, both from the point of view of the 
Army and the man; a day’s unpleasantness is more 
than offset for the patient by the avoidance of weeks of 
uncertainty, while for the Army the value .of rapid 
disposal is obvious. The test might: also find useful 
. application in certain medicolegal cases. 

We would stress the inadvisability of carrying out the 
test on any but young and healthy subjects, and the 
importance of careful and continuous observation, with 
particular reference to general condition and blood- 
pressure. Under these conditions we believe the test 
to be free from risk. An interesting piece of research 
in the future will be electro-encephalographic studies 
before, during and after the test. 


SUMMARY 


- 1. For the purpose of diagnosis, fits can often be 
induced in epileptics by giving large quantities of fluid 
by. mouth, together with injections of pituitary extract 
containing vasopressin (‘Pitressin’). 

2. This procedure has never yet induced a fit in a 
person who was not an epileptic. 

3. Such a test is valuable in the Services, where rapid 
recognition and disposal of epileptics is required. 

4. Its use ss is demonstrated by the results of 
investigation of 96 cases. Of 44 with epilepsy, 17 (39%) 
had a fit during the test. Of 32 with doubtful epilepsy, 
12 (38%) had a fit. Of 20 controls with hysterical 
personality, none had fits. 7 

5. The test appears to be free from risk provided the 
patients are kept under close observation, are young and 
(apart from epilepsy) are healthy. 
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HEALTH IN Yuaostavia.—At 5 rm on Thursday, Nov. 4, 
Dr. Milosh Sekulic, late senior physician of Belgrade, will speak 
on this subject at the Livingstone Hall, Westminster, S. W. I. 
Major-General P. H. Mitchiner will be in the chair. 


INHIBITION OF PENICILLIN IN ROUTINE | 
l CULTURE MEDIA 


G. J. HARPER 


SENIOR TECHNICAL ASSISTANT, MRO UNIT, BIRMINGHAM 
“ACOIDENT HOSPITAL 


Tae bacteriological investigation of wounds treated 
with locally applied penicillin may be complicated by 
the presence in wound swabs of inhibitory concentrations 
of the drug. The complication is usually avoided by 
taking bacteriological samples after the disappearance 
of the drug, which is rapidly absorbed from wound 
surfaces. In some cases, however, the drug may be 
applied more or less continuously, in the form of a strong 
preparation or a paste, and a means of destroying the 
5 taken up on the wound 1 8 is desirable. 

nactivation of penicillin by heat or chemicals—e. g., 
strong sulphuric acid—is obviously inapplicable, so 
advantage was taken of the observations of Abraham and 
Chain! to prepare a penicillin inactivator suitable for 
use with routine culture media. These workers noted 
that certain bacteria destroyed penicillin. The active 
agent, which they named penicillinase, was present in a 
number of saprophytic and commensal bacteria. Among 
these were described two gram-negative bacilli; in one, 
a contaminant of penicillin cultures, the penicillinase 
was present in the culture fluid ; in the other, a strain of 
Bact. coli, the penicillinase was liberated after crushing 
the bacterial cells. Abraham and others? also noted 
that the contamination of penicillin cultures with air 
bacteria sometimes resulted in the destruction of the 
penicillin. 


ISOLATION OF AN ACTIVE PENICILLINASE PRODUCER 


Various bacteria, including air micrococci, were tested 
first for their ability to grow in 1 in 5000 penicillin 
broth. The penicillin-insensitive strains revealed by 
this means were then tested by the Oxford plate 
1 01 0 for their powers of inhibiting the action of 

nicillin, appropriate controls of uninoculated penicillin 

roth being included. Stable preparations of all pre- 
sumptive penicillinase producers were made as follows. 
Twenty-four hour plate cultures were washed off in a 
minimum of distilled water, and the suspensions pre- 
cipitated with seven volumes of acetone. The precipitate, 
after standing for an hour, was treated for 1-2 hours 
with fresh acetone, and then with two changes of ether. 
The final.ether-treated suspension was spun, and the 
deposit dried quickly in vacuo. The resulting fine 
white bacterial powder was stored in a sterile tube, and 
samples tested for sterility. 

For titration, falling amounts of the powder, suspended 
in distilled water, were added to tubes containing 10 
units of penicillin in 5 ml. of broth, each tube inoculated 
with 0:02 ml. of an 18-hour broth culture of Staph. 
aureus, and the minimum inhibiting dose of powder 
noted after overnight incubation. The tube readings 
were confirmed by plating. Table 1 shows the results 
with an air micrococcus and a number of gram-negative 
coliform bacilli. The seven strains of paracolon bacillus, 
which were biochemically identical, appeared persistently 
in seven wounds treated with penicillin, and their obviously 
high penicillinase activity prompted the investigation of 
the other gram-negative bacilli. The paracolon, how- 


ever, proved to be the most active of all strains tested. 


The paracolon bacillus is a motile gram-negative rod 
producing acid and gas from glucoae, mannite, lactose 
(late) and salicin (late), but not from sucrose. The 
Voges-Proskauer reaction is negative and the MR 
reaction positive. Indol positive. Gelatin is not 
liquefied. 

It actively destroys penicillin, for Seitz filtrates of 
overnight cultures in broth which had contained 6 units 
of penicillin per ml. contained no penicillin. Similar 
tests of the Bact. coli, Bact. aerogenes, and the air micro- 
coccus showed no such complete destruction. The 
penicillinase is in part extracellular, for 24-hour culture 
filtrates were active; in one test 10 units of penicillin 
was destroyed by 0:5 ml. of filtrate. An attempt was 


1. Abraham, E. P. and Chain, E. Nature, Lond. 1940, 146, 837. 
2. Abraham, E. B., Chain, E., Fletcher, G. M. er, A. 
Heatley, N. G. and Jennings, M. A. Lancet, 1941, ii, 177. 
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TABLE I--PENIOILLINASE ACTIVITY OF VARIOUS BACTERIA 


Growth | Result of | Weight of dried 
in 1/5000 Oxford plate culture required 


Organism penicillin to destroy 10 units 
_ broth of penicillin (mg.) 
Paracolon 7 strains) + No inhibi 0-05 
- Bact. coli (2 strains) + oo” 2-0 
Bact. aerogenes + o 0-5 
Bact. typhosum . — ae l 
Bact. typhi-murium + Inhibition 
Baci. flexneri + 5. 
Ps. pyocyanea + 15 
Proteus vulgaris + 72 
Air micrococeus of. No inhibi- 0°5 
tion 


made to prove the destruction of the penicillin by 
extraction with amyl acetate from mixtures of penicillin 
solution and dried culture which had been incubated 


together overnight. Parallel céntrol experiments were 


performed on penicillin solution alone and on paracolon 
suspension alone. The amy] acetate extracts were shaken 
up with water, the watery fluids added to broth and 
tested against Siaph. aureus. Penicillin was present in 
the extract of penicillin solution, but not in the other 
two extracts. Amyl acetate failed to extract penicillinase 
in demonstrable quantities. | 
Living cultures, culture filtrates and dried preparations 
of the paracolon appear to destroy penicillin. All dried 
preparations of the paracolon had about the same 
activity—equivalent to 10 units of penicillin in 0-05 mg. 
Since the average yield of dried culture was 13 mg. per 


TABLE T—PENIOILLIN: INHIBITION IN COOKED MEAT MEDIUM 
(chm) ` 


No. of swabs showing growth 


Before penicillin After penicillin 
No. of wounds 7 


= CMM % OMM CMM + . 
swabbed = 16 penioillinase 
16 1* 16 


* Growth of the penictillinase-producing paracolon. 


overnight plate, the growth from six plates provides 


enough dried culture to destroy 16,000 units of penicillin. 
The powder has so far kept for five months without 
deterioration. Suspensions of the dried powder in 


water, held at room temperature and at 2° C., had lost 


no activity after 5 weeks. 

Enzyme production by bacteria is in some cases 
enhanced by growth of the cell in the presence of the 
substrate, and accordingly the paracolon was subcultured 
twice daily for a week in 1 in 500 penicillin broth A 
control series of subcultures was made in plain broth, 
and dried preparations of the two resulting strains made 
as before. No enhancement had occurred; 0-05 mg. 
amounts of both powders were equivalent to 10 units of 
penicillin. : 

TESTS WITH CULTURES AND SWARS 


A cooked meat culture tube was inoculated with a 


wound swab taken before the application of penicillin ; 
penicillin was then applied to the wound, and two swabs 
taken; one was inoculated into plain cooked meat 
medium, the other into cooked meat medium containing 
1 mg. of dried paracolon. The tubes were subcultured 
on blood agar after 18 and 36 hours’ incubation. Sixteen 
wounds were tested, of which fifteen contained Staph. 
aureus or Strep. pyogenes or both organisms, and one the 
penicillinase-producing paracolon. The efficacy of the 
paracolon preparation is shown in table I1. 

The powder may be incorporated in blood-agar plates. 
Preliminary tests showed that exposure of suspensions 
of the powder for 30 minutes at 50° C.—.e., the conditions 
obtaining in molten agar before pouring the plate—had 
no effett on the penicillinase activity. In practice, 
10 mg. of dried culture in 1 ml. of sterile distilled water 


is added to 70 ml. melted agar at 50° C.:and mixed well, 
3-5 ml. horse blood is added, arid 10 plates are poured at 
once. A number of these plates and equal numbers of 


plain blood-agar plates were flooded with a solution of 


penicillin, each plate receiving a total of 50 units. After 
drying at 37° C. the two sets were inoculated with freshly 
isolated strains of Strep. pyogenes and Staph. aureus. 
The results of overnight incubation are shown in the 
first part of table mr. For occasional use, the powder 
may be rapidly and economically applied in suspension 


to the surface of routine blood-agar plates; 0°1 ml. of a 


1% suspension of the dried culture is spread evenly over 
the surface, and the plates dried.at 37° C. A comparison 
of treated and untreated plates is shown in the second 


TABLE II—PENIOILLIN INHIBITION ON SOLID MEDIA 
(a) Penicillinase incorporated in medium 
| | No. showing growth 
ana ot Penicillin 


Organism strains | 1 | blood + 
Staph. aureus 25 25 
Strep. pyogenes 21 0 21 — 

(b) Penioillinase applied to surface 
Staph. aureus 17 o | 17 
Strep. pyogenes 17 0 . | 17 
0 F 1 


O. diphtheria (mitis) 1 


part of table mI; the method is as successful as incor- 
poration in the agar. l f ; 

A comparison of plain blood-agar plates, plates con- 
taining the dried culture and plates with a surface 
application of the dried culture was made with actual 
wound swabs taken immediately before and after the 
application of penicillin. The results, shown in table Iv, 
clearly demonstrate the efficacy of the paracolon prepara- 
tion with specimens containing relatively large quantities 
of penicillin. The ‘amount of paracolon powder per 
5 mg. —was sufficient to destroy 200 units of the 

rug. This should be well in excess of the amount 


TABLE IV—PENICILLIN INHIBITION IN PLATING OF ROUTINE 


WOUND SWABS 


Before penicillin After penicillin 
No. | Routine media Routine |  Penicillinase modia 
1 | + + + Staph. aureus Sterile | + + + Staph. aureus 
2 | ++ + Staph. aureus 35 + + + Staph. aureus 
3 + Staph. aureus j + Staph. aureus 
4 + + Staph. aureus 175 + + Stan. aureus 
+ Strep. pyogenes = 4 Strep. pyogenes 
+ + + Staph. aureus „ | + ++ Staph. aureus 
+ +- Staph. aureus j 711 Staph. aureus 
+ + + Diphtheroids | ++ + Diphtheroids 
8 | +++ Staph. aureus „ | +++ Staph. aureus 
9 + + + Staph. aureus 55 + + + Staph. aureus 
+ + Strep. pyogenes + + Strep. pyogenes 
10 + + + Staph. aureus is $ + 4+ Staph. aureus 


needed in routine work, but it could be adjusted according 
to the amount of penicillin likely to be present in the 
material to be examined. l 
Penicillinase in the form of a dried bacterial powder 
could be advantageously employed in blood-culture from 
patients with circulating penicillin, and in sterility 
tests of penicillin preparations intended for clinical use ; 
where the unitage of the preparation is known, precise 
neutralising quantities of a standardised bacterial powder 


could be added as a routine to the test culture media. 


The enzymatic nature of the inhibitor has yet to be 
proved. Though investigations in progress suggest that 


an enzyme is concerned, in this paper the designation - 
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of the active agent in the paracolon cultures by the 
term penicillinase ” must be regarded as tentative only. 

8 SUMMARY , 

On routine bacteriological media penicillin-sensitive 
bacteria will not grow from samples of pathological 
material containing inhibitory concentrations of the 
drpg. This inhibition may be readily overcome by the 
addition of a preparation of penicillinase to the media. 

Stable preparations of the enzyme for routine use have 
been. made by the acetone-drying of 24-hour plate 
cultures of a paracolon bacillus of high penicillinase 
activity, and have been shown to work satisfactorily 
when tested on small series of swabs taken from wounds 
being treated by local application of penicillin. 

The penicillinase preparation could also be employed 
in sterility tests of penicillin issued for clinical use. 

_I am indebted to the Sir William Dunn School of Pathology, 
Oxford, for samples of penicillin. 


INTRA-ARTERIAL INJECTION 
| PENTOTHAL 
A WARNING 


R. R. MACINTOSH P. S. A. HEYWORTH 
DM OXFD, FÉCSE, DA MA CAMB, MRCS, DA 


THE dangers of injecting Pentothal Sodium’ into 
an artery are not yet recognised. Though the result is 
sometimes serious, the risk is remote and need not deter 
anyone from using pentothal except possibly where no 
veins are visible. An artery may be injected inadvert- 
ently when it is superficial. Gray ! points out that an 
aberrant ulnar artery may run “ between the fascia and 
the skin,” and in these cases ‘‘ there is some danger of 
its being wounded when the median cubital vein is opened 
for the purpose of transfusion of blood or injecting saline 
solutions.” Thus Van der Post? reported an injection 
into an aberrant ulnar artery of 0-6 gramme of pentothal 
in a 10% solution which resulted in gangrene of the thumb 
and little and ring fingers. Again, the needle may go 
deep to the cubital vein and enter the brachial artery, from 
which it is separated only by the brachial aponeurosis. 
An artery may be entered, too, when searching for 
a vein in the anticubital fossa of a plump forearm. 
The following two cases, one at a civilian and one at a 
Service hospital, illustrate the effects. 

i CASE-RECORDS 
CasE 1.—Two years ago one of us (R. R. M.) induced anæs- 
thesia with pentothal sodium in a series of children for 
tonsillectomy. An hour after induction with 1-5 c.cm. of a 

10% solution, a hoy, aged 5, complained bitterly of pain, not 
in the throat but in the hand on the side of injection. The 
hand and the distal part of the forearm were blanched and the 
radial artery was not palpable. An hour later the colour of 
the arm improved and the child went to sleep. It was 
thought that the radial artery was then palpable. Two days 
later the child was discharged. He subsequently used the 
arm normally, but on the eighth day after the injection he ran 
from the garden where he was playing screaming with pain 
inthe hand. He was brought to hospital, where the following 
notes were made: Hand ischemic, cold, nails blue. Strong 
pulsation along the brachial artery, but palpation stops in 
middle of elbow ; no radial pulse.” Two days later an inch 
of the brachial and radial arteries were resected, the latter being 
found completely thrombosed. Pulsation in the ulnar artery 
was very doubt ful.“ There was no improvement, and three 
weeks later amputation was performed through the forearm. 

- At the time it was considered that the injection had 
been given inadvertently either into the artery or in its 


OF 


vicinity. To study the effect of intra-arterial injection, 


Mr. S. F. Suffolk injected pentothal into the iliac arteries 
of two lightly anzsthetised cats. Into the control side 
saline was injected without response, but injection of 
0-75 c.cm. of 10% solution of pentothal produced mus- 
cular contraction in all four limbs which persisted for 


about 30 seconds, by which time the cat was deeply ` 


anssthetised. One cat was killed twenty-four hours after- 
wards, when nothing abnormal was found. The second 
cat walked normally thirty-six hours after the injection. 

CasE 2.—(P. S. H.).—A healthy young man was operated 
on for varicose veins at a Service hospital, A rubber band 


1. Gray's Anatomy, London, 1938, p. 753. 
2. Van der Post, C. W. H. Anesth. & Analges. 1942, 3, 58. 


‘thesia on the liver. 


was applied to the upper arm and a prominent Vessel of the 
upper third of the ulnar aspect of the forearm was selected 
for injection. The needle was inserted, the rubber band 
released, and 5 c.cm. of a 10% solution of pentothal injected 
rapidly. The patient writhed in agony, gasping that he felt 
as if boiling. water was being poured over his hand and that 
flames were shooting from his fingers. This continued for 
three-quarters of a minute, when the gas mask was applied 
at the time when he appeared to be losing consciousness. 
During the operation the injected arm was examined. There 
was no extravasation of fluid round the vessel, but it was 
swollen and hard, completely thrombosed distally for the 4 
inches of its superficial course down the forearm; 15 minutes 
later the ulnar three fingers were found to be white and cold. 
Half an hour later petechiæ. appeared along the ulnar aspect 
of the forearm and hand. Colour and warmth returned to the 
affected fingers about three-quarters of an hour after the 
injection. &dema of the whole hand developed during the 
night. This gradually subsided and in 10 days the patient 


was symptomless but remained with a thrombosed aberrant. 


ulnar artery. On examination of the other arm it was found 
that an aberrant ulnar artery existed there, the twin of the 
vessel injected. Pulsation here was palpable until a pressure 
of 105 mm. Hg was reached on the sphygmomanometer. 
When the pulsations were occluded the vessel looked and felt 
exactly like a vein. It is worthy of note that compression 


of the patient’s upper arm to make the vein prominent,’ 


either by an assistant’s hand or by a rubber band, frequently 
obliterates arterial pulsation. ! 


An agonising burning pain down the forearm and hand 


follows immediately the injection of pentothal into an 
artery. Lundy,’ giving 23% pentothal, reports two cases 
in which the injection was stopped when the needle was 
found to be in an artery. because the patient complained 
of a burning sensation in his hand’’; no untoward 
effects followed in either case. Lees gave 4 c.cm. of a 
5% solution, on which the patient complained of a severe 


burhing pain as if he had plunged his hand into the 


fire.” This injection was probably intra-arterial, though 
Lees attributes the effects to idiosyncresy. 

There are two ways of guarding against the ill effects 
of penetrating an artery. Observe -the cdlour of the 
aspirated blood ; the crimson of arterial blood is unmis- 
takeable. Then when beginning the injection give a 
minute quantity of pentothal and wait five seconds for 
any untoward effects before continuing the injection. 


CONCENTRATION .OF SULPHAPYRIDINE 
IN BILE 
. NANCY GOUGH, BSC EDIN | 
(Clinical Laboratory, the Royal Infirmary, Edinburgh) 
PUBLISHED data on the concentration of sulphonamide 
drugs in the bile are inconclusive and contradictory. 


Thus Bettman and. Spier (1939) stated that, whereas 
with a normally functioning gall-bladder the con- 


centration of sulphanilamide was always greater in the 


bile than in the blood, the reverse was true with a non- 
functioning gall-bladder. Spink and others (1941) 


claimed that the concentration of sulphanilamide was 
always lower in the bile than in the blood, although 


that of sulphapyridine was usually greater in the bile. 
But Hubbard and Butsch (1941), who used much 
smaller doses of the drug, found sulphapyridine to be in 
lower concentration in the bile than in the blood. 
Barber and co-workers (1943), in experiments on rabbits, 
found that in contrast to a new drug, sulphacholazine, 
which reaches a high concentration in bile after intra- 
venous injection, sulphanilamide and sulphapyridine 
were never present in the bile except in very s 
amounts, l * 
The experiments reported in this paper were made 
with the object of assessing the possible value of sulpha- 
pyridine as a biliary antiseptic. Patients on whom 
an operation for biliary fistula had been performed 
were the subjects. Some days were allowed to elapse 
after the operation before specimens were obtained, 
with the object of minimising the effects of the anæs- 
After a control specimen of bile 
had been collected an initial dose of 2 g. of sulpha- 
pyridine was given by mouth, and thereafter a main-~ 
3. Lundy, J. S. Clinical Anæsthesia, London, 1942, p. 542. 
4. Lees, J. Lancet, 1943, i, 78868. * ä 
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every six hours for two days or longer. 


w 


-LEVEL OF. SULPHAPYRIDINE IN. BLOOD AND BILE (MG. PER. 


100 0.0M.) IN 8 PATIENTS WITH BILIARY FISTULA. 


I Fours BLOOD — BILE 
© aa after ; 
Case |. ; 5 
f a Free Total Free To 
6 2077 3˙0 6-0 E 
: 4:0 47 15°5 ee 
si an! 6-4 66 
3-1 4˙1 5˙3 6-7 
5 8-0 - 8˙2 
see aril’ vite 75 | 82 
3:1 3.6 ` 9:2 104- 
2˙5 287.8 5-1 5:9 
8 5 6-3 7°3 
2-0 4° Bod 65 |- 69> 
2˙2 4°8 5:7 - 6:2 
3-1. +8 12-2 -130 ` 
2-2 7 9:0 11°5 


. In cases 1 and 2, sulphapyridine 2 g. was injected intramuscularly 
on two successive days. . * 
In cases 3, 4, 5, 6, an initial dose of 2 g. sulphapyridine was given 
by mouth and thereafter 1 g. every four hours. 
In cases 7, 8, specimens of blood and bile were taken at operation ; 
1 g. of. sulphapyridine had been ingested every four hours for 
twenty-four hours before operation. 


tenance dose of 1 g. every four hours, Specimens of 
bile were taken for analysis at intervals of one to six 
hours from the time of the initial dose, and blood about 
i The analyses 
were carried out according to the method of Marshall 


and Litchfield, 


andin the case 
of bile the 
pigments were 
removed by 
absorption on 
barium sul- 
phate. 
The findings 
are set out in 
the table. Of 
the eight cases 
l studied all 
j 5s 1 1 20 25 30 Showed a 
me higher maxi- 


Level of sulphapyridine in blood and bile ; initial dose of 
-2 g. of the drug and thereafter | g. every four hours. 


the bile than 
r 3 X in the blood, 
usually about 6-8 mg. per 100 c.cm. in the bile when the 


blood concentration was about 3-4 mg. per 100 o. m. In 


one case the bile sulphapyridine rose to 15 mg. per 100 c.cm. 
This was during the second day of the experiment, The 
drug had been given intramuscularly to avoid nausea and 


vomiting, and there was apparently. considerable delay 


in absorption, as only traces were found in the bile and 


blood for twelve hours after the intramuscular injection. 


A typical curve of the sulphapyridine concentration 
in the bile and blood is shown in.the figure. In this 
case the biliary fistula had been made six days before 
the beginning of the investigation. The initial dose 
of 2 g. sulphapyridine was given by mouth at 11 AM, 
and thereafter 1 g. every four hours. 


NEW INVENTIONS . 


common- duct bile contained 8 · 0 


mal level in 


=: * 
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Two patients were given the i above dose of sulpha- 
pyridine for twenty-four hours before cholecystectomy,- 


and bile was taken from the common duct and gal- 
bladder at operation. In one case; the blood con- 


centration was 4'5 mg. per 100 c. em. (free) while the 
5 mg. and the gall- 
bladder bile 11-7 mg. per 100 c. cm. free sulphapyridine. 
In the other case, the blood concentration was 3-1 mg. 
per 100 c. em., while the common-duct bile contained 
13-2 mg. free and the gall-bladder bile 12-9-mg. per 
100 c. cm. free sulphapyridine (the surgeon reported 
that the patient had a non-functioning gall-bladder). 
It may be concluded that despite the adverse effects 
on the secretory and ‘concentrating power of the liver 
and gall-bladder which accompanied pathological changes 


- in these organs, sulphapyridine may reach a concen- 


tration in the bile which, in blood, would be effective 
against certain organisms, and accordingly sulpha- 
. pyridine appears to be worthy of clinical trial in 
infections of the biliary tract. eo 

I wish to thank Prof. L. S. P. Davidson and Dr. C. P. 
Stewart, under whose direction this work was carried out, 
and the surgeons of the Royal Infirmary, particularly Prof. 
Learmonth, for their coöperation,  ' ee Oe 
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OXFORD VAPORISER FOR ENDOTRACHEAL . | 

eo -~ ANAESTHESIA „ 

WE regret that the’ wrong initials and qualifications 

were attached to this article as it appeared on p. 509 of 

our issue of Oct. 23. The correct wording is as follows: 
ý M. RUSHTON, MB LEEDS , = 

OAPTAIN RAMC? ANÆSTHETIST TO A MAXILLOFACIAL UNIT 

Captain Rushton was then serving abroad and no 

proof was.sent to him. | : Ae ete, OS 


New Inventions 


' ARM-REST FOR PATIENTS AT OPERATION 
IN order to facilitate the fixation. of the arms at 
operation, a simply constructed and. easily applied 
arm-rest has been devised. As far as I am aware, no 
similar appliance has hitherto been constructed. ö 
The most useful function of the arm-rest lies in the 
ease with which the arms of the patient are controlled 
and excluded from the fleld of operation. It would 
appear that respiration is easier with the arms so placed, 
and when artificial respiration is called for, this appliance 
` allows the surgeon to encircle the greater part of. the 
chest-wall with his hands. The possibility of nerve . 
palsy following malposition of the arms at operation is 
also eliminated. | i a 
The arm-rest consists of a transverse part, which 
slings the arms above the chest, supported by two 
vertical steel rods which fit into the standard goitre- 
screen sockets at the sides of the table (see figure). The 
appliance was constructed in a short space of time by 
the hospital master of works, the material used being 
stainless steel reinforced with beaded wire edging. 

The patient is anzesthetised before the arm-rest. is 
adjusted.. Usually tho 
arms lie comfortably 
across the arched horizon- 
dal piece, but a strap may 
be applied if necessary to 
prevent the limbs ‘falling 
backwards. The appliance 
is particularly suitable for 
abdominal work and pro- 
vides no hindrance to the 
highest epigastric proce- 

dure. It has been used 

consistently for the past 

12 months. oi 

G. RUSSELL THOMSON, 
MB GLASd 


Extra Dispensary Surgcon | 
Western Tniirmary, Glnagow. 


y (a) . (b) ic) 7. 1 
(o) Arm- rest fitted to the operating table ; (b) position of the arms with arm- rest adjusted ; (c) view of arm - reit from the front. 


beginning to bridge it. 
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ROYAL SOCIETY OF MEDICINE 


AT a meeting of the section of medicine on Oct. 26, 
Dr. GEOFFREY EVANS gave his presidential address on 


: Mental Health 


Science, he said, has recognised the organic unity of the 
universe. Man not come into the world but is of 
the world. Until recently we have thought in terms of 
a great gap between the animate and inanimate, but 
studies of viruses, catalysts and vitamins are now 
Pattern can be seen everywhere 
—for example, in the chromosomes and the male and 
female sex hormones. There is a basic pattern in the 
structure of brain, and Jung has postulated a universal 
collective Pye intellectual pattern. His aim, Dr. 
Evans said, was to present a pattern of the human mind, 
and to make some suggestions about it. 

All our behaviour is necessarily rooted in feeling, 
though we live under the delusion that we are actin 
rationally. The basic components of the human min 
are the instincts of self- preservation, creation, and 
destruction ; he suggested that study of the mind from 
these different aspects can be linked with the names of 
Adler, Freud and Stekel respectively. The ego-instinct, 
given so much weight by Adler, favours the survival of 
the individual; the sexual and creative instinct em- 
phasised by Freud favours the survival of the race ; and 
so far these two by a narrow margin have overcome the 
third great force, the force of destruction. With these 
three basic instincts must be included the herd instinct, 
which, Wilfred Trotter held, is added to the mind by 
experience and education and becomes as powerful in 
it as the others. 

Together these four components form what Dr. Evans 
called the sensuous sphere—the core of the human 
mind. External to this sphere he postulated a 
supersensuous sphere. After many years of practice, 
he said, it had dawned on him that there was a general 
desire in people to do better and be better. To man 
belongs the power to distinguish between good and evil 
—a distinction recognised for centuries past and noted 
in the book of Genesis. But man also differs from animals 
in his power to place things in time and space. A dog’s 
idea of time is presumably limited by his lifetime, and 
his ideas of space by his immediate environment at any 


given moment. To man belongs the power of conceiving 


r 


of time as a continuum, and of objects at a distance ; he 
lives in a double world of space and time, and language 
allows him to express these concepts. Thus from the 
realm of the senses he enters the realm of imagination 
and the supersensuous sphere where the values of justice, 
truth and virtue exist in abstract purity. But the human 
mind cannot escape its own primitive core, and the senses 
give tone to the highest thoughts it is able to achieve in 
the supersensuous sphere. A man’s activities are an 
expression of his purpose in life. Mental ill health may 
derive from conflict in the sensuous sphere, as Freud 
demonstrated, but this is only one cause: commoner 
causes are lack of outlet, exhaustion and defeat. Even 
some conflicts in the sensuous core, he thinks, may best 
be resolved by acceptance or by sublimation in the 
supersensuous sphere, rather than by analysis at the 
sensuous level. 

The instinct of self-preservation is strong in childhood, 
so that the child needs security and love; later the creative 
instinct becomes predominant and gives occasion for 
self-sacrifice. Yet this instinct too demands some 
security and even isolation. Self- interest may be partly 
creative, and may subserve the purposes of the race 
when it is directed to maintaining the home. It is not 
a sufficient purpose in itself, and the man who makes a 
fortune through self-interest is apt to devote part of his 
life or his money to others. Achievement does not, in 
any case, deserve too much emphasis: the effort to 
achieve is the thing. Restriction of creative activity is 
responsible for much mental ill health. A woman 
satisfies her creative impulse in bearing children, and is 
also often partly responsible for creative activity in a 
man. Before the war creative activity was at a discount ; 
it was hindered by inherited wealth, early pensions, jobs 
which consisted in tending machines which did the 
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creative work, and recreations which took the man to 
watch the skilled activity af others. War, he tbinks, 
has shown the poyerty of this; it has given opportunities 
to both creative and destructive impulses. After the 
war he believes that we must give more scope to the 
creative impulse. Most people need a regular supply of 
appreciation for their mental health and happiness; 
a man often gets it from a woman, doctors and nurses 
from patients. Where there is no opportunity for 
creative activity people must be given opportunities for 
service, with its reward in appreciation. 

The destructive impulse is present in all of us, and of 
unrecognised strength. Generally speaking, it is stronger 
in men than in women and finds outlets in occupations 
such as those of the butcher, the gamekeeper or the 
timber-faller. It is not readily accepted as a fundamental 
impulse of the human mind because its satisfaction is 
often associated with pain, and because like other 
instincts it can be perverted. Yet in itself, Dr. Evans 
holds, it is natural and good, giving strength of character 
and combativeness to overcome evil. Uncontrolled 
destruction is alarming and must be met and overcome 
by greater force or even controlled by fear. This war 
is not, he thinks, a ‘“‘ sporadic outburst of barbarism ” ; it 
has its origin in the basic forces of the human mind. 

Mental ill health may arise through conflict between 
the supersensuous and the sensuous spheres—as in the 
conflict between duty and desire. It may alsoispring 
from frustration at the supersensuous no less than at the 
sensuous level. Science, as might be expected, he said, 
provides the basis for religious thought, since intellect 
reigns—though not supreme—in the supersensuous 
sphere. Science recognises universal movement, an 
ordered change in the direction of elaboration, which is 
evolution. In all this there is pattern. Religion sees 
design in pattern, makes of scientific concepts a con- 
ceptual whole, and provides a purpose and meaning to 
life. Dr. Evans holds that the function of the mind is 
feeling. In the sensuous sphere this feeling finds ex- 
pression in the four components of this sphere; in the 
supersensuous sphere it is religion that gives the feeling 


tone to the as yet highest activity of the human mind: 


that is, imagination and constructive thought. 

Surgeon Captain DESMOND CURRAN spoke of his 
experience of mental ill health in the Navy over four 
years. He has been impressed hy the degree to which 
men can adapt themselves to hard situations provided 
they have a worthy object before them and—he felt it 
fair to add—a fear of punishment behind. All Service 
medicine, he said, is social medicine. The doctor is 
continually asked: Is this man fit for duty? If not, 
can he be made fit, and how soon?“ He had been 
encouraged by the results of treating neurotic cases 
while keeping them at duty, and told of a naval surgeon 
consulted by a rating complaining of a ‘‘ tight-band ” 
headache. This man, who did not smoke, did not drink 
and whose sexual life was ‘‘ below reproach,” could not 
understand his symptoms. But on being told that his 
halo was getting too tight he stopped éomplaining. 
There is something to be said for reminding people that 
this is a vale of tears, and that to be uncomfortable 
or unhappy in it is only to be expected. Naval surgeons 
can recommend the type of job they consider suitable 
for a man returned to duty, but have no power to enforce 
it; and this, he thinks, is a good thing. Doctors are as 
fallible as other men, and we must not let our brains go to 
our heads, or suggest that we should run the world; we 
shouldn’t do it very well, and it wouldn’t be tolerated. 
After the war there will presumably be some attempt 
to fit people into jobs that suit them, but our claims to 
advise on vocational guidance, though real, must not be 
overrated. The medical rôle is rather one of restriction : 
it is not for us to choose the football team though we 
may be able to say why a given man should not play. 
The team should be chosen by someone with a know- 
ledge of football. Society would not like it if the doctor 
tapped a man òn the shoulder and said: Come along, 
I know just the job for you.“ In the Navy, he finds, 


the less said about nerves the better; and probably 


the same is true in civil life.. He thought we might get 
better results if a pension for neurosis, say, carried a 
compulsory rehabilitation course with it. But as an 
old-fashioned Liberal he would rather that we kept the 
neuroses than that we lost the liberalism. 
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Sir HENRY TD reminded the meeting that evolution 
Was not an orderly business but a tangled growth. We 
did not derive from the monkey—our common ancestry 
was among the lemurs. Nature finished the monkey, 
just as she finished Neanderthal man; and Neander- 
thal man had failed. It was possible we might give place 
to quite a different type of man in time. Much of our 
progress, he thought, turned on our anatomy—on the 
facts that we had a hand that could grasp, and walked 
on two legs. The good of the herd is regarded differently 
in different quarters of the world and does not, he 
suggested; follow a pattern at all. He spoke, he said, 
as ‘a hard-boiled materialist. 7 | | 
MEDICAL WOMEN’S FEDERATION `. 

Ar the annual general meeting of the London 
association of the federation,on Oct. 23 Dr. MARGARET 
MACPHERSON spoke of the po — 

_ Child in the Tuberculous Household 

She began by pointing out the fact that the percentage 
of tuberculous infection (as judged by testing) among 
‘children in contact with closed cases is the same as 
that among children who. have had no known contact 
with the disease; whereas the percentage ‘among 
children who have heen in contact. with open cases is 
much higher. The aim must therefore be to keep 
children as far as possible from contact with open cases. 
In the home, the careless parent, or the old grandfather 
coughing by the fire, are disastrous contacts because of 
their intimacy with the child; and infected dust on the 
floor is perilously near to the mouth of the crawling baby. 
Yet it has been shown at Papworth that intelligent care 
can much reduce the danger, even from contact with 
open cases. She therefore laid emphasis on education 
of the patient in the management of his disease, and of 
the public in its dangers and their avoidance. Of 
children under the age of 2 who die of tubercle, by far 
the most die of tuberculous meningitis, and she had 
been impressed by the complacence with which the death 
of a child—and sometimes two or three children— 


thought too precious to send away from home would, be 


recounted by the parents. Part of this fatalism springs 
from the false notion, still generally current, that, tubercle 
is hereditary, and she would like to see a campaign 
against that despairing belief. In the individual case 
direct preventive measures are sometimes possible. 
All contacts should be tested with tuberculin intra- 
dermally. An infant under 2 who gives a negative 
result should be removed from danger, preferably to the 
care of relations; residential homes have their own 
' dangers for such young children. The test should be 
repeated within 6-8 weeks, since the child may have 
taken the infection but still be in the latent phase as 
far as skin sensitivity goes. In practice, parents are 
generally unwilling to face separation from their young 
children, but the situation is often solved by the patient 
leaving home for six months’ sanatorium treatment; when 
he returns he is usually a closed instead of an open case, 
and he has learned the principles of managing his disease. 

The infant who gives a positive result on testing must 
-be treated as having a primary focus. He too should be 
taken out of range of repeated doses of infection and 
placed in favourable conditions. She pointed out that 
healing of a primary lesion, even a small one, is slow— 
probably never taking less than 6-8 months, and usually 
2—3 years ; and throughout that time there is danger of 
a. general spread. The child should therefore be kept 
under observation for at least three years. 


By the time they reach the age of 14, 80% of children in 


contact with open tubercle give a positive result on 
testing, and though the danger of meningitis is less over 
the age of 2, it remains a real one. Social services, Dr. 
Macpherson said, are available for protecting these 
children, for removing them from contact with the disease, 
and keeping them under observation—but the parents 
will not always make use of them. They are alarmed by 
the thought of the danger, and push it to the back of 
their minds ; or they take fright at the many strangers 
by whom they must be interviewed. She considers that 
the entire success of protective measures for children often 
lies with the family doctor. He therefore needs to know 
What the hospital consultant, the tuberculosis officer and 
the child welfare worker are going to say, so that he can 
steer the parent into taking the right course for the child. 
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N Reviews of Books 
Food Poisoning ee 
Its. Nature, History and Causation Measures for its Preven- 
tion and Conirol, ELrrror B. DEWBFRRy, Frsi. (Leonard 
Hill. Pp. 186. 15s) n 
THis useful book covers all forms of poisoning through 
food and by food. It is in three parts, dealing with. 
bacterial poisoning ; poisoning by metals, natural?” 


\ 


r 
— 


poisons of plants and animals and food allergy; and 


botulism. Three appendices on contamination by war 
gases, an author index, and a subject index, complete it. 
It does not touch food as a vehicle of parasites (apart 
from the salmonellas) and gives perbaps more space to 


botulism and less to poisonous plants than the present 


situation warrants ; but in all other respects it is sound. 
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The part if any played by human carriers in the con- . 


tamination of food by che poisoning organisms is interest- ° 
ing. Savage believed it to be insignificant, for the 


organisms concerned are not human parasites so that 
chronic human carriers would be impossible. But some 
of the salmonellas can set up septicemia, ; if this is merely 
an ante-mortem invasion it means nothing, but if 
recovery ever follows it the invading organism must rank 
as a human parasite, the poisoning be reckoned. as a 
disease and chronic carriage as a possibility. Moreover, 
we.do not know the source from which the staphylococoi 
causing poisoning are derived.~ If they are of human 
origin, chronic carriage by man of this particular infection 
is probable. The salmonellas are parasites on animals 


used for food and also on rats and mice, and food infection 


is generally from these sources. One species, S. para- 
typhi, is limited to man, so paratyphoid must be dérived 
from a human carrier; it sets up a human disease 
but is never the cause of food-poisoning.. Spread of 
salmonellas by flies is suspected, but not proved and the 
against it. 3 a a 
Surgery of the Nose and Throat 
Editor: JOHN DEVEREUX KERNAN, MD, College of Physicians 
and Surgeons, Columbia University. (Nelson. Pp. 701. 70s.) 
THIS volume maintains the high standard set by its 
companions. A modern outlook on operative surgery 
connotes an appreciation and understanding of 
pathology and physiology and there are good. chapters 
on both of these subjects. 
several people there is some overlapping.. The many 
illustrations are not all of the same quality, and some are 
unnecessary ; conversely some of the written descriptions 
might be replaced by a few good pictures. In the section 
on plastic surgery clarity has perhaps been sacrificed to 


localised distribution of outbreaks of food-poisoning is 


brevity, but this is a field in which few ENT surgeons. 


are active. Tonsillectomy in this country is naw almost 
universally performed with the Boyle-Davis gag, and in 
adults intratracheal anesthesia is desirable; but the 
account given of the operation is workmanlike and 
satisfactory. The treatment of laryngeal stenosis and 
abductor paralysis is described fully, and an operation 


both 


As in all books written by 


devised by King combines surgical ingenuity and skill 


with an interesting piece of physiology. Here we are 
prone to give a patient with this disability a permanent 
tracheotomy and to dismiss the matter from our minds; 
it is salutary to see the thought lavished on it in other 
countries. Laryngofissure is readily carried out under 
local infiltration anesthesia, and no tracheotomy is 
necessary ; the wound can be closed without drainage 
and usually heals by first intention. Operations of 
slightly greater extent, including removal of portions 
of the thyroid cartilage, can be undertaken by the ‘same 
Hayes Martin’s method of total laryngectomy is 
based on sound theoretical principles, and has points in 
common wuth Babcock’s method—unfortunately not 


described. Protracted fractional irradiation is men- 


tioned only in the treatment of extrinsic carcinoma of the 


larynx. Like the technique of laryngectomy, the manage- 


ment of powerful doses of X rays and radium is improving; 
and if the end-results of radiotherapy come to approach 
those of extirpation, no doubt it will supersede laryngec- 
tomy as being less mutilating... The treatment of pharyn- 
geal tumours is discussed somewhat sketchily, but in 
basing his treatment on the fundamental principles 
enunciated by Trotter, Orton is on sure around. 9 
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THE TONSILS AND ANTIBODIES 

THE reaction in recent years against wholesale 
tonsillectomy is based principally on the findings 
that tonsillectomised children are no more resistant 
to sore throat, otitis media, rheumatism and naso- 
pharyngeal infections than are children, who still 
have their tonsils. This of course does not exclude 
the possibility that but for tonsillectomy the former 
group might have had a higher incidence of these 
infections, nor does it mean that tonsils that are 
obviously diseased and a predisposing cause of 
frequent sore throats should not be removed. But 
there seems no justification for the practice, common 
particularly among well-to-do families, of excising 
enlarged tonsils as such. Indeed it now seems 
probable that the tonsil by trapping pathogenic 
bacteria, not only may act as a front-line guard 
against infection, buf may also contribute to the 
production of antibodies specific against the invading 
micro-organisms. Enlargement of lymph-glands in 
response to infection is a commonplace, and is not as 
a rule accompanied by increase in blood lympho- 
cytes. On the other hand, experiments by a number 
of independent workers? have supplied evidence that 
antibody is produced in the lymph-glands and that 
the germinal centres of lymph glands appear in young 
animals as a direct response to the injection of 
antigenic material like bacteria or toxins. The cells 
in the germinal centre are, according to Maximow, 
primitive mesenchymal cells which may readily 
take on the function of phagocytic histiocytes. 
Enlarged tonsils and adenoids in children may 
therefore be interpreted as part of the body’s reaction 
to the many foreign bacterial acquaintances which 
the child makes in early life. 

A study by Rantz and his co-workers? on the 
presence and persistence of specific antibodies in 
streptococcal throat carriers, some of whom had their 
tonsils removed, supplies some apposite data. Ex- 
aminations were made for the presence of type- 
specific streptococcus agglutinins and for anti- 
streptolysin in the blood of 64 children, 33 of whom 
were later proved by culture of the excised tonsil to 
be carriers of group A hemolytic streptococci. In- 
cidentally, only half these streptococcal carriers were 
detected by pretonsillectomy throat cultures. Among 
the carriers 85% had an appreciable titre of type- 


specific agglutinins and 70% had antistreptolysin 


levels of 100.units or more, which may be compared 
with figures of 13% and 38%, respectively in the 
non- carrier group. After tonsillectomy, follow-up 
studies for one to three months in 21 carriers showed 
a definite fall in the level of antistreptolysin in 19 
cases; there was no corresponding fall in strepto- 
coccus agglutinins. Interpretation of these findings 
is not easy. The higher antibody levels in the carrier 
group before tonsillectomy may have been due to the 
persistent stimulus from the hemolytic streptococci 


1. e 15 School. Spec. Rep. Ser. med. Res. Coun., Lond. 
O. 9 e 
2. Seo Burnet, F. M. Production of Antibodics, London, 19: 
3. Rantz, L. A., Jaco 
1943, 22, 419. 
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bs, A. H. and Kirby, W. M. M. J. clin. Invest. 


harboured in the tonsil, or may have occurred in 


response to a recent infection although the histories 
did not suggest that this was so. The quick and 
consistent fall of antistreptolysin after tonsillectomy 
differs from the usual findings in patients after an 
acute streptococcal infection where the titre is 
maintained at a high level for six months in about 
half the cases.“ Thus the reduction in circulati 
antibody is presumably to be correlated with the 
removal of the antigenic stimulus in the tonsil. 
Whether the tonsil itself was contributing to the 
production of antibodies is doubtful, but the fore- 
going evidence that this tissue may constitute an 
important section of the antibody factory and the 
old observation ë that streptococcal carriers are re- 
sistant to fresh infection, may further impress the 
family doctor and his surgical colleague with the 
need for a conservative attitude towards the en- 
larged tonsil. 


PROFLAVINE WITH VARIATIONS ` 


ACRIDINE derivatives were introduced as antiseptic 
dressings for wounds by C. H. BROwNINd and his 
collaborators during the last war. The. compound 
which was then recommended was acrifla vine, which 
as commercially prepared consists of a mixture of 2: 8- 
diaminoacridine methyl chloride and 2 :8-diamino- 
acridine hydrochloride. This substance became popular 
for a time but then passed gradually out of favour, 
partly because it seemed unduly toxic and partly 
because most of the dye was diverted from the wound 
by its fixation on the gauze of the dressing. At the 
beginning of the present war, interest in this group 
of compounds was revived by the work of RUSSELL and 
FALCONER,’ who showed that, although acriflavine 
might be toxic for wounds, another acridine derivative, 
2:8-diaminoacridine, henceforth called proflavine, was 
non-irritant when applied in a solution sufficiently 
concentrated to be powerfully bactericidal. Next, 
MITCHELL and BUTTLE? noted beneficial effects, both 
prophylactic and curative, from the insertion of 
powdered proflavine into war wounds in the Middle 


East. Lately ® they have reported on another acridine 


derivative, diflavine, which is 2: 7. dia minoacridine 
hydrochloride ; they found this slightly less satis- 


factory than profla vine since its bactericidal action is 


somewhat weaker while its action on the tissues is 
about the same. From experimental findings 
McIntTosH and SELBIE O recommend that a mixture of 
one part proflavine powder and one or two hundred 
parts of sulphathiazole should be inserted prophylac- 
tically into war wounds to prevent infection by 
pyogenic or anaerobic organisms. 

The main obstacle to the wider use of proflavine as 
a wound dressing has been the fear of its toxic effect 
on the walls of a wound ; when the powder or a strong 
solution is inserted into an experimental wound it 
causes extensive necrosis of the adjacent tissues. 
ALBERT and GLEDHILL” assume that much of this 
damage is due to-the acidity of the preparation com- 
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0:1% solution has a pH of about 2-6, while a saturated 

solution has a pH of 2:0. Following a suggestion by 
H. BERRY, ALBERT and GLEDHILL urge that neutral 

salts should be used instead, and describe their pre- 

paration and properties. Thus the neutral sulphate 

is soluble 1 part in 4 at 15°C. and the pH of a 0:1% 

solution is 6-0, which is almost neutral (pH 7-0) ; the 
hydrobromide and the benzene sulphonate are soluble 

1 in 100, while the salicylate is soluble 1 in 430, all 

three giving a pH of approximately 6-0 in 01% 

solution. Since Dinewatt™ has shown that the 

usual reaction of wounds is neutral (pH 7-4) or if 
grossly infected slightly acid (pH 5-0-6-0), and since 

living tissues are very sensitive to changes in the 

acidity or alkalinity of the surrounding tissues, it 

seems reasonable to avoid highly acid wound dressings 

when possible; and the neutral salts of proflavine 

deserve sympathetic consideration. 

Nevertheless, there is evidence that the tissue damage 
caused by profla vine preparations is due not only to 
their acidity but largely to the proflavme nucleus 
itself. Thus HAwEINd i examined the effect of several 
proflavine derivatives (including some recommended 
by ALBERT and GLEDHILL) when inserted as powder 
into clean experimental wounds, the quantities em- 
ployed per unit area corresponding to those recom- 
mended by MrrcmELL and Buttite. The compounds 
tested included the salicylate, the p-hydroxyphenyl 
sulphonate (soluble 1 in 420, pH of saturated solution 
5-9), the hydriodide (soluble 1 in 240, pH 6-8), and 
proflavine base itself (soluble 1 in 3000, pH 8:6). All 
the compounds caused extensive necrosis of the ad- 
jacent tissues, and in a small series of animals there 
was little significant difference between the various 
preparations employed. It is possible that if a 0-1% 
solution had been used instead of the powder there 
would have been less local damage. But further in- 
vestigation in the laboratory and the field is clearly 
needed if the advantages, limitations and disadvant- 
ages of proflavine and its derivatives are to be firmly 
established. 


“CLASSIFICATION POINTS- IN AN/EMIA 


ONLY a few years ago the size of the red blood-cells 
and the colour-index were the criteria for classification 
of anemias. Since then work on normal and patho- 
logical erythropoiesis, and the corresponding observed 
changes in red-cell size and shape, have shown that 
these classifications were only partially correct and 
often positively misleading. The current British 
view is that stated by ISRAËLS l in 1941 : it recognises 
two types of erythropoiesis, normoblastic and megalo 
blastic ; in postfœtal life, at any rate, the latter is 
always pathological ; megaloblastic erythropoiesis is 
nearly always assctiated with increased average cell 
size and increased mean cell volume ; in normoblastic 
erythropoiesis the average size of the cells may be 
normal, decreased or increased in different types of 
anemia. IsRates held that the two types of erythro- 
poiesis are not interchangeable, and JonEs s reaches 
the same conclusions in a recent American review. 
Jonrs pleads for eradication of the ideas on erythro- 
: poiesis dating from Doan and SaBIx's work on non- 
pathological material in 1925—-ideas that have only 
11. Dingwall, J. A. quoted by Schmelkes, F. O. Surg. Gynec. Obstet. 
1943, 77, 69. l 
F. Lancet, 1943, i, 710. 
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13. Lancet, 1942, i, 325, 14. Israëls, M. O. G. Ibid, 1941, H, 207. 
15. Jones, O. P. Arch. Path. 1943, 35, 752. oes 


-always normochromic. 
seems that almost any combination can be found; 
'TROWELL” reported macrocytic hypochromic anzemia 


lately disappeared from British textbooks and are still 
repeated in most American ones. He points out that 
megaloblasts are found “ almost entirely, if not exclu- 
sively, in patients with macrocytic anæmias of the type 
due to a deficiency of liver principle, and he confirms 
the observation that large-cell anæmias are often 
associated with normoblastic erythropoiesis, which 


means that cell-size does not by itself indicate what 


sort of anemia is present and what treatment is 
appropriate. a = 


Another valuable help in classification is WIN. 
TROBE'S , finding that red cells never seem to be over- 


filled with hemoglobin, They may be normally or ` 


less than normally. filled; this is estimated by 
measuring the mean corpuscular hemoglobin concen- 
tration, which is the ratio of the hemoglobin content 


of the blood (grammes per 100 c. em.) to the volume 


of the packed red cells (hematocrit). Thus for the 
morphological characterisation of an anæmia we nowa- 
days want to know these three things. 


1. Is erythropoiesis normoblastic or megaloblastic, and 
if it is normoblastic what qualitative variations are there 
in activity and morphology ? sade JS 

2. Is the mean cell volume (MOV = ratio of hæmato- 
crit to red-cell count) normal (normocytic), or larger 


(macrocytic) or smaller (microcytic) than normal ? 


3. Is the mean corpuscular hemoglobin concentration 


(MCHC) normal (normochromic) or less than norm 
(hypochromic) ? * 
In pernicious anzemia there is megaloblastic erythro- 
poiesis with a high MCV and normal MCHC; the 
common iron-deficiency anemia shows a distorted - 


normoblastic erythropoiesis with low MCV and low 


MCHC ; a hemolytic anemia may show hyperplastic 
normoblastic erythropoiesis with high MCV and 
normal MCHC. In temperate climates this morpho- 
logical characterisation of an anzmia corresponds, for 
the most part, to well-defined clinical entities ; so if’ 
we find a macrocytic normochromic megaloblastic 
anemia we are justified in diagnosing one of the 
pernicious group of anæmias and proceeding with the 
clinical and laboratory investigations that will identify 
it. In temperate climates too, megaloblastosis is 


always associated with macrocytosis and macrocytic 


anæmia, whether megaloblastio or normoblastic, is 
But in tropical anzmias it 


with and without, megaloblastosis of the marrow in 
Uganda, and in our Oct. 23 issue Foy and Konpr re: 


ported the extraordinary combination of megaloblastie 


marrow with a microcytic normochromic blood-picture. 
These bizarre findings, however, in no way invalidate 
the fundamental conclusions about the classification 
of anemias; they occur in patients suffering from 
multiple deficiencies, often over long periods, so that 
the morphological characterisation of the anemia— 
reached by determining average results—only expresses 
which of the various deftciencies has, at the time of 
the examination, gained the upper hand. 

As Foy and Konpi emphasise, it is especially 
important in deficiency anæmias to study the qualita- 
tive changes in the blood and bone-marrow and to 
relate these to all the available clinical information 
before making a diagnosis. Correct classification 
depends not only on accurate estimation of the 


hematocrit and the usual blood figures, but also on 


16. Wintrobe, M. M. Clinical Hematology, London, 1942, p. 225. 
17. Trowell, H. Trans. R. Soc. trop. Med. Hyg. 1942, 36, isle 


* 


BES Se SS \ a 


B a 


THE LANCET] 


what JoNES calls the disciplined eye and the 
ability to recognise and appreciate differences in 
nuclear structure, the ability to separate pathologic 
from normal cells and the ability to separate normal 
or hyperplastic marrow patterns from dysplastic 
ones.” Unfortunately facility in these distinctions 
is not easily acquired and needs experience, but, as 
this newer knowledge becomes disseminated, experi- 
enced. investigators are able to report comparable 
studies. These studies on tropical nutritional 
ansmias may give us new information about the 
factors that influence blood formation, and at this 
time they have more than a theoretical interest, since 
it is only too likely that nutritional anemia will be 
one of the problems that we shall have to deal with 
soon in Europe. 


Annotations 


MEDICAL ADVISER TO THE TREASURY 


AFTER 36 years of medical service to the Post Office, 
where he has watched the messengers getting bigger 
(and brighter) every day, Sir Henry Basurorp has 
been elected to the Treasury where he will be consulted 
about welfare, environment, sick absence problems, and 
such like for the Civil Service staffs as a whole, especially 
those departments which have hitherto had no medical 
adviser of their own. Dr. Bashford has had an enter- 
taming journey on the way to his destination. When 
in 1907, three years after leaving the London Hospital, he 
became assistant MO to the Post Office he entered an in- 
dustrial service which had since 1855 kept sick records and 
which in his hands has accumulated the curriculum vitz of 
a quarter of a million men and women from the ages of 16 
to 60 — containing, as he once remarked, unworked mines 
of information both for industry and medicine. Nor 
was he a passive spectator of this human material, 
holding as he did that “ in an industry whose supervisors, 
both men and women, were selected, apart from technical 
qualifications, by virtue of their general knowledge of, 
and sympathy with their fellow-beings—and above all 
by virtue of their ability to be blind at the right moment 
—one would expect both the health standard and, I 
should guess, even the output to be relatively higher.” 
These records have already helped to destroy some 
medical bogies (Bashford has been known to tilt at 
Harley Street from his corner in St. Martin’s-le-Grand), 
such as the gravity of adolescent albuminuria, and the 
power of loss of wages as an incentive to return to work. 
More recently he was a pioneer in abolishing quarantine 
for healthy contacts. 
things on paper in these columns he had made “ a plea 
for the more human teaching of medicine ” and was 
quietly putting it into effect in his own practice—while his 
literary diversion was the telling of bedtime stories 
both to the cognoscenti and to children. 
during Bashford’s régime boys and girls seem to have 
entered the Post Office with better physique; and, having 
entered, their working capacity has gone up from year 
year. If this sort of thing goes on at the Treasury 

it may be necessary to extend the retiring age of the 
Civil Service. 


REMOVAL OF CALCULI FROM THE LOWER 
URETER 


AN open operation for the extraction of a tiny calculus 
in the pelvic portion of the ureter is a formidable under- 
taking, and it is natural that every effort should be made 
to avoid it. A great number of techniques have been 
advocated for removing such calculi by intracystoscopic 
methods. Ainsworth-Davis! has found that, among 


1. Ainsworth-Davis J. C. Brit. J. Surg. 1943, 31, 34. 
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_ these, removal by means of a ureteric corkscrew is a 


practical measure. During the last twelve months he 
has employed it in 20 cases. In 2 cases the stone came 


away at the time of the initial instrumentation and in 3 


forty-eight hours after weight extension had been tried. 
In 6 cases the first attempt was a failure and the second 
attended with success. In 8 cases the stone was passed 
spontaneously within three weeks of the instrumeniation. 
In only one case, in which the passage of the corkscrew 
proved impossible, was an open operation finally found 
to be necessary. He uses a Welland-Howard spiral stone 
dislodger, the design of which he has slightly modified. 
Its passage up the ureter is facilitated by carrying out a 
preliminary ureteric meatotomy. 


* 


TUBERCLE AND THE CHILD 


CROWDED homes and a rising incidence of tubercle 
make the protection of the child contact at once more 
important and more difficult. A year ago the incidence 
of tuberculous meningitis had risen by a half and it 
may be more now; in London the death-rate from pul- 
monary tuberculosis in 1941, as compared with 1938, 
was quadrupled in children under 4, and trebled in 
children between 5 and 14—the accuracy of the popula- 
tion figures having been carefully checked.“ According 
to Sheldon and his colleagues ? many young children at 
present elude the tuberculosis officer in his search for 
contacts. They note, too, that the exposure of a child 
to infection need only be short ; two children who spent 
a single night in the house of a phthisical aunt became , 
infected and one died. To ensure full investigation of 
child contacts they suggest special clinics for them at 
hospitals, where the tuberculosis officer should be affiliated 
to the staff, ultimate responsibility resting on the 
pediatrician. On another page Professor Fleming insists 
that most children are infected from a human source, 
and that the younger the age at which infection takes 
place the greater the risk to life. Moreover, the usual 
route of infection is through the respiratory tract. 
That the young child ought to be shielded from infection 
is self-evident ; how to achieve’it is a different matter. 
Prof. Fleming would like all children under four who 
give positive tuberculin skin reactions to be placed in 
suitable surroundings and kept under careful observation. 
But as Dr. Margaret Macpherson pointed out (p. 574), 
in addressing the Medical Women’s Federation, the 
parents are not always willing to be parted from their 
young children; and they may think him too precious 
to send out of their sight, even though it costs his life. 
Removal of the infectious patients, rather than the baby, 
from the home may be the more practical proposition ; 
for though only a ‘half-measure it has the merit of 
being acceptable. The young child with an early 
infection is also at the mercy of parental love. If 
he can be taken to live in the country, given an ample 
diet, and carefully supervised, well and good; but for 
the child whose home is a crowded house in a slum 
this may be impossible. Prof. Fleming's suggestion that 
special preventive institutions should be built for such 
children has attractions, but dangers too. Enthusiasm 
for the cure of one infection should not blind us to 
the fact that the young child is vulnerable to others, and 
that he is more exposed to them in a residential institu- 
tion among his contemporaries than he is at home. We 
must keep steadily in mind the fact that the proper 
protection of these children turns largely on the provision 
of more and better houses for the people. 

The threat carried by the older child with tubercle to 
his associates at school, at home, and in billets was well 
brought out by Dr. Marcia Hall’s study of a group of 
such children in a reception area.“ One child infected 


1. Daley, W. A. and oem B. Bn ae J. 1942, li, 4 

2. Sheldon, W. ham, S., Gaisford and Lightwood, R. 
Arch. Dis. Childhood, Septomber, 1843, p. 157. 
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2 others in her billet (one of whom died) and 4 children 
at school. Another infected 3 out of 5 children at his 
billet and 6 at school. Another child, a known contact 
of an open case, had escaped investigation and 
developed miliary tuberculosis and infected her cousin 
and brother at her billet and 8 out of 39 children in her 
class at school. The danger of meningitis is much less 
among. children over the age of seven who take the 
infection ; but they can be a cause of fatal disease in their 
younger associates. Until we find the compound which. 
will strike through that waxy overcoat and kill it in the 
body we must be content to conduct a guerilla warfare 
against the tubercle bacillus; and it must be -harried 
continuously. The methods are: to investigate and 
follow up all contacts; remove the open case from con- 
tact with his family, especially with the younger children ; 
supervise cases carefully during healing ; and, all the time, 
press for better housing. 


PSYCHOLOGICAL TESTING IN. GERMAN FORCES 
` IN 1941 Ansbacher gave an impressive review of 


military psychology in Germany! and the American 


Committee for National Morale issued a book ? showing 
that the use of psychology for military purposes had 
been carried a very long way by the Germans. Gillespie“ 


wrote of this survey that it makes clear the breadth 


and intensity of what ‘might be called psychological 
organisation of the German Army and people for war,” 
and that the long psychological preparations of the 
Germans showed a combination of academic science 
with the ablest commonsense.” 
also that the military branch did not fully accept the 
need for psychologists in the Services ; and we pointed 
out“ that there had been sudden changes of policy not 
only in the Army but also in the Luftwaffe, and that 
there were defects in the reported German procedure 
for selecting officers and specialists. It now appears 
that the psychological testing service was much curtailed. 


during 1942, first in the Luftwaffe, then iin the Army. 


Ansbacher," ‘commenting on the report of this. published 
in the Swiss medical review Praxis in October, 1942, is 
reluctant to believe that the curtailment was due to 
unsatisfactory results but is rather disposed to infer that 
the procedures proved impracticable under war-time 
conditions. This opinion depends on the large number 
of trained psychologists required for assessing character, 
since there are no standardised tests which give so true 
a picture of the tested person as a series of clinical 
judgments in realistic situations. An immense number 
of military psychologists would have been needed for the 
large German Army -and Air Force, but already by 


May, 1940, a shortage of them had been reported, and 


in 1941 an expanded system for training applied psycho- 
logists was instituted. A lower qualification, psy- 
chological diploma,” was created for the products of this 
scheme, the previous qualification having been the 
. standard PhD in psychology. Ansbacher assumes 
that this attempt to provide a sufficient number of 
persons competent to perform the required duties 
proved inadequate, especially in the Luftwaffe. 
He goes on to compare this eourse of events with 


what has happened in the United States, where, he- 


says, the clinical approach has been deemed impractic- 
able at present and the emphasis has been put on 
standardised. tests, fortified by ratings supplied by trained 
interviewers, commanding officers or special selection 
Until fuller details are made public as to the 
procedure employed in officer selection in the American 
army, it is impossible to judge how far this indicates 
that the American procedure differs from the British 


. Ansbacher, H. L. Psychol. Bull, 1941, 38, 370. 

; 2 German Psychological e Committee for National 
Morale, New York, 1 f 

3. Gillespie, R. D. Brit. med. J. 1942, í, 445. 

4. Lancet, 1942, ii, 100. 

5. Ansbacher, H. L. Science, Sept. 3, 1943, p. 218., 


that needed for maximum therapeutic. effect. 
modification of this drug retaining the anticonvulsant. 


He noted, however, 


methods of selecting officers, in which a partially clinical 


approach has been found useful, along with standardised. 


tests and ratings by “combatant, officers: and other 


persons without specialised psychological training. The 


hypothesis which Ansbacher rejects—namely, that the 
results of German military psychology have proved 
unsatis factory. may however prove to be the correct 
one, since the application of a procedure that is by no 


means wholly objective requires personnel with special- ~ 


ised experience and sound judgment, such as cannot be 
acquires in a brief ad-hoc training: he este 


ANTICONVULSANT DRUGS ` 


THE search for drugs that will stop fits withont a 


harming the patient has not been altogether in vain. In 
the last generation, phenobarbitone and phenytoin have 


been two outstanding gains, but with neither is effective . 


dosage always free from unpleasant symptoms. It is 
now claimed that the sedative effects of large doses. of 
phenobarbitone can be avoided by the addition of benze- 
drine.1 The toxic effects of phenytoin are more serious, 
and too often make it necessary to give a dose well below 
Some 


properties but eliminating its toxic effects would be 
welcome. Study of the mode of action of known reme- 
dies is also proving suggestive. Two years ago Cohen 
and Cobb showed that azosulfamide (‘Prontosil S’) has 
a definite anticonvulsant action on some epileptics. 
Now, with Coombs and Talbot, they have published: the 


results of an intensive biochemical study on two of their - 


patients, one suffering from grand mal and one from petit 
mal. While receiving azosulfamide in doses sufficient 
to reduce or stop their fits, these patients showed, under 
strictly controlled metabolic. conditions, a ‘decrease - in 


CO, content and tension in the serum, some lowering of 


pH, anda positive potassium balance. It has long been 
known that a swing towards acidosis is likely. to dis- 


courage attacks, especially of the petit mal or slow-wave. 


type. Ammonium chloride produces this swing; but it 
has no anticonvulsant effect, nor does it produce a 
positive potassium balance. Phenobarbitone produces a 
positive potassium balance, but no acidosis. These 
observations are suggestive, but the authors offer no- 
explanation of the mechanism by which storage of 
potassium is achieved ; nor is there reason to think that 


the mere administration of potassium salts i is likely to be 


clinically effective.“ 

Petit mal or slow-wave activity is less amenable to 
phenobarbitone and other anticonvulsants: than are 
major fits, but is more amenable than major fits to 
starvation and the Ketogenic diet. With these forms of 


treatment, again, we get acidosis, and many endeavours 
have been made without definite result to find out what. 
-substance is responsible for the control of the attacks. 


Price, Waelsch and Putman have been experimenting 
with dl-glutamic acid, 3 substance which gives rise to the 
éxcretion of the unnatural isomer in the urine.’ One 


molecule of d-glutamio acid hydrochloride should furnish 
one molecule of hydrochloric acid and two carboxyl ° 


groups of which one would be available for acidification. 
Moreover, brain tissue contains an enzyme which syn- 
thesises glutamine from l-glutamic acid and ammonia, 
thus decreasing the free ammonia in the tissue. Sufficient 
dl-glutamic acid hydrochloride was given in capsules to 
7 patients to maintain the pH. of the urine at about 5-0. 
Toxic effects were small. Reduction in seizures charac- 
terised by slow-wave activity petit mal, psychomotor 
seizures—was observed, but in no case were the attacks 


1. Robinson, L. J. Amer. J. 935.970. 1941, 98, 215 Cohen, B. and 
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completely stopped. The patients were all happier, 
nearer the normal, and mofe alert physically as well as 
mentally. The number of cases is too small, and the 


periods of observation too short, for final judgment; but 


r 


* * 


it looks as if there were a case for further trial of this 
compound, its derivatives and allies; and for study of 
its effects on potassium storage. 


' DESOXYCORTICOSTERONE AND BLOOD-VOLUME 


ALTHOUGH desoxycorticosterone acetate has been used 


| in the treatment of Addison’s disease since 1937, little 


work has hitherto been published on its effects in normal 
subjects. In patients with adrenal insufficiency, adequate 
dosage rapidly restores the body chemistry to normal ; 
but if the drug is given in excess for long periods, especi- 
ally with additional salt, it may give rise to an increase 
in plasma-volume, with cdema and abnormally raised 
blood-pressure, leading in some patients to cardiac 
failure.! Its administration in large quantities (20 mg. 
daily for 70 days) to normal dogs, without added salt, 
produced hypertension of moderate degree and no 


evidence of cardiac enlargement or failure; but there 


were definite chemical changes in the blood, notably a 
fall in serum potassium to about half its original level, 
with a less dramatic rise in serum sodium and chloride.“ 
The low serum potassium was associated with periodic 
attacks of weakness—manifested by inability to stand 
or raise the head—resembling closely attacks of familial 
periodic paralysis ; and, as in that condition, the attacks 
were rapidly relieved by potassium. Similar muscular 
weakness was also noted in one human patient by 
Thorn and Firor. These seem to be the only examples, 
apart from familial periodic paralysis, where a low serum 
Very 
low serum potassium has occasionally been found in 
alkalosis, and after large doses of insulin and carbo- 
hydrate in normal subjects, without any appreciable 
muscular signs. | 

Clinton and Thorn? have investigated the effect of 
desoxycorticosterone acetate on the plasma-volume and 
electrolyte balance of normals. When 10 mg. of the 
hormone were given intramuscularly in oily solution 
once daily for 5 days, plasma-volume rose, the hema- 
tocrit value fell, and there was a fall in urinary excretion 
of sodium and chlorine. The maximum increase in 
plasma-volume was 26% of the initial value, and the mean 
for three subjects was 17%. When, in addition, 6 g. 


of salt were given daily, much of the added salt was 


retained, but the mean increase in plasma-volume was 


- almost identical. A longer experiment, using the same 


dosage for 15 days, showed that the chief effect was 
produced within the first 4 days, and further rise in 
plasma-volume after that was very slow. Towards the 
end of the period there was evidence of new red-cell 
formation, the total red-cell volume increasing by nearly 
10% during the experiment. There is no mention of 
any change in the serum levels of sodium or potassium. 
After cessation of treatment plasma-volume returned to 
normal, or slightly less, within 3 days. The efficacy of 
intramuscular and sublingual administration was also 
compared: a daily dose of 40 mg. (four 10 mg. tablets) 
daily sublingually produced only about half the effect 
on plasma-volume of one daily dose of 10 mg. given 
intramuscularly. 

These findings all show that desoxycorticosterone 
acetate in moderate dosage is capable of producing in 
normals a definite change in blood-volume in a compara- 
tively short time, and that sublingual administration is 
uneconomic and ineffective compared with the intra- 


1. Thorn, G. W. and Firor, W. M. J. Amer. med. Ass. 1940, 114, 
eran McCullagh, E. P. and Ryan, E. J. Ibid, 1940, 114, 


2. Kuhlmann, D., Ragan, C., Ferrebee, J, W., Atchley, D. W. and 
Loeb, R. F. Science, 1939, 90, 496. 
3. Clinton, M. and Thorn, G. W. Bull. Johns Hopk. Hosp. 1943; 
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muscular route. In none of the experiments was there 
any evidence of toxic changes, such as œdema, hyper- 
tension or cardiac enlargement, but the period of experi- 
ment was very short compared with some of the treated 
cases of Addison’s disease, and the dosage minute com- 
pared with that used by Kuhlmann and his colleagues 
for their dogs. . 


HELD TOGETHER BY THE PAINT? 


Ar the opening session of the Leeds Medical School last 
week Sir John Graham Kerr, rrs, confided his fear at the 
trend of modern education to an audience whose bio- 
logical training had made them appreciative listeners. 
In man’s evolution from the microbe his increasing size 
had been accompanied by an ever-increasing complexity 
of organisation, bringing speed of movement and vast 
powers of defence and offence, but with them the growing 
danger of destruction of the whole from functional failure 
of a component part. The introduction to his address 
was like the Disney picture of the awful end of the great 
reptile left alone while evolution passed him by. Com- 
munal evolution has its counterpart. Gigantic civilised 
states depend on the smooth and effective working of all 
their parts; centralised government control slows down 
the corrective reaction to emergency and takes responsi- 
bility away from those directly in touch with local needs 
and conditions. Let us, he said, reverse the process by 
decentralising. A sojourn in his early life with a primi- 
tive race in the Gram Chaco had enlightened him on the 
right system of direction for life—training in observation, 
training in the interpretation of observations, develop- 
ment of the habit of mental alertness. These three, 
plus a code of tribal ethics, had been the education of the 
primitive Indian community and of our own ancestors. 
The invention of the printed word with its possibilities of 
mass education had shifted the balance: today book- 
learning and literary culture had become the main 
qualifications of education. | 


I remember many years ago,” he said, having 
interesting talk with a friend whose hobby it was to know 
all about the Clyde passenger steamers. I asked him 
about one particularly venerable one—the old Ione— 
and he remarked darkly ‘She’s held together by the 
paint’ Do we not in these days tend to rely too much 
upon the paint of culture as holding our civilisation 
together, and to neglect rather the underlying steel 
framework on which real safety depends ? ” 


Sir John would have us restore to their position those 


three essential factors on the training of primitive man. 


Such training survives indeed in the pre-school years 
and is rejoined when the boy embarks on his special 
vocation in life. Between, imprisoned in a school-room, 
he absorbs and memorises snippets of information— 


geography, history, various sciences, foreign vocabularies 


—without observing and puzzling out the meaning of 
what he observes. He is misled by the fallacious dis- 
tinction between. working with the hand and working 
with the head, when the skill of craftsmanship is in 
reality no less an expression of brain activity than the 
production of a thesis. The biologist knows that all 
men are born unequal, they differ in their heritage of 
biological capital. Its variety rules out mass production. 
Successful education depends upon the proper treatment 
of this heritage by coining it into a currency with high 
exchange value in the life of the individual. Uniformity 
during the primary phase, yes; but only to lay founda- 
tions for the development of diversity in the later phases 
of school, workshop, university and vocational career. 


Dr. F. J. POYNTON, who died at Bath after a heart 
attack, was consulting physician to University College 
Hospital, and to the Hospital for Sick Children, Great 
Ormond Street. It was his great work with Alexander 
Paine on the etiology of rheumatism that quickened the 
search for a bacterial noxa. He was in his 75th year. 


— 
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Special Articles’ . 
. . INCIDENCE AND TREATMENT OF 
-.- . TUBERCULOSIS IN CHILDREN a 
| G. B. FLEMING, MBE, BA, MD OAMB, FREPS 
PROFESSOR OF PÆDIATRIOS IN THE UNIVERSITY OF GLASGOW 
(From the Department of Pædiatrics, Glasgow University and 
the Royal Hospital for Sick Children, Glasgow) i 


In children dying of tuberculosis, by far the most usual 
route, of infection’ is through the respiratory tract. 
Blacklock (1932), for example, found that of 283 tubercu- 
lous children examined post mortem, 61% had the primary 


site of infection in the thorax. 


-This fact does not seem to be generally recognised 
—partly no doubt because of the difficulty of detecting 
chest lesions in children by ordinary clinical methods and 


partly because meningitis often develops before chest 
signs become evident. Most statistical reports assign 


deaths: from meningitis to the non-pulmonary group, 


_whereas.in three-quarters. of them the primary focus 
is in the lung. Blacklock and Griffin (1935) found a 


‘hacilli in the sputum or stomach washings. 


primary thoracic focus in 74% of 241 cases of tuberculous 
meningitis examined post mortem, and in 100 consecutive 
cases of tuberculous meningitis admitted to the Royal 
Hospital for Sick Children between April, 1939, and 
October, 1942, I found that 80 had primary lung infec- 
tions and 6 primary abdominal infection, while in 14 the 
primary source of infection was not determined. The 
evidence of thoracic infection was obtained either at 
autopsy, or by radiography or by detection of tubercle 


As tuberculous meningitis is the usual terminal event 


` in children dying of tuberculosis, it follows that infection 


through the respiratory tract is the main cause of death 


I—PEROENTAGE OF OHILDREN SHOWING POSITIVE 


ss | MANTOUX REACTION (1938-42) 
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from tuberculosis in children. Such infection, at any 
rate in the fatal cases, usually arises from human contact. 

The majority of children sooner or later become in- 
fected with tuberculosis. Using the tuberculin skin 
reaction as a test, it has been shown that only a small 
proportion of those under one year old give evidence of 


infection; but as age increases positive skin reactions 


become more and more frequent, so that at the age of 
twelve 50% and at twenty 70% are positive (D’Arcy Hart 
1932, Blacklock 1936, Price 1941). Table 1 gives the 
incidence of positive reactions to the Mantoux test 
(1/1000) in children admitted to the Royal Hospital for 
Sick Children from 1938 to 1942 inclusive. The figures 
are in fairly close agreement with those of other workers. 
Many children recover completely and ‘a considerable 
number pass through this primary infection without 
symptoms. .In a certain number, however, the disease 


‘progresses, and in these death usually results from 


miliary spread and tuberculous meningitis. The problem 
of how to prevent this is of great importance. 
It can be shown that positive Mantoux reactions have a 


much less grave significance in older children than in 


young children and infants. The incidence of tuberculous 
meningitis, the usual cause of death, falls with increasing 
age. Of 326 children dying of tuberculous meningitis 
in the Royal Hospital for Sick Children between the 


‘years 1931 and 1943, 70% were under four years old 


(table 11). These figures correspond closely with those of 
Blacklock and Griffin (1935). The -great danger of 
infection in, young children is shown in table m1. Of a 
series of children with. positive tuberculin reactions 


admitted to the Royal Hospital for Sick Children, 286 


were under four years of age, and one-third of these 
died of tuberculous meningitis ; whereas 322 were over 


` TUBERCULOSIS IN CHILDREN ` 
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seven years of age and only 8% of these died of tubercu- 

lous meningitis. =~ 7 0 fe i 
| "PRACTICAL IMPLICATIONS 


From the foregoing discussion two. important pointa 


emerge. DOON 
1. The majority of children are infected with tuberculesis 
from a human source. r 
2. The younger the age 
the greater the ‘risk to life. . 
Evidently, then, young children should be shielded 
from infection and protected from its consequences. 


In the first place they must be guarded against contact 


with a carrier of the disease; no one who has open 


TABLE II—AGB-INOIDENOE OF TUREROULOUS MENINGITIS 
ais (1981-43), 7 
A 5 | AS [Bet | Be 
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34 33 | 1012 10¹1 4 122 
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tuberculosis should have any association with a young 
child. This 
develops symptoms; the .whole household should be 
thoroughly examined, and all who are found to have 
open tuberculosis should be isolated. Secondly, children 


under four years of age who give positive tuberculin skin 
reactions should be placed in suitable surroundings and 


kept under careful observation. 

To put this policy into effect, a great extension of 
sanatorium accommodation will be necessary for the 
isolation of all carriers ;. but there is little doubt that, 


if it could be accomplished, human tuberculosis would 


~ 


soon be.eliminated from the community. By eradication 
`of the carriers, a herd of cattle can be freed from tuber- 
culosis. The same result should be possible in a com- 
munity of human beings. Staite Stee ee 

The young child with early infection requires special 
treatment. Most of these children are not infective ; 


if the early stages the lung lesion is closed and in any- 


case young children do not expectorate.. Hence isolation 
need not be rigorous. The child should live in good 
conditions in the country and should be guarded from 
the exanthemata and other infections. To promote 
healing of the thoracic lesion he should have an ample 


supply of milk and cod-liver oil or some vitamin-D pre- 


paration. For economic or other reasons it may often 


be necessary to provide institutional treatment. Tuber- - 


TABLE II—INCIDENOE OF TUBEROULOUS MENINGITIS 
CHILDREN WITH POSITIVE MANTOUX REACTIONS 
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Age (years) i oe: With meningitis 
0- 4 286 92 (321%) 
47 1569 26 (16˙3 0) 
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culosis sanatoria are not suitable.for young children, and 


the fact that the child is suffering from tuberculosis, even 
though it is of the closed type, usually: bars his admission 
to a convalescent home. To meet these difficulties 
special arrangements should be made. Sections of exist- 
ing convalescent homes for children might be set apart 
for these cases, or special. institutions (preventoria) might 
be built. Six months’ residence in the home will as a 
rule suffice, for it is in the first few months after primary 


infection that dissemination usually takes place. Once 


healing has commenced, miliary spread becomes unlikely. 
i SUMMARY .. 

. Children dying of tuberculosis are- usually infected 

from a human source. f a | 
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at which infection takes plaoe, 


means that when a member of a family 
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Under seven years of age, infection with tuberculosis 


involves grave danger to life. 


Great care should be taken to prevent contact between 
young children and adult carriers. 

Young children giving positive tuberculin skin 
reactions should be removed to suitable surroundings 
and kept under observation for about six months. 
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CONFERENCE ON MENTAL HEALTH 


- THE new Provisional National Council for Mental 
Health held a one-day conference in the Caxton Hall, 
London, on Oct. 29. The Council, which substantially 
takes over the work of the Mental Health Emergency 
Committee, incorporates the Central Association for 
Mental Welfare, the Child Guidance Council, and the 
National Council for Mental Hygiene. This amalgama- 


tion was one of the principal recommendations of the 


Earl of Feversham’s Committee, which reported just 
before the outbreak of war. 

Mr. Ernest BROWN, Minister of Health, who opened 
the conference, gave two main reasons for welcoming 
the amalgamation.. It was essential, he said, that the 
problems of mental hygiene should be viewed as a whole ; 


and the amalgamation would enable a much more effective 


appeal for public support to be made. Not the least 
of the Council's tasks would be to educate public opinion. 
Earlier action must be taken against mental trouble, 
and the number of outpatient centres and child guidance 
clinics must be increased. The Council would coöperate 
closely with the new local authorities which the Govern- 


ment proposed to create to administer the comprehensive 


national health service, an important aim of which would 
be to break down the artificial distinction between 
physical and mental disorders. 

Sir OTTO NIEMEYER, the chairman, speaking on the 
development and extension of voluntary mental health 
services, emphasised that the present council was pro- 
visional, and that when a permanent council was formed its 
constitution might have a wider basis and include direct 
representatives of the associations of local authorities. 
The Council would stress the need for preventing the 
development of mental ill health in the first five or six 
years of life, and the importance of character building to 
ensure normal mental and emotional development. He 
summarised the services offered by the Council—the - 
training it gave to specialist workers, its public lectures, 
its system of loaning experts and of giving advice on the 
establishment of child guidance clinics, the placement of 
difficult children, social case work ; its residential homes, 
its information service, its lending library and its journal 
Mental Health. 

LOCAL AUTHORITIES l 7 


Dr. THOMAS BEATON, supt of St. James’ Hospital for 
Nervous and Mental Disease, Portsmouth, described the 
evolution of a coördinated mental health service in a 
relatively isolated city. When he had taken over his 
hospital in 1926 the post of medical superintendent had 


‘already been combined with that of medical adviser to 


the statutory committee for mental deficiency. This 
fundamental link obviated overlapping and the shelving 
of responsibility for borderline patients. He had started 
an outpatient clinic in the voluntary hospital as a 
centre of reference for any problem of abnormal! conduct 
or of mental or nervous disorder, functional or organic. 
He had always codperated very closely with the general 
practitioner, through whom alone could the work be 
carried -into the community. He had borrowed the 
secretary of the local voluntary association to keep 
records, and this link had worked very well. For many 
reasons the neurotic or mental patient ought not to be 
treated in the wards of a general hospital. The patient 
had much more liberty in a mental hospital, where 
eccentricities passed unnoticed and without unfortunate 
result. He had found little difficulty in persuading 
patients to enter voluntarily—no more than the diffi- 
culty of persuading a patient suffering from a physical 
disorder to enter a general hospital. The mental hospital 
bogy vanished if handled firmly, but nothing was worse 


director of education. 
were seen at the school clinic, but those over 14 who 
needed more time were seen at the main child guidance 
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than to get the patient into a general hospital and then 
tell him after much difficulty and trouble that he had to 
go into a mental hospital after all. i 

The work of the clinic had, said Dr. Beaton, gradually 
increased until now it employed three full-time psychia- 
tric social workers. In 1934 no further need existed for 
the local voluntary association and it had been incor- 
porated-into the Nervous and Mental Treatment Depart- 
ment—an innovation peculiar, as far as he knew, to 
Portsmouth. This department was housed in the centre 
of the city ; it handled all the legal work connected with 
the Mental Deficiency and Lunacy and Mental Treatment 
Acts, provided a central bureau for information and 
liaison with all other services and with voluntary acti- 
vities such as charitable organisations, the citizens’ 
advice bureau and the juvenile courts. Its records 
covered eight or nine thousand cases and their families. 
The department had proved invaluable, and was the 
keystone of the mental health organisation of Portsmouth. 
Something of the kind should be incorporated into any 
contemplated mental health service. A mental treat- 
ment committee of the city council had been formed by 


combining the visiting committee and the mental 


deficiency committee. The observation ward of the 


infirmary was visited daily by a medical officer of the 
many cases of puerperal or post- 


mental hospital ; 
operative origin were detected in this way. No obstacle 
was interposed between the rate-aided patient and the 
psychiatrist. 
their clinical requirements: the mental hospital in- 
formed the public assistance officer that a patient had 
been admitted, and all the legal and administrative 
formalities were dealt with through the usual channels. 
The relieving cfficers had been asked to coöperate, and 
would frequently bring patients for admission on a 
voluntary basis. Their work had been substantially 
eased and they had given the hospital valuable assistance. 
A second child guidance clinic had been instituted in 
1938 at the general school clinic and worked in close 
association with the school medical officer and the 
Delinquent children of school age 


clinic. 

The mental hospital itself had been radically adapted 
to the new field. 
completely changed together. The separate villas in the 
grounds had proved very suitable for the new type of 
case. No distinction was made between voluntary 
and certified patients: they were treated according to 
their clinical state. Red tape and formality were 
abolished ; patients and their relatives were made to 
feel at home and in touch with ordinary life. Much work 
was done, especially through the voluntary bodies, to 
inform and educate the public about the realities of 
mental hygiene. Independence of the public health 
service was, Dr. Beaton concluded, essential to the 
mental healtb organisation. The psychiatrist must have 
freedom of initiative, and his patients were not amenable 
to the officialdom governing the material problems of 
public health. He hoped the relative autonomy of the 
committee of visitors would be safeguarded sn that they 
could realise their projects without constant contro] and 
supervision by the local authority. os 

Mr. E. R. Daviss, deputy clerk of the Berks CC, out- 
lined the psychiatric work done in his county on unbil- 
letable evacuated children and on resident problem 
children. Mr. J. DUNCAN, headmaster of Lankhills 
special school, spoke on the residential school and its 


place in the education of defective and subnormal 


children. 

Sir FARQUHAR BUZZARD, chairman of the afternoon 
session, urged the Council to undertake a campaign 
among education authorities to include training in health 
matters in their curricula. 


WAR CONDITIONS 


Mental health, Dr. IAN SKOTTOWE said, was assessed 
in an individual by the extent to which he persistently 
succeeded or failed in adapting himself to the social 
medium in which he lived. Mental ill health was mani- 
fest when he was no longer able to carry on his manifold 
activities as a person, as a member of a social group, 
without. special external help. The incidence of such 


All patients were dealt with purely on 


Its name and its atmosphere had been 
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failure could be assessed by the annual number of new 
cases réaching hospitals and clinics, but also by the 
` morè subtle indications of social morale such as the 
suicide-rate, illegitimate birth-rate, incidence of venereal 
diseases, convictions for drunkenness, soliciting, sexual 
offences and crime generally, by some kinds of industrial 
unrest, by church attendances, and by mass demon- 
strations.. These wider social activities were very liable 
to .misinterpretation, but an inquiry into their signi- 
ficance would be of great value—for example, a study 
of venereal disease patients by a psychiatrist and a 
psychiatric social worker. The factors leading to pro- 
miscuity were essentially proper matters for such investi- 
gation. Wild, dramatic and hasty assumptions were to 
be eschewed. Another approach to the problem of 
communal mental health was to study some special 
experience for example, the bombardment of civilians 
from the air and the incidence of mental illness in its 
victims. Of 127 such people investigated by Fraser, 
Leslie and Phelps, 34% developed nervous symptoms, 
but only about 6% kept them for long. Of 35 persons 
buried for-more than an hour one-third had no neurosis, 
one-third had temporary neurosis and one-third suffered 
for more than 10 months. Many observers had shown 
that some 80% of sufferers from such persistent war 
neurosis had a history of previous attacks or had shown 
constitutional instability. Reports from most of the 
bombed areas had been collected by Aubrey Lewis, and 
showed that air-raids had not been responsible for any 
striking lasting increase in neurotic illness. There was 
reason to believe, as Fairbairn had so cogently argued, 
that separation from a solid family or social background 
(rather than from a particular person or place) was the 
most potent factor in bringing to light unhealthy psycho- 
logical tendencies. | 
A study of the population of Buckinghamshire, which 
had increased from 310,000 in 1938 to 407,000 in 1941, 
showed that 241 cases had been admitted to the mental 
‘hospital in 1938, a rate of 7:7 per 10,000, whereas in 1941 
the rate was only 6:4. The rate among the new popula- 
tion (who had entered during the war) in the latter year. 
was 7-1, and among the old population 6-1. A very 
: different picture was shown by the less seridus disorders : 
the actual rate of new outpatients had multiplied by 
about 4 times. 
had not lived in the county before the war; the incidence 
of the less serious disorders was 3-4 in the new population 
and 4:8 in the stationary population. It was difficult to 
- avoid the conclusion that there was some slow increase 
in the incidence of mental illness and that the social con- 
ditions of war were relevant to it. The long ‘wearing 
process of maintaining abnormal ways of life without the 
stimulus of any action was making itself felt. It was not, 
however, increasing the more lasting and serious social 
failures, and the minor disorders were readily remedied. 
The most characteristic cases were seen at the beginning 
and towards the.end of active occupational life. Alcohol 
showed a slight diminution as a causal factor and syphilis 
an increase. There was certainly no ground for alarm 
or despondency, but there is much to be done. 
Miss L. G.. FILDES, PHD, then spoke on the selection 
and classification of homes and hostels in relation to the 
needs of the individual child. ä f 


MEDICINE AND THE LAW 
Bequests to Hospitals 

CHARITABLE institutions advertise themselves patiently 
in legal journals; yet from time to time the object of a 
bequest is so imperfectly described that the testator’s 
estate must pay for litigation to identify it. 
Uthwatt has recently had to decide that the Manchester 
Royal Infirmary and the Royal Liverpool United Hos- 
ital were each entitled to legacies of £105,000 bequeathed 
y the late Mr. John Ashton Fielden to Manchester 
Infirmary ”. and The Liverpool Infirmary.” It may 
be unjust to scold’ the lawyers for these misdescriptions ; 
many testators have drafted their own wills. The 
usual books of reference give lists of hospitals ; human 

nature is too lazy to consult them. | 
The law, of course, can tolerate no inexactitude. 
When the Ear! of Cardigan was charged with wounding 
Captain Tuckett ‘in a duel on Wimbledon Common a 
hundred years ago, he escaped conviction at the hands of 
his peers because of a mild discrepancy between the 


Of the 182 new-outpatients in 1942, 31 


name of his victim as glven in evidence and the name 
Specified in the indictment. 


the other was Captain Harvey James Tucket; there was 


no sufficient proof of fheir identity. Things are different 


„ the strict conditions of a criminal trial. A 
ri 

invalidate the gift if the giver’s intention is clear. To 
describe a beneficiary as rector when he is really a 
“ vicar” is not fatal. The rule is the same where 
charitable bodies are beneficiaries as where an individual 


is concerned. A beneficiary has sometimes been held - 
sufficiently described if designated: by a nickname or 
even by a wrong name proved to have been habitually . 
used by the testator. Sometimes, of course, societies 
are amalgamated or change their names. A gift for the 


‘benefit of volunteers, yeomanry and militia units found 
its way successfully to the subsequently created Terri- 
torial Army. Occasionally a more awkward case -is 
encountered. A bequest to the King's Cross Hos- 
pital' went to the Great. Northern Hospital, King’s 
Cross, rather than to the King’s Cross Hospital at 
Dundee. Another to the ‘‘ Westminster Hospital, 


Charing Oross, was construed as meaning the Charing 


Cross Hospital rather than the Westminster Hospital. 
It is a pity that law costs should eat up the money 
which -is intended for charities. 


create difficulties for his executors. . The courts haye 
had to decide that a bequest of furniture and effects 
did not include jewellery or a motor-car, that other 
articles of household use or ornament ” did not include 
kangaroos and emus, plate? did not include plated or 
silver-mounted goods, but that books did include 


the MS log-book of HMS Victory. These problems 


happen easily when a man signs a document without 
mentally cataloguing all his effects. -They need not 


happen when he wants to be generous to a hospital; it. 


is easy for him to give the institution its proper title. 
HOME FROM GERMANY > 

Wir the prisoners-of-war who recently returned to 
this country from Germany came 25 officers of the 
Royal Army Medical Corps whose members, under the 
Geneva Convention, are protected personnel. We are 
glad to welcome the following: i. oe 
Colonel G. A. D. Harvey, 

CB, OMG, LRCPI , BA CAMB, FRCS 
Lieut.-Colonel F. J. Morris, 


MB LOND - ` 


poo [Nov. 6, 1943 
One was Captain Tuckett;. 


error of misdescription in a bequest does not 


a s Naturally a testator - 
may, especially if he uses stock forms of legal language, 


Captain Ai D. ' Aveling, 
Captain E. R. Dansie, 


LRCPI , ) 
Lieut.-Colonel T.A, S. Samuel, Captain. M. Egan 
'MROS I | Captain T. K. Elliott, xB 
Major J. Burns LOND. E eo 
Major J — H. T. Challis, Captain P. A. Forsyth, MRCS 
MECS, DA Captain E. M. Fraser 


Major J. A. Chapel, MD EDIN. 
Major W. N. S. Donaldson, 
MB GLASd. 


Majo? C. H. Imrie, west, AND. 


Major R. Mackay 


Major G. C. Steel, ROS, DA 


Major W. Eldon Tucker, 
FRCS 

Major E. R. ©. Walker, 
_ MB EDIN, FROPE © 


Captain: R. W. Gunderson, 
‘MRCS i 


Captain W. C. Harris, W 


GLASG. 


Captain Isaac J acobson, 


MB CAPE TOWN 
Captain J. D. Re 

MB ST. AND; . D 
Captain G. E..Stoker, uRCGS 


ordon, - 


Mr. Justice . 


Captain N. D. Allan, ms | Captain G. S. Trower, mB 
ABERD. ae CAMB. | | 
SUPPLEMENTS FOR THE UNDER-FIVES.—Cod-liver: oil, 


orange juice and ferrdus sulphate tablets are to’be supplied 
free of charge this winter to all children under 6 in full-time ~ 


attendance at elementary, nursery and other day schools. 
Each child will be allowed a 6 oz. bottle of concentrated 


orange juice every 4 weeks and a 6-oz. bottle of tod-liver __ 


oil compound every 12 weeks. This is additional to the vita- 


min products which parents çan buy on surrendering the childs 
coupons; it is thought that many children are not receiving these 


supplements at home. Ferrous sulphate tablets, gr. 3, will be 
available for children needing than, in the opinion of the 


‘medical officer, for the cure or prevention, of anemia. The 


dose suggested for children aged 2-5 is a tablet on alternate 


days for the first week, a tablet daily for the next fortnight, — 
‘and two tablets daily for the next 6 weeks, the course. being 


repeated if necessary after an interval of a month. Larger 
doses may he needed for cases of pronounced anseniia. 
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In England Now 


A Running Commentary by Peripatetic Correspondenis 
As a Field Unit we were rather apprehensive about the 


prospect of having nursing sisters. It was not that we 
doubted that they would be an asset to us in the wards, 


but we were frankly afraid that their susceptibilities . 
-would be offended by the rough living conditions. The 


postponement of their arrival was hailed with sighs of 
relief all round the mess. However, one fine day an 
ambulance drew up outside the company office and 
eight charming QAIMNS tripped out headed by a 
charge sister. The orderly medical officer sized up the 
situation in a trice and reported breathlessly to the OC 
who was enjoying a well-earned gin and lime in the mess. 
The effect was electrical. The PMC and SMC were 
summoned. Arrangements were laid on (everything 
in the Army is laid on ”) for tentage, for feeding 
utensils, for furniture, and a dozen other things including 
every modern convenience. Nobody was more astonished 
than the sisters to see the elaborate provision that was 
rapidly made for their comfort and segregation. They 
went so far as to say that they had never been accustomed 
to such luxury even in a base hospital. From the 
moment they appeared in the wards in their very attrac- 
tive and one might say reassuring uniforms, there was a 
‘totally different atmosphere. Patients as well as order- 
lies became much more restrained. Conversations were 
conducted in subdued tones instead of irate brawling. 
The practice of using old-fashioned English seasoned with 
somewhat pungent adjectives ceased instantly. More 
important was the difference in the comfort of men who 


were seriously ill. The orderlies were quick to notice 


the sisters’ skill in handling sick men, and were anxious 
to acquire the art themselves. Nothing has been more 
remarkable than the willingness of the orderlies to carry 
out in every detail the instructions given by the sisters. 
Ward routine is no longer regarded as an irksome fatigue : 
under feminine supervision it has become a sheer delight, 
even to the extent of finding some pleasure in scrubbin 
wash-basins and other utensils with indifferent soap ad 
cold water. Treãtment books which were formerly 
untidy and thumb-marked have been abandoned in 
favour of sister’s neatly ruled book which provides a 
space for every conceivable eventuality. Litter and 
general untidiness have disappeared like snow off a dyke. 
In a word, the sisters have gently but firmly exercised 
their authority and have effected a transformation. 
This is becoming somewhat maudlin, so enough. 
* 1. * 

I walked about 20 miles to get mushrooms—vwell, say 
8. I even made a sortie into the barbarous county of 
Kent, where grow a swarthier sort. They are scarcer 
than they were last week because of the moon. 

“ The waxing moon drives swains to Lovers’ Lane 

And makes the fatuous fungus hide its head. 

O greedy Mother, do not be profane ; 

Hang up the frying-pan, pretend Desire is dead.” 

CHRISTINA ROSSETTI. 
We could not be so nice and discriminating. We had 
to take all the deformities—lamella vara, valga, and 
vulga. We even accepted those who were living in 
myocetal sin with one slug. Never with multiple slugs. 
Thank God, we still have our standards. But we did 
pass a conjoined twin (wrapped in a special piece of 
paper). Damn it all,“ said the President, I don’t 
see why they or it shouldn’t make as good cannon fodder 


| as the rest of em. Let them face the frying-pan !” 


k * * 

A favourite question to the Brains Trust was what 
are the seven wonders of the present-day world ? ” 
One brains truster sensibly said that, for purposes of 
comparison, the present-day list, like the ancient one, 
should be made up of buildings. Such a definition 
comfortably narrows the choice and makes the competi- 
tion easier. I do not remember all those mentiontd by 
the Brains Trust, but among them were the Empire State 


Building in New York, the Great Boulder Dam, and the 


bridge across the Golden Horn in San Francisco. I have 
seen the Empire State Building but not the other two, 
and the common denominator of all three appears to be 
bigness, which in itself I do not regard as wonderful. 
Taken in conjunction with modern engineering appli- 


ances, the Empire State Building does not make me 
wonder except why it had to be so big. The Pyramids 
of Ghizeh and Sakkara do make people wonder how they 
were built without quarries or stone on the spot and with- © 


out the benefit of modern lifting tackle. 


No-one in the Brains Trust mentioned the Taj Mahal 
at Agra, but I think that anyone who has seen it would 
put it first on the list. -I went to Agra prepared to be 
critical of the Taj, because my mind has a mulish resist- 
ance. to anything, such as a best-selling novel, which 
appears to be over-praised. The paintings, photo- 
graphs and models of the white tomb on the banks of the 
Jumna had left me with a sense of coldness and dis- 
appointment. What,“ I thought, are all these 
people raving about? The wonder of the Taj Mahal 
turned out to be something which has never yet got on to 
a painting or a photograph and certainly not into a 
model. Itis what I suppose would be called atmosphere 
or feeling or spirit ; something nebulous but none the less. 
real, and in any case almost indescribable. But it made 
me, not an ardent sightseer, sit down in the gardens and 
look at the lovely thing for three hours on end. A sense. 
of peace and happiness pervaded everything and every- 
one from the bats hanging upside down in the trees to 
the soft-eyed Indians and be-cameraed tourists on a trip 
round the world. No-one spoke much and when some- 
one did it was in soft modulated voices. An Indian 
next to me on the bench made a caressing reference to 
“our dear and lovely Taj Mahal” and praised Lord 
Curzon for rescuing it from vandalism, and for having 
the gardens made and kept in order. In fact he created 
the Department of Antiquities to look after the ancient 
monuments in India. We in India,” said the Indian, 
owe a lot to the ardour of Lord Kurzān.” The best 
description I know of the spirit of the Taj is to be found 
in Sir Frederick Treves’s The Other Side of the Lantern, 
and having read it after I left Agra, I modestly decided 
that there was nothing I could add to it. Here is one 
paragraph : 

With the first sight of the Taj Mahal there comes only a 
sense of indefinable pleasure. . It is no mere feeling of admira- 
tion, still less of amazement, no mere delight in a splendid 
building, because it does not impress one as a building. There 
is a sudden vision, and with it a sudden sense of ineffable 
satisfaction, as if in the place of a marble dome the garden had 
been filled with divine music. Allintended criticism is forgotten. 
There is nothing that appeals to the judgment, or that suggests 
the weighing of opinion. There is merely a something that 
touches the finest sense of what is tender, beautiful and 
lovable, and brings with it a feeling of inexpressible delight. 

In a lesser degree a little shady tomb called The 
Garden of the Unforgotten on the outskirts of Delhi has 
the same feeling of peace and happiness. Curiously 
enough Shah Jehan’s faithful daughter lies buried there— 
the same Moghul emperor who caused the Taj Mahal 
to be built to the memory of his young wife. He was 
fortunate in his womenfolk, but his son Aurungzeb 
imprisoned him in the Red Fort at Agra for the last 
seven years of his life. At least he had the consolation of 
being able to look at the Taj Mahal about half a mile away 
along the river. In a country where women as a rule get 
a raw deal, the Taj Mahal is the apotheosis of womanhood. 


** A $% 
The Final MB candidate had been examining a young 
man with heart disease. Imagine that you are his 


doctor: what advice would you give him? — Well,” 
replied the candidate, he ought to live within his 
limitations; he ought to have a hice easy job.” —“ Yes, 


but you should be more definite; what sort of a job 
would you advise him as suitable? The candidate, 
after prolonged thought: ‘‘I think I'd suggest a 
government department.” 


* * * 

I have at last discovered the drill for dealing with 
one’s snoring fellow-men, and hasten to disclose it for 
the benefit of infuriated night-starved humanity. It 
works every time. It works with fellow subalterns with 
whom I am so frequently bedded down. It worked with 
a Brigadier—a real ‘live Full Brigadier in Gorgeous 
Technicolor—with whom I shared a hayloft during an 
exercise. It is simply this: I say, very quietly and 
persuasively— You ere making a noise, darling,” and 
the offender grunts ‘‘ Eh ? Oh, sorry Darling,“ rotls over 
and pipes down without awakening. It works every time. 


\ 


584 THE LANCET] | 


PARLIAMENT rr 


A ae 
, a 7 


Parliament 3 i 


© ON THE FLOOR OF THE HOUSE 

oe MEDICUS ee 
TEIS session of Parliament is drawing to its clase and 
in a few. weeks the new session will open and a new.state- 
ment of Government policy be made. The Government has 


not made up its mind about the Beveridge report as a 


whole, though definite proposals must soon be brought 


‘forward. But the Government has made up its mind that 


some form of comprehensive and unified medical service 
must come into being; what form has still to be decided. 
The Minister of Health has not yet issued his promised 
white paper on the medical services and it will probably 
not be published until after the new session has begun. 

. Whenever the war ends it is urgent that plans for the 
changeover to peace should now be made ready. The 
new session will have to make decisions about demobilisa- 
tion, about the maintenance of controls, about foreign 
trade, and indeed about the whole business of the British 
Commonwealth and Empire. Most important of all, the 


new session will have to get dawn to the brass tacks of the 


terms of the armistice and the form of coöperation to 
be organised, by ourselves, the USA, the USSR, China 
and the other United Nations to prevent aggression in the 
future. It is in the arena of these world-significant 
discussions, opened up in the last few days at Moscow, 
that the, medical profession will have to state its 
case for the form of organisation. through which it 
wishes to work in the future. Some form of a unified 


and comprehensive service there must be. But should it 


have links with all the Dominions and Colonies? Should 
it. demand an executive as well as an advisory share in 
raising the level of nutrition in India, in the tropical 
. colonies, perhaps through the International Health organi- 
sation of the League of Nations? It is the work done by 
the League in the past that made it possible at Hot 
Springs to agree on the creation of a world authority 
to. achieve freedom from want. The new unified and 
comprehensive medical service should claim for itself a 


position on the general staff of the nation analogous to 


that. achieved by the Army Medical Services on the 
military staff during this war. 


FROM THE PRESS GALLERY | | 
Soil Culture and Public Healtn 
‘In the House of Lords on Oct. 26 Lord TEIOT called 
attention to food values in relation to agricultural 
methods in view of their importance to the health of 
man, animal and plant. Our hospitals, he declared, 
were full to overflowing, he was perturbed at the number 


of diseases among our farm stocks, while the diseases 


among our crops were legion. The cause of this tragedy, 
he affirmed, was to be found in food. A balanced diet 
was necessary, but unless the. components came from a 
healthy soil, rich in humus, life-giving and disease 
resisting properties’ must be deficient. Crops doped 
with stimulants, dressings or sprays could not impart 
resistance to disease. Lord Teviot asked for a royal 
commission or committee of inquiry. Besides repre- 
sentatives from the Ministries of Agriculture, Health 
and Food the Government should enlist. the help of 
experts such as Sir Robert McCarrison, Dr. Lionel 
Picton, Sir Albert Howard and Lady Eve Balfour. The 


Earl of PORTSMOUTH compared ‘the medical services and 


other amenities to the cart and its furniture, but food 
was the horse which alone can draw the cart. He thought 
we were in danger of getting everything arranged inside 
the cart, and forgetting the horse. He asked the Govern- 
ment to initiate a comprehensive experiment on a. large 
block of land treated according to different methods. 
From that there should be built up integrated research 
concerned with all types of plant and animal life and 
human beings as a community. Such an. experiment 
would have to cover at least twenty years, but might 
show strong indications within a few years. 7 i 
Lord GEDDES described Dr. Enid Charles’s demographic 
investigation on Prince Edward Island (Canadian Journal 
of Economics and Political Science, 1942, 8), which is the 
only social organisation of Western Europeans which 
had not shown in the last fifty years a sharp fall in the 
birth-rate. The population was living much as Lord 


- 


of antagonism’ 


-own land. - 


Teviot had suggested all populations should live, drawing 
their food fresh from the sea and from the field. Dr. 
Charles had been struck by the difficulty of assigning any 
one influence in the observed facts as ‘a cause, and she had 


worked out correlations between health and reproduction 


and the things which. were known to affect them. For 
instance, taking reproduction as one of the indices of 


positive health, she found that. with rise of income 
there was a fall in reproduction, with urbanisation- there 


was a fall in reproduction, and if a large number of women 


were employed in any occupation that became a low- 


reproduction occupation. Only between a third and 
two-fifths in the variations in the manifestations +of 
positive health could be accounted for, said Lord 


Geddes, by environment, the remaining two-thirds or 


— 


three-fifths were not explained unless they had an 


association with the nutritional type with which the. f. 
individual was by descent associated. But how far 


food alone was responsible for this or that population ib 
was not possible to say without demographic examina- 
tion, and also external experimentation. Lord Geddes 
also cited from his own experience in Northern Rhodesia 


an example of creative medicine. The country had 


been depopulated by sleeping-sickness, malaria and 
other tropical diseases. Since 1925 the doctors and 
agriculturists had turned it into a health resort. The 


people had been given food grown on rich humus soil 


with plenty of life in it, disease had been beaten back, 
a the positive health of these people was based on 
ood. -> Pa tes E ie 


Viscount BLEDISLOB urged that the time had come for i 
research not conducted in watertight compartments on 
the healtb of plants, on the health of animals, and on the 


health of human beings, and some relation between the 
soil and all of them, but comparative research on 
the important problem of the inter-relation between the 
morbid conditions of soil, 
being. R NEL a 
Lord GLENTANAR referred to proposals put forward 
in a memorandum by members of their Lordships’ 
protective foods in this country. `. 
The Duke of NORFOLK, joint parliamentary secretary 
of the Ministry of Agriculture, EEE any suggestion 
tween chemical .fertilisers and humus’ 
It was not a question of fertilisers versus dung, but-of 


House for producing after the war a great quantity of 


using both to the best advantage and in proper propor- }: 


tion. There was no evidence whatever from farming or 


medical experience, or from the scientists, that the. 
proper and: balanced use of fertilisers had any harmful - 


effect whatever on the soil, on the health of crops or of 
man. The Ministry of Health were not aware of any 
medical evidence in support of the view that food 
produced from soil fertilised by -artificial manures was 


sometimes dangerous to health. There were some 


soils, mostly outside Britain, deficient in certain minerals 
which affected the health of animals, and occasionally 
men who lived entirely on the produce of this particular 
land, but in Britain few people lived entirely off their 


Workmen’s Compensation 
In the. House of Commons on Oct. 21 Mr. HERBERT 
Morrison, Home Secretary, moved the second reading 


of the Workmen’s Compensation (Temporary Increases) 


Bill. He said that on the ground of the change in the 


wages level the Government were proposing as a tem- 


porary measure, pending the introduction of a new and 
more comprehensive scheme,.an increase in the rates.of 
benefit. It was essential, however, that any increase 
should not be such as would prejudice the fair. considera- 


tion by the Government and the House of the proposals in 
respect of workmen’s compensation, and possibly about 


the extent of other proposals, in the Beveridge report. 


The Beveridge proposals were now under consideration 


but no final decision.had yet been made. Mr. Morrison 
pointed out that the benefits payable under the existing 
acts for single men were in excess of the benefit. proposed 
under the Beveridge scheme (35s. as against 248.), but for 
the married man the standard now may fall short by. 
5s. of the Beveridge proposals: ` Under the new ‘bill the 
allowances for a married man would be increased to 40s. 
for the first 13 weeks with an additional 10s. afterwards, 
making a total of 50s. The single man’s compensation 


would be increased by 5s. and after the first 18 weeks 
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to a maximum of 40s. The children’s allowances would 
be increased to 58. a week for each child. In fatal 
accidents the minimum payment, where there was an 
adult dependant, would be increased from £200 to £300 
and the maximum from £300 to £400. Tze additional 
payments for children would also be increased up to a 
maximum payment of £700. It was estimated that the 
cost of compensatign would be increased by this and the 
previous bill to £17,500,000 a year, which meant an 
increase of 75% since 1938. If possible it was intended 
that the bill should come into force on Nov. 29. The 
House, said Mr. Morrison, need not be apprehensive that 
the passage of this bill would be taken as relieving the 
Government in any way of arriving at an announcement 
of a decision on the Beveridge proposals for the per- 
manent revision of the system at the earliest possible 
date. He thought that the whole structure and organisa- 
tion of workmen’s compensation was inappropriate to the 
year 1943. (Cheers.) But the present measure would 
substantially benefit many unfortunate victims of 
industrial accidents. In the debate which followed 
members of all pores while accepting the Bill as a 
temporary makeshift, strongly pressed the need for more 
comprehensive and permanent legislation as soon as 
possible. l 

When the bill was considered in committee on Oct. 27 
Mr. Ness EDWARDS proposed an amendment to clause 1 
which would set aside the 13 weeks’ limitation in respect 
of the 5s. and 108. increase for the single and married 
man respectively.. As the bill stood, he declared, 92% of 
the men and women injured in industry would receive 
no increase. Workers in Government factories, Civil 
Defence workers and Service men and women all received 
more generous terms and Mr. Edwards made a special 
appeal for those engaged in the hazardous work of 
mining. The amendment received support from members 
of all parties and Mr. D. L. Lipson said I hope the 
Home Secretary realises the strength of feeling on all 
sides of the committee for this amendment, No-one 
has spoken but Ministers in support of the attitude 
taken up by the Government.” But Mr. Morrison stood 
by the bill and the amendment was lost. 


' QUESTION TIME 

National Health Service 
Sir ERNEST GRAHAM-LITTLE asked the Prime Minister 
whether, as the institution of a universal free health service 
conducted by full-time salaried medical officers, involving the 
ultimate extinction of private practice, came into the category 
of a far-reaching change of a controversial character not 
directly needed for the war effort, he would declare that 
decisions regarding such a service should not be made without 
a general election.—Mr. E. Brown, Minister of Health, 
replied: I think that my hon. friend should first await the 
promised white-paper, so that he may see what proposals are 
in fact put forward in it as the basis for public discussion, 

before he raises the last part of the question. 


P Tuberculosis Allowances 

Mr. W. F. Jacgson asked the Minister of Health why 
tuberculous patients, who were considered hopeless cases and 
those suffering from non-pulmonary tuberculosis, were 
excluded from the benefit of the new financial allowances 
paid by local authorities.—Miss F. HorssrUGH replied : 
The special arrangements were authorised to enable persons 
to give up work temporarily for treatment which is in the 
interest of the public health no less than their own. The 
association with the war effort which has been the justification 
in such cases for making repayment from Exchequer funds 
under emergency powers is not applicable to the other cases 
cited, but the fact that certain limitations must on this ground 
apply to such repayment from the Exchequer does not affect 
the power of local authorities to grant assistance within the 
scope of their statutory powers. 


Experiments with BCG Vaccines 


The Agricultural Research Council, with the collaboration 
of the Ministry of Agriculture and Fisheries, have found 
sufficient herds to start the field experiments with BCG 
vaccine, and further herds may be included in the future. 
The test is one which must last over 5-6 years, of which the 
present is the first. It is clearly much too early to reach any 
conclusions. (Captain J. H. F. McEwen replying to Brigadier 
CLIFTON Brown. 
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Nurses in Factories 

Replying to a question Mr. GEORGE TOMLINSON said: An 
analysis of the registration forms received as a result of the 
national registration of nurses and midwives carried out on 
April 10 showed that there were 8389 nurses employed in 
industry, of whom 185 were men; about half the women so 
employed have been admitted either to the general or to one 
of the supplementary parts of the State Register for nurses. 


Divorce Decrees for Lunacy 
The ATTORNEY-GENERAL informed Petty-Officer A. P. 
HERBERT that the numbers of decrees nisi granted in divorce. 
cases started in London under the Matrimonial Causes Act, 
1937, for the cause of insanity, were as follows: in 1938, 77; 
in 1939, 222; in 1940, 111; m 1941, 106; in 1942, 139; in 
1943 (to Oct. 12), 96. 


Public Health 


Health of London 


IN spite of reductions in staff and new tasks arising 
out of the war, Dr. Allen Daley can report that in 1942 
the peace-time work of his great and complex depart- 
ment continued unabated. The child population of 
London—and probably the adult as well—increased 
considerably during the year, from 148,000 in January 
to 220,000 in December, 1942. For all age-groups 
except entrants the proportion of nutritionally unsatis- 
factory children was lower than in 1938; for entrants 
the 1938 figure was 6-46% and the 1942 one 6:90. School 
inspection showed an improvement in general cleanliness, 
and the percentage of children with nits or pediculi was 
only 1-9 in 1942, compared with. 3:0 in 1941 and 2:3 in 
1938. There were 7500 less deaths but 6700 more 
births than in 1941. There was a gratifying fall in 
deaths from infectious diseases, diphtheria causing only 
51 deaths in 1942 compared with 82 in the previous year ; 
scarlet fever has almost ceased to be a cause of death— 
it killed only one person in 1942. Notifications of 
tuberculosis rose, but deaths fell substantially ; when the 
population at risk is taken into account it seems that the 
sharp upward. trend in the rate of new cases has been 
checked. The neonatal mortality fell from 28:4 per 1000 
live births in 1941 to 24-7 in 1942, and the infant mor- 
tality from 57 to 50; these rates are much hetter than 
they were at the corresponding period of the last war, 
but have yet to reach their prewar best. Maternal mor- 
tality fell in the year from 3-05 to 2°51, but the rates for 
1940 and 1939—1-98 and 1-97—remove any grounds for 
complacency. There were fewer men and women attend- 
ing. the venereal disease clinics for the first time, both 
with syphilis and gonorrhea, but these clinics deal 
mainly with civilians, whose numbers are falling, and 
many cases of gonorrhœa are now treated by private 
doctors instead of at the public clinics because sulphon- 
amide treatment is comparatively simple to carry out ; 
Dr. Allen Daley says there is little doubt that tbe 
incidence-rate is increasing. 


Intectious Disease in England and Wales 
WEEK ENDED OCT. 23 Po 


. Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 3317; whooping-cough, 1459; diphtheria, 725; 
paratyphoid, 0; typhoid, 7; measles (excluding 
rubella), 546; pneumonia (primary or influenzal), 579; 
puerperal pyrexia, 158; cerebrospinal fever, 46; polio- 
myelitis, 13; polio-encephalitis, 0; encephalitis leth- 
argica, 0; dysentery,’ 249; ophthalmia neonatorum, 
91. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Oct. 20 was 1962. During the 
previous week the following cases were admitted: scarlet fever, 
229; diphtheria, 36; measles, 18; whooping-cough, 36. 

Deaths.—In 126 great towns there were no deaths 
from enteric fever, 1 (1) from measles, 1 (0) from scarlet 
fever, 13 (1) from whooping-cough, 11 (1) from diphtheria, 
51 (6) from diarrhoea and enteritis under two years, and 
13 (4) from influenza. The figures in parentheses are 
those for London itself. f 

Hendon and Birmingham each reported 4 deaths from diarrhoea. 
The number of stillbirths notified during the week was 
200 (corresponding to a rate of 32 per thousand total 
births), including 24 in London. i 
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Letters to the Editor | 
|. .++ FULL-TIME. SERVICE E 
_Sir,—In bis Instincts of the Herd in Peace and War 


Wilfred Trotter wrote: . 


Man is intolerant and fearful of solitude, physical or 
mental. This intolerance is the cause of the mental fixity 
_ and intellectual incuriousness which, to a remarkable degree 
for an animal with so capacious a brain, he constantly dis- 
plays. As is well known, the resistance to a new idea is 
always primarily a matter of prejudice, the development of 
intellectual objections, just or otherwise, being a secondary 
process in spite of the common delusion to the contrary.“ 
If he had been seeking an illustration in support of this 
thesis, he could hardly have found a better one than the 
reaction of the profession to the introduction of the 
National Health Insurance Act, 1911., After such a 
warning we ought to be on our guard lest once again 
we are carried away by instinct, and we must do our best 
to distinguish in our minds between prejudice and logic. 
This is by no means easy but if we recognise that we are 
by ‘nature instinctively prone to prejudice against new 
ideas, we are in a position to make some allowance 
accordingly. ` | 
Probably. no medico-political problem is, or has been, 
of greater moment than whetber we, as general practi- 
tioners and consultants, should be prepared to accept 


Service as whole-time employees of the state, in the re- 


constitution of the medical services of the country Which 
must inevitably take place after the war is over. If we 
accept whole-time service we must also accept a salary, 
Which will be fixed in accordance with our particular 
duties, and which we will not be able to supplement by 
fees. There is, therefore, no need to discuss the question 
of salary. and whole-time service as separate items. 
On looking through the reports of the various assem- 
blies and committees which have discussed the problem 


one can distinguish two fairly well-defined objections to 


a whole-time service. First it is said that under a whole- 
time service the free choice of a doctor by the. patient 
would fade or disappear entirely. If this were true it 
would be a strong-objection, but the reasons are not 
very apparent. Secondly, against a salaried service is 
set the fact that, in general, people tend to value what 
they pay for on the spot more highly than that which 
comes to them free, or for which they have paid in an 
indirect manner by insurance or taxation. No-one who 


has practised for any length of time, whether as a family 


doctor or consultant, can doubt that this is very often 
e : oe | 


Besides these two main lines of opposition there are - 


many. more personal and individual objections to whole- 
time service. There is no doubt that many doctors do 
not want to be bound in any way as servants of the state. 
They like to be financially independent, to see their 
practices grow, and to feel that they are beholden to no- 
one but their own good work for their succéss. Under 
any salaried scheme it is difficult to see how advancement 


cn come in the same way directly as a result of indi- 


vidual effort. Promotion is bound to wait on vacancies 
and tbe selection of an appointments’ committee. Again 
many have had experience in the fighting services, 
where so many things must be put up to higher authority 
through the ‘ usual channels,’ and know only too 
well how sluggish the stream in these channels can be. 
. They therefore distrust bureaucratic control in any form, 
believing that it hampers and stifles individual initiative 
-and freedom, both of thought and action. . 

Rightly or wrongly, there is also a fear that the con- 
ditions of service will be unsatisfactory. “Admittedly 
none have as yet been laid down in any detail, but most 
of us can recall the necessity to black-list certain local 
authorities because they cut the rates of pay for some 
of their medical officers below the BMA minimum, and 
such memories die hard. Some will have unhappy 
experience with regional medical officers at whose in- 
spections attention is focused primarily on the notes 
and records and little, if at all, on how the patients are 
getting on. Others again will have seen medical officers 
-employed under local authority obstructed or favoured 
in their work by questions of party politics or the per- 
sonal ignorances or prejudices, likes and dislikes, of 
councillors and even of their families. 


FULL-TIME SERVICE ` 


judice ” and how far are they intellectual considera- 


‘state scheme when they are. demobilised ; for. many of 
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' How far are- these considerations ‘“ matters of pre- 


tions, just or otherwise? It is extraordinarily hard to. 
decide, and probably each of us will have his own par- 
ticular shade of opinion. There is no doubt they are 
very real, and must be taken into account in drawing up 
plans for any state service that is to turn out a success, 


Probably the argument that a state scheme would inter-; i 


fere with a patient’s free choice of doctor is unsound. 


Under the National Health Insurance Act patients are 2 è 
free to choose their ‘doctor, and there is no clear reason 


why they should not be equally free under any other 
state scheme. In any event the majority of the popula- 
tion is already limited to a choice between very few alter- 
natives by purely geographical considerations. The 


choice of a consultant is even more limited. The patient f: 


will see either the only man in this district who specialises ` 
in his particular complaint, the specialist who happens 
to be holding a clinic om the day he is referred to hospital, 
or the consultant: chosen for him by his family doctor. 
Few will make an entirely independent choice on sound 
lines. We all know the patient who likes to talk of 
my man in Harley Street,“ or who goes seeking special f 
advice guided in his choice by his lay friends rather than `}; 
by his doctor, and not infrequently finds himself an the 
road to Endor. p ars: i 
- The BMA give their answer to the difficulty in Recom- 
mendation I. They recommend that everyone shall be 
free to consult either the doctor he has selected under an 
official service, or privately for a fee any other doctor, 
whether a member of an official service or not. 
means everyone will agree that such a plan is either wise 
or ethical. Itis intended so to avoid the splitting of the 
profession into two groups, the official and non-official. 
I can imagine, however, that it might cause far more 
embittered -relationships ‘between colleagues than the 
fact that one preferred to practise on his own and the 
other to serve whole-time in a state scheme. I have 
noticed no particular hostility between private practi- 
tioners and those who serve as medical officers of health 
or whole-time in hospitals or universities. On the other 
hand there is the question how far it is fair to allow 
doctors employed by the, state to supplement their 
salaries by attending their colleagues’ patients for a fee. 
To do so might well lay them open to temptation and ill- 
disposed criticism. ae Sy oa 
The argunient that people will not value advice which 
they have not paid for directly probably only applies 
to à minority. The great majority of panel patients |: 


zhod 
value the advice of their doctors, and there is a steadily |: 


increasing demand for the specialist services supplied by 
hospitals, where the payment; if any, is commonly made 
indirectly. through a contributory scheme, or is purely 
nominal if the patient is very poor. Ratepayers are not 
backward in demanding treatment in municipal hospitals 
and clinics, and consultants in charge -of outpatient 
departments cannot fail to be struck by the high pro- 
portion of patients they see there who could very well 
have afforded to pay a fee in private. It may be that. 
they put less value on the advice they get when it is 
given for nothing, but they certainly seem to prefer it so: 

Probably therefore on principle there is nothing against 
a whole-time salaried service, though there will certainly 


be a proportion both of patients and doctors who can fi 
never wish to restrict themselves within the limits ofa |y 
It is healthy and right that this should 

An all-embracing goyernment service from which |i) 


* scheme. 
e. 
there was no escape or alternative for either doctor or 
patient would soon become infected with all those faults 
characteristic of institutions which have no stimulating 


opposition to keep them progressive and vigorous. By fh, 


all means, therefore, let there be a section of the pro- 
fession entirely outside the state scheme and engaged 
in private practice. They can be sure of a following, and |: 
their success or otherwise will be a direct indication of |: 
the efficiency and popularity of the state service. There |; 
need be no disastrous split in the profession provided a 
fair and reasonably easy method is devised whereby 
doctors. can pass from one form of practice to the other. {; 
The details of such a method are entirely financial, and 1. 
are some of the first that must be worked out if medical 
officers from the Services are to be attracted into the 


them will have their savings locked up in the goodvill 


By no ]. 
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value of their practices and in their houses and surgeries. 
Fair compensation must be given for these. 

If the state is to attract the best in the profession 
it must find a solution to these problems, and lay down 
conditions of work and organisation which appeal to the 
profession as a whole. Only so can it hope to establish 
a fully efficient service; and nothing less than this will 
satisfy the country. The difficulties are not of principle 
but of method and detail, and I hope and believe that a 
solution can be found for them on a basis of a whole- 
time salaried service. 

: W. A. LISTER. 


CONDITIONS OF MEDICAL SERVICE 
SIR, — In your issue of Oct. 23 a group of correspondents 
say that “the salary of the specialist should not be 
higher than that attainable by the general practitioner 
by virtue of experience or higher qualifications.” If this 


means that all doctors in the new state service are to be 


paid alike, regardless of whether they are consultants or 
~general practitioners, many of us will protest. All 
. consultants hold higher qualifications and these should 
carry higher rates of pay. | R 

- I would suggest a basic pay for all. To this should 
be added allowances for (a) each extra diploma and (b) 
length of service. It might very properly be objected 
that it is. more difficult to be a good general practitioner 
than a good consultant, but that few GPs desire to take 


a higher diploma (except perhaps MD) and so in fact - 


would draw less pay than their colleagues in consulting 
practice with their many diplomas. Is it rash to suggest 
that a new diploma be instituted—a DGP (diploma in 
general practice)? Or even a fourth Royal College— 
a RCGP ? 7 
Queen Anne Street, W. 1. 


GOING UNDERGROUND. 

Sır,—Dr. Millais Culpin, in his important letter in 
your issue of Sept. 25, raises the whole problem of the 
wrong and the right way of handling neurosis, whether 
of the individual or the mass variety as seen in industrial 
disputes. He illustrates from how small a beginning 

deep unrest may spring. Such knowledge cannot be 
too widely disseminated in time of war when stoppages 
of all sorts are catastrophic. Troubles are more liable 
to occur in war-time when the necessary deprivations 
and restrictions that accompany it cause men’s tem- 
pers to become frayed. The present rough-and-ready 
methods of handling disputes are to be deprecated 
together with the unfortunate tendency on the part of 
authority, whether such be medical or lay, to ignore 
the psychological side of things and try to push ahead 
blindly with production. In their stead should be 
introduced a realistic and humanitarian approach 
to such matters. Were this to come about we should 
all be the happier, individually and collectively, not to 
mention the speeding up in production that would 
ensue. $ 

As Dr. Culpin says, the case of the lad Page illus- 
trates the wrong way to handle such problems. One 
who suffers from a fear of confined spaces should not be 
treated, without inquiry, as a malingerer or saboteur 
and forced to go down a pit, or even imprisoned for not 
doing so. 
recently been reinforced by the sight of an older man 
brought up mangled from below. A difficult psycho- 
logical relationship between son and father appears 
to lie behind such fear reactions and would need to 
be resolved by the state before it is entitled to ask 
him to become a miner. l 

Consciously or unconsciously, the miners recognise 
this-fact and protest against Page’s imprisonment, and 
the mishandling of his case by authority, in the only 
way that they know—by striking. To punish them in 
their turn is still more short-sighted and can only lead 
to widespread disaffection. 

There is too great a tendency for the lay mind to 
accuse the psychologist of ‘‘ spoiling the child ’’ when he 
advocates removal of the individual from the source of 
his fears. | 

In industry generally, a strike threat is always the 
culminating sign of smouldering unrest—a protest on 
the part of the employee against some injustice that 
rankles, of which he may or may not be consciously 


C. ELGoop. 


In his case, it is stated that his fears had 


a 


aware. Unless this is investigated and put right, the 
danger of mass neurosis arises : reprisal measures can 
only make matters worse. The assumption by the 
employer or medical board of an attitude of omniscience 
and infallibility can lead nowhere. The employer and 
doctor, by reason of their own inner anxieties, are 
frequently possessed themselves of a psychological blind 


spot, and so are often unable to see or comprehend 


the underlying causes of unrest, due in the last instancé 
to difficult environmental factors. | 

No man in his senses would expect his car to go for- 
ward when grit has got into the carburettor ; common 
sense would teach him first to extract the grit. If the 
wheels of industry are to continue to revolve smoothly 
an exhaustive inquiry should be made into all the cir- 
cumstances directly any tendency to a slowing down of 
effort manifests itself. A board should be constituted, 
comprising representatives both of employers and 
employees, assisted by a competent psychologist with 
experience of industrial disputes. The psycholo- 


gist is needed because his eye is specially trained to 


observe such matters and his therapeutic technique is 
devised to get-rid of friction. | 
Harley Street, W.1. CYRIL WILSON. 


THROMBOCYTOPENIC PURPURA - 


SIR, We have read with much interest Mr. Rodney 
Maingot’s letter of Oct. 23. We have available the 
weights of the spleen in some of our cases. They are 


as follows: 


Removed at operation Removed at necropsy | 


- Males Females Males Females 
Age | Weight | Age | Weight Age Weight | Age | Weight 
10 21 oz. 4 19 5} oz. 28 51 oz 
13 8 Oz. 19 11 2 oz. 32 9 oz. 
13 6 oz. 34 46 9} oz 40 6 oz 
3 gi oz. 46 8 si 54 8 oz. 
23 1 1b. 7 02. 44 a 69 42 oz 
56 4 oz. 
The two patiente with the largest spleens (1 Ib. 7 oz. 
and 1 lb. oz.) were cured by splenectomy; the 


third largest had splenculi, and her symptoms per- 
sisted. There is no doubt about unremoved splen- 
culi being a factor in relapse following splenectomy : 
but we have no evidence, either operative or necropsy, 
of splenculi being present in cases in our series apart 
from the ones we mentioned. 


Horace EVANS. 
London Hospital, E.1. KENNETH M. A. PERRY. 


THE CARIES-FREE MOUTH 


SIR, At medical inspections of 544 children of different 
age-groups drawn from 15 schools in South London I 
made a careful search for and inquiries about caries-free 
mouths ; 6% of the children were caries-free, by which is 
meant, no caries present before or at the time of examina- 
tion. 

„ 17to0 8 ip 2-29 
30 9 to 10 9 6% 

> 11 to 12 ‘3 2% 
57 13: to 14 75 2 0 

I have no statistics for comparison but I believe these 
figures are an improvement on previous findings, and I 
submit them not for their intrinsic value, if any, but 
merely to call attention to the need for an inquiry into 
the reasons for this freedom from caries. Mellanby has 
shown that caries can be arrested and often prevented, 
but we still do not know why some children who eat what 
they like or what they can get have caries-free mouths. 


were 
caries- 


| free, . 


Of the 5 to 6 age-group, 13% | 


From a survey of my detailed notés I can do no more than 


form the impression that milk and/or cod-liver oil in 
adequate quantities, or the ability to tan, limit or prevent 
carious invasion, thus confirming in a haphazard way 
Mellanby’s findings. In the older caries-free children 
the presence of tartar was too constant to be disregarded. 

It may well be that caries-free children possess, manu- 
facture or absorb something which other children lack. 
but at this stage it is wiser to make no comment. I 
would urge, however, that the study of caries-free 
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mouths by a team of dental surgeons, biochemists, 
dietitians and social workers might produce far-reaching 


results and do more to offset the shortage of dentists than 


schemes for increasing the supply. It would, I feel sure, 
prove the soundness of Professor Ryle’s constant. ‘appeal 
that the study of the peor should ERD pace with the 
study of the unfit. . 

Guy NEELY. 


RADIUM WORKERS 
. SıR,—In your issue of Sept. 4 (p. 289) Dr. C. J. O. 
Britton drew attention to a low level of leucocyte counts 
oc among healthy nurses of the Middlesex 

Hospital, not exposed to radium. I have also noticed 
this among nurses at Mount Vernon, and. among normal 
young males beginning radium work and not connected 
with any hospital. It seems likely that this is a ‘war-time 
effect, worth the while of some public body like the 
Ministry of Health to investigate, to see how far it 
extends i in the population, and to seek its cause. 

It is.to be noted in Britton’s counts that whereas 
20-1% were below the level of 3000 polymorphs per c.mm., 
only 8:1% were below the level. of 1500 lymphocytes. 
Thus the lymphocytes are much less effected. So by 
discarding the polymorph count and relying on the 
lymphocyte, it remains possible to rely upon blood-counts 
to determine whether workers should or should not 
continue handling X rays and radium. Several radium 
workers under my care have recently shown: progressive 
falls in polymorph counts not accompanied. by lympho- 
cyte falls, and have been permitted to continue with 
their work. 

I do not agree with Britton that weekly counts would 
solve the difficulty. ong radium workers the fall in. 
leucocytes is to be detected not in weeks but in months 
or years, and could not thus be distinguished from the 
war-time effect to which he draws attention. 


; Mount Vernon Hospital, Northwood. J. 0. MOTTRAM. 


THE SIZE OF INFLUENZA A VIRUS 


Sm,—Dr. Kenneth. Smith’s letter in your issue of 
Oct. 23 Prompts me to mention briefly some experiments 
conducted, collaboration with the late Miss Dora 
Lush; soon after American workers first intimated that 
they regarded the true size of influenza virus to be about 
15 mu. . This figure was the outcome of studies with the 

virus propagated in 10-day-old hens’ eggs, whereas 
earlier work with the virus obtained from the lungs of 
flu-infected mice had indicated a particle size 80-100 m 

We accordingly analysed allantoic and amniotic flui 

from eggs infected with influenza A virus, employing 
the methods of ultrafiltration and centrifugation. During 
the limited attention we could devote to the problem 
at that time, no evidence was found for the existence of 
the extremely small phase of the virus. Likewise, virus 


Blackheath. ; aa 
_ LEUCOCYTE COUNTS IN 


that had been precipitated with salmine and re-dispersed 


showed the same order of size as virus before such 
treatment. 

It should also be mentioned that Friedewald and Pickles 
(Proc. Soc. exp. Bidl. Med. 1943, 52, 261) have recently 
reported having submitted influenza-infected allantoic 
fluid to centrifugation analysis, and, following a different 

technique from our own, find.the size of the virus to be 
at least 60 my. Our values by two alternative centrifu- 
gation methods ranged from 60 to 90 my. 

In my opinion, pou were wholly justified in your 
criticism of the hasty acceptance of the small figure for 

the size of influenza virus by 

admirable booklet Beyond the Microscope. 


National Institute for 3 
Medical Research, N.W.3. W. J. ELFORD. 


„ Current opinion as to the size of viruses is based 
upon the results of differential filtration through graded 
collodion membranes, centrifugation and at times optical 
methods; data so obtained by these three methods have 
on the whole yielded concordant results. Chambers and 
Henle have recently thrown doubt on the conclusions 
thus reached as to the size of influenza virus. The exact 
size of this virus is in itself relatively unimportant, but 
their claims, if correct, throw doubt on most of what is 
now accepted as to the sizes of viruses in general. The 
claims have, however, not yet carried general conviction, 
especially in this country.—Epb. L. 


' LEUCOCYTE COUNTS. 


Dr. Smith in his generally 
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-HIPPURIC-ACID EXCRETION: AND URINE 
VOLUME 


‘Se,—In ‘your issue of Oct. 16 Major Allan Palmer, 


confirming the findings -of Machella et al., reports a 
positive correlation between the amount of hippuric acid 
(HA) excretion and: urine volume, using Quick’s intra- 
venous modification of the test. This was evident 
particularly in tests where the urine volume was below 
150.c.cm. and he concludes that abnormally low HA 


values obtained in a urine volume below 150 c.cm. may 


be inaccurate. This conclusion, on the evidence pre- 
sented, is open to criticism. It is a well-established fact,* 
not mentioned by either investigator, that patients wi 
hepatic disturbances have a tendency to delayed excre- 
tion of water and oliguria. One would expect, therefore, 
to find a tendency. to low urine volumes in association 
with low excretion of HA, both presumably being related 

_ to the same underlying disorder. 


In my experience with the intravenous modificati on. 
of the test, using Weichselbaum and Probstein's 1 


analytical technique, and giving 200 c.cm. of water 
the time of the injection (as is. recommended 


Palmer), many patients and normals show ‘ norinal? 


and even optimal excretion of HA in the first how 
despite urine volumes below. 150 c.ċm. and even below 


-100 c.cm. To consider a subnormal output of HA ink . 


“low ” urine volume as “inaccurate ” seems to me 
objectionable, since the frequent association of low urine 
volumes with low HA output does not necessarily imply 
that the one directly causes the other. In fact, while I 


find, on plotting excretion of HA against volume in 


some, 180 tests, a certain tendency for the low HA 
values to be associated with low urine volumes, the 
correlation i is not strict. 


need not cause an increase in the output of HA or vice 
versa, 
from five patients with gastric ulcer : 


— — —my— — 


: HA | HA 
Case Date excretion excretion 
in. 1943 ((g. sodium 


\ 


benzoate) benzoate) | (e. m. 
1 Feb. 15 0-76 4 | June 1 ‘1-02 | 240 
„ 18 0-74 yeg 1:04 | 250 
„ 23 0-82 „ 11% 0.41288 
2 Maroh Za ace „ 18 1.07 3 
ad 11.04 953 23 0-94 245 
April 5 1.30 * 27 0-99 265 
| ö 5 April 7 0:44 195 
3 | Oct. 8 0:62 „ 17 056 60 
„ 12 056 „ 19 [067 164 
„ 16 0-54 „ 27 664 320 
„ 20 0-57. a 6 | 072 
! ` : 


hg Post-op. 


The N of Machella et al. that Made en of 
diuresis by say 1000 c.cm. of water ‘before the test may 


increase the output of HA, requires closer study since no F 


account was taken of possible oe day-to-day 
variations i in an upward direction. ` 


NOT so DREARY a 
SIR, — The conditions of service in the municipal hos- 


H. POLLAK. 


pitals controlled by the Middlesex County Council are i 


admittedly excellent, but by no stretch of imagination 


can: they be- considered representative of the conditions 


prevailing in municipal hospitals throughout the country. 
The rateable value of the county of Middlesex is the 
highest in the world ; therefore consid erably ` more money 
is available for hospital development. 

In the majority of municipal hospitals the position of 
the senior members of the staff has deteriorated steadily 
since the outbreak of war and now compares very un- 


favourably with the position of the majority of general 


practitioners. 


I do not propose to waste space by going through the g 


list of amenities mentioned in the letter of Dr. Avery 

Jones in your issue of Oct. 23, but I can safely say that 

in the average municipal hospital not one of them would 

be found to exist. ASSISTANT MEDICAL OFFIOER. - 

1. Adler, A. Klin. Wschr. 1928, 2, 1980; Adlersberg, D. Wren. 
Arch, inn. Med. 1934, 25, 269. os | 


* 


In follow-up studies with serial 
tests in individual patients the lack of correlation is, 
striking, and it becomes clear that a large urine volume 


To illustrate this may. I quote the following data : 


in 1943 (g. Sodium e l 


CA 
a n Dey 


Perd sy fs ~ 


— — 2 ff. I/A 


5 gue in the social and. medical life of Liverpool 


gee: ONS ghee ae thet 


Obituary 


“CHARLES JOHN MAGCALISTER_ 
MD EDIN., FRCP, TD 


Pr. O. J. Macalister was for many years a notable 

on 
of the ship-owner William John Macalister he was born 
and „educated. in the city for his father’s calling, but. 
. in his 33 for medicine went. to Edin- 


burgh for his medical course, 


. which he completed in 1884. 
; Returning . to Liverpool he 
married a daughter of Dr. 
William Carter, at that time 
senior physician to the Royal 
Southern Hospital, a position 
to which Macalister in due 
course succeeded, holding it 
until 1925. Throughout this 
long. tenure he was associated 
with Robert Jonesand Thurstan ` 
Holland, the radiologist, and 
on terms of close friendship 
with both. “Macalister was at- 
tracted to the problems of what 
is now coming to be called child- 


period of his career he and 
Robert Jones saw the import- 
ance of treating city children 
in country. surroundings, both 


- From @ portrait by 4 
. Frank T. Copnall . 


With a view. to prevention of disease and its eure when 


+ 
y 


— 


that implied a long period of hospitalisation. Out of 
this arose the hospital at Heswall, now incorporated in 
the Royal Liverpool Children’s Hospital. In many other 
directions Macalister's active mind was constantly feeling 
out for the solution of fundamental problems in the 
origin and treatment of disease. He was one of the 
earliest to recognise the value of ultraviolet therapy. 
He also worked for long at the stimulation of healing of 
wounds and (with Benjamin Moore) at the possibility of 
anti-neoplastie factors in the embryo and young infant. 
He may not have had spectacular success in either of these 
difficult fields, but undoubtedly his questing mind was a 
stimulus to his fellow workers. Inténse loyalty to the 
hospital which was his professional home led him to 
compile, and publish in 1936, its Origin and History, a 

volume of 200 pages containing portraits and personal 
reminiscences, modestly concealing his own share except 
to mention that it was he that started children’s out- 
patients and prompted the rebuilding of the patho- 
‘logical department. Macalister made friends . with 
' apparent ease in many- different spheres. 


‚kindliness of nature, and the social charm and humour 
which unfailingly drew about hinself any group in which 
he moved. In the early years of the last war he married 
his second wife, Miss Leslie Stalker. There were two 
daughters of this marriage, of whom the elder qualified 
last year and was house-surgeon at the Royal Southern. 


Although his health had been failing for some time 


and he had been living in retirement at Bourton-on-the- 
Water, the Ioss of such a vivid personality will be widely 
felt. He Med: there on Oct. 25. 


WILLIAM ROLLAND 
M D GLASd. 


Dr. William Rolland, physician and pathologist to the 
Bolton Royal Infirmary, died on Oct. 15 at the age òf 59. 
After qualifying at the University of Glasgow in 1905 
he was for-a time assistant to Sir Robert Muir at Glasgow, 
and then on his appointment to the staff of Bolton 
Royal Infirmary in 1911 at once started a one-room 
laboratory: at: the hospital. Today the department 
of pathology is housed there in up-to-date laboratories. 
Rolland. also worked hard as a-physician to the hospital 
and proved himself a careful and conscientious clinican. 
He was interested in diseases of the chest and published 
papers on acute pulmonary cedema and on purulent 

ronchitis in our columns. But his real enthusiasm was 
for pathology, and especially bacteriology. . During the 
last war he served ‘in France as bacteriologist to the 
24th General SPRA; BEF. 


` 
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health, and from quite an earl 


` confidence in-his ability to help 


failed to command the attention 


For this no 
doubt he had to thank his gracious personality, his 
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Dr. Rolland leaves a wife and a son, Who. isa medical 
student in his final . year. A younger son was Jatély: 
e on active service with the RAF. e 


JOHN. HAROLD BEDLINGTON. ROUND — 
Ei MB. AB.; _OAPTAIN RAU | ; 


: News has E received of the death in Persia of os 


Captain. J. H. B. Round at the age of 30 from nephritis. 
He was the only son of Mr. and Mrs. Harold Round of 


` Edgbaston, Birmingham, and was educated at West House 


School, Greshams,. and Pembroke College, Cambridge, 


where he was secretary to the Cambridge Medical Society. =. 
He won.an entrance scholarship to Westminster Hospital Le 


and after graduating in.1938 he served as house-physician 
to Sir Stanley Woodwark. Round returned to Birming- 
ham as the first medical officer of an aero factory to 


organise the medical services. Later he became medical 


officer of a group of factories in the Midlands and held 


this position until he joined the RAMC in August, 1941. 
In November, 1942, he was posted to Persia and served .— 
there till his death. His great hobby was motoring E 


and he had taken part in many o trials. He 


married Miss Brenda J ohns of Putney. - 


GEORGE ERIĠ CAMPBELL PRITGHARD. 
M D OXFD,FROP .- : s 
Dr. Eric Pritchard died at Exmouth on Oct: 20 i in his 


78th year. With his death the pediatricians of this: 
and, other countries lament a good friend; more than 


. 


that, the children of the British Isles have lost one 


of their traditional champions. 1 


He was a link, writes D. P., 
between the voluntary hospital 
pediatrician and. the public 
health pediatric service. No- 
one who worked with him at 
the Infants Hospital in Vincent 
Square could help but be im- 
pressed by the number of ailing ` 
infants sent for his advice by 
welfare -officers from all over 
the country who had supreme 


them and solve their problems. 
He was ‘not only a pioneer in 
infant feeding, but his views 
were often. so far in advance of 
current teaching that they 


and respect which they after- 
wards proved they deserved. 


In his recognition of the vitamins he was 20 years 2g 


ahead of the times. Looking back, one can say with 
assurance that he was the first pediatrician ‘in this 
country: to appreciate the fact that infant feeding was 
more closely related .to the weight than the age of an 


infant and the phrase expected weight was one which 


he coined himself.:. To hear him question a mother as to 
how she fed her infant, how often, how she made up the 
feed and administered it, and then point out to his. 


students where the fault lay was to realise that he was a 


master of the subject, and his directions to the mother 
on the method of handling, managing and feéding her 


infant were those of an artist. His outlook was wide 


and his influence on the preservation of good health in 
infancy was exercised through the huge classes of welfare 
workers who attended his lectures, both at Vincent 


Square and at the headquarters of the national associa- 


tions at No. 117, 
the weekly weighing of infants; the value of breast feed- 


ing, the virtues of dried: milk versus fresh milk, fruit 
‘juice, cod-liver oil and other vitamins, the shortage 275 3 
a 


calories and the technique of the infant’s. care. 
made the whole subject fascinating: and vital; it Has 


Piccadilly. There he would discuss 


been said that he rescued infant feeding from its associa- 


tion with the fly-blown milkjug to make it a thing of 
science and art. Of several widely read books through 
which his teaching took effect the Physiological Feeding 
of Infants was the most ambitious. He had advanced 
ideas on the teaching and training of midwives in their 


-care of the new-born and when. appointed to Queen 


Charlotte’s as their first pediatrician, he revolutionised 


t 


— 


Physician to the City of London Hospital. 
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the care > of. the infant in that great maternity hos- 


pital. views on children’ 8 diseases were less 


orthodox. 


George Eric Campbell was one of the gifted family of 


Charles Pritchard, DD, Savilian professor of astronomy 


at Oxford, to whose early training he owed his habit of 
exact- thought and organising ability. -He did well at 


Clifton College before entering Hertford College, Oxford, 


where he took honours in physiology, pursuing this 


study at Berlin in. vacations, and he qualified from St. 
Mary's, Paddington, i in 1892. After house appointments / 
there and some experience of géneral practice in South 


Kensington he found his bent as physician to the St. 
Marylebone General Dispensary, where he initiated the 
first infant welfare clinic in London. 
was also.on ‘the staff of the Queen’s and outpatient 
From 1922, 


to 35 he was medical director of the Infants Hospital 


in Vincent Square and later was attached as pediatrician 
to Queen Charlotte’s. 


In 1934 he was president of the 


British Peediatric Association. All his medical work was 


firmly based on physiological principles and it was radiant 
health that appealed to him, whether in the glossy coats 
of the cairn terriers which he reared. or in the firm flesh 
and rosy colour of the countless babies who owed him 
their lives. It was noteworthy. that while he was rather 

strict with the mothers their children regarded bim 
without alarm. He had a certain Puckish humour and 
could on occasion use a caustic wit. Those who played 
games with him—and he took them mighty seriously 
might miss the kindlier side of his nature which was 
turned more to the nurses, health visitors and helpers at 


' Clinics, many. of whom (including the staff of the Well- 


garth training college) combined a deep affection for 
him with complete trust in his skill. But colleagues who 
got beneath his rather shy exterior found a heart of gold. 
At home he was the perfect host, full of anecdotes. He 
was a keen gardener, spending week-ends planning and 


_ cultivating the garden at Burnham Beeches around his 


country home that was to be. His wife’s failing health, 
however, led him to retiremént at Exmouth, where the 


tedium of his last illness: was mitigated ` by the com- 
Paay Chal of his sisters, Lady anne, Farmer and 


ady Chalmers Mitchell. 43 


9 © LEOPOLD RERRERr 
M D BELF; CAPTAIN RAMC 


Captain Leopold Herbert. was killed on active service 
in Sicily when a shell landed directly on top of his 
regimental :aid-post. He was born at Lurgan in 1912, 
the son of Mr. Abraham- Herbert, and educated at the 
Belfast Royal Academical Institution. He graduated in 
medicine from Queen's University, 
Belfast, taking his MD four years 
later.~ After qualification he held 
a house-appointment at the Guest 
Hospital, Dudley, later becoming 
assistant medical officer at St. 
Stephen's Hospital (LCC) and 
} senior assistant medical officer at 
| the Beverley Road Hospital, Hull. 

Prof. W. W. D. Thomson, under 
whom he worked in Belfast, writes: 

Leo Herbert’s pleasant smile and 


spontaneous enthusiasm in all his 
Work marked him out in the ward 
or classroom. After he qualified 
he retained the student habit, and 
on his return to Belfast while house- 
man. in English hospitals he never 


l failed to pay a visit to his home hospital to discuss some 
case which had been of special interest or had presented 


some puzzling feature. 

Herbert joined up at once on the outbreak: of war and 
had seen service in many parts of the world. He was 
on board a troopship taking part in the evacuation: of 
Singapore and went through the last North African 
campaign as a regimental medical officer. His command- 
ing officer writes of him as a “‘ cheerful, useful, brave and 
efficient ” doctor who could-be relied on to do excellent 
peti work no matter how difficult the circum- 
stances. i , 


At this time he 
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"Notes and News 


MEDICINE AND ‘INDUSTRY 


A STRONG- case is needed to justify producing a new journal 
at this stage of the war. Süch a case is forthcoming for the 
British Journal of Industrial Medicine which is to be published 


quarterly, from next January, by the British Medical Associa- 


* 


a cheery face, his keen interest and 


tion. Industrial medicine has. gained in immediate import- 
ance in the past four years; yet its exponents still have 
no journal in this country devoted to their problems. The 
Association of Industrial Medical Officers has been keenly 
aware of the need and the opportunity, and the new journal, 
besides printing original work, abstracts and reviews will 


record the proceedings. of the association and its component 


groups. 


Sir Henry Bashford has been giving much time to the new 


venture, but his appointment to the Treasury, recorded; on 
another page, now prevents him from being editor-in-chief. 


It is anticipated that Dr. Donald Hunter will take his place, 
the other editors being Dr. A. J. Amor, Sir Henry Bashford, 
Dr. M. W. Goldblatt, Dr. D. O. Norris, Dr. Donald Stewart. 


and Mr. R. W. Watson-J ones, assisted by an editorial board 
comprising Lieut.-Colonel G. S. Parkinson, Dr. J. C. Bridge, 
Lieut.-Colonel G. P. Crowden, Professor Millais Culpin, -Sir 
Arthur Hall, Dr. D’Arcy Hart, Sir Wilson Jameson, Dr. R. E. 
Lane, Dr. E. R. A. Merewether, Air Vice-Marshal Sir David 
Munro, Dr. R. S. F. Schilling, Dr. E. H. Strange, Dr. H. M. 
Vernon and the Editor of the British Medical Journal. 


i - COMMÙNAL FEEDING 


TR first attempt to take stock of the position of civie or 
communal restaurants‘ has recently been undertaken by a 
research group of the London Council of Social Service,? 
under the direction of Mr. F. Le Gros Clark. 
2000 of these restaurants, spread unevenly through the 
country by the spring of 1943, 281 were within the London 
area, 46 of them directed by voluntary committees. The 
council chose for their survey 41 of. the voluntarily conducted 
restaurants ; and 1220 customers (about 10% of the clientele) 


answered: a series of questions directed to ascertain how far 


the restaurants have a permanent value apart from their 
use as a war-time measure. About 85% of the diners, it 
seems, were regular customers, representative of adults of 
all ages and both sexes, with a growing proportion of office 
and professional workers. A considerable number of the 
women now go out to work for the first time, and were 
formerly in the habit of taking their meals at home. About 
27% of the clientele had previously taken sandwiches. to 
work with them, and the report says that there must be at 
least 200,000 people in the country as a whole who are saved 
from the monotony of a carried lunch by the civic restaurant 
service. Some 40% formerly lunched in commercial restaur- 
ants or cafés, a fair proportion of which have closed since 
1940, the N restaurants probably doing little beyond 


filling the gap. Meals for aged people, many of them old-age- 


pensioners,. are provided at a reduced price, several of the 


‘restaurants allotting a special table or a special time to the 


pensioners. These old people welcome a hot meal served 
by a considerate staff and taken in company with their 
neighbours, instead of a lonely snack in a single room. Nearly 


all the diners expressed a wish that the restaurants should 


continue after the war, reasons for appreciation varying 


from convenience, comfort, quick service, cheapness, cleanli- 


ness, lack of class distinction, to pleasure, often expressed, 
at the quality of the food served. The most popular dish was 
meat, though a growing taste for salad dishes was found in 


several restaurants. The atmosphere is democratic and 


‘homely, and the meals are selected by, people with an eye 
to the dietetic interests of their customers. hes 

If some similar provision is to be carried on after the war, 
the restaurants must obviously be able to pay their way. The 
investigators: discovered that the determining factor in 
financial success is the turnover; the lowest annual turnover 
sure of showing a favourable balance being £3000. Premises 
are also important: most of the restaurants are now in 


premises which will revert to their original owners—church- 


halls, shops, private houses, club buildings and the like, It 
seems probable that special premises designed for the purpose 
would have to be established, and this sontingoney should be 
faced in good time. 


1. The Communal Restaurant. From the secretary, 7, Ba l 
Street, London, W. S. 1. Pp. 36. 6d. i yley 
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Royal College of Physicians of London 


At a comitia of the college held on Oct. 28, with Lord Moran, 
the president, in the chair, Dr. John Parkinson, Dr. George 
Riddoch, Dr. Henry Cohen and Dr. Janet Vaughan were 
elected councillors. Dr. C. M. Hinds Howell was elected 
representative on the committee of management of the 
Conjoint Board, Sir Comyns Berkeley on the council of the 
Central Midwives Board, and Dr. Otto May on the British 
Social Hygiene Council. Sir Edmund Spriggs was appointed 
Harveian orator and Dr. C. Bruce Perry Bradshaw lecturer 
for 1944, and Dr. H. Stanley Banks Milroy lecturer for 1945. 
The Jenks scholarship was awarded to D. G. M. Hills, late of 
Epsom College. 


The following were admitted to the membership : 


Enid I. M. Addenbrooke, MB BIRM., Christopher Bastible, MD Nur, 
J. A. Black, MB CAMB, Joyce L. Chamberlain, MB LOND., P. J. 
Collard, MB LOND., A. H. C. Couch, MB LOND., D. M. Dunlop, 
MD EDIN., FRCPE, Paul Forgacs, MB LOND., O. F. Garai, LRCP, Louis 
Greenfield, MB LOND., Philip Harvey, MB LOND., W. H. Helm, LRCP, 
Purser Jones, MB LPOOL, surgeon lieutenant RN, H. A. Leggett, 
MD LOND., flight-lieutenant RAF, V. C. Medvei, :MD VIENNA, LRCP, 
F. T. Page, MB LOND., J. A. F. Roberts, MD, D SC EDIN., surgeon 
lieutenant, RNVR, Alan Wardale, MB LOND., FRCS, squadron-leader 
RAF and David Weitzman, MB LOND. 


Licences to practise were conferred upon the following 197 
candidates (173 men and 24 women) who have passed the 
final examination of the conjoint board and.have complied 
with the by-laws of the college : 


A. R. Anderson, P. R. Apperly, P. 


G. Arblaster, P. E. Baldry, 
M. A. er, K 


H. Bassett, J. S. Battersby, W. C. H. Bell, S. B. 


Bonnett, W. E. J. Bennett, Leonard Bernstock, G. E. R. Bibbings,. 


„ R. Blades, R. A. Blyth, L. S. A. Boothroyd, M. P. Bourke, 
W. M. de C. Boxill, R. S. Bradbrook, P. R. Bromage, V. S. Brookes, 
D. H. Broughton, A. E. Brown, W. F. Buchanan, Dora Buckley, 
R. R. Burn, Dennis Canter, A. H. D. Capper, Eileen M. Carey, 
R. M. Chambers, F. B. E. Charatan, P. A. H. Clements, E. R. Cole, 
Lorna Cooke, Margaret L. Cox, K. D. Crow, S. M. F. Cure, M. J. 
Cutler, Paul Dawson-Edwards, R. F. A. Dean, E. W. Deane, Frank 
Denny, C. J. Dewhurst, R. I. Dixon, K. W. Dodd, M. C. H. Dodgson, 
Cyril Dryburgh, D. J. Du Toit, G. C. D. Dutton, J. R. Dyer, C. G. 
Edwards, E. M. Edwards, A. G. Eilerker, Lionel Erin, Maurice 
Ernest, D. H. L. Evans, Elinor M. Evans, R. H. J. Fanthorpe, 
S. C. Farman, A. D. J. Far rson, D. A. Fermont, J. H. Ferries, 
J. J. Fleminger, Mary Francis, G. J. F. Fryer, C. O. Fung-Kee-Fung, 
Y. Y. Gabril, R. B. Gaze, Sidney Gee, L. M. Gerlis, E. C. Gibson, 
K. L. G. Goldsmith, R. A. Goodbody, L. N. Gould, M. G. Gould, 
K. T. Graham, Graham Grant, C. J. S. Green, Sheila M. E. Grew, 
G. A. Griffin, E. G. Hall, Thomas Hanley, F. S. Harlow, A. D. 
Harris, J. N. Harris-Jones, R. H. Heptinstall, A. J. H 
Eva M. I. Hick, Reba N. G. Holloway, J. C. S. Holmes, J. 
Honey, J. E. Hotchin, Sheila M. Howarth, Lilian Howell, R. 
Hudson, P. H. Huggill, J. R. Ivey, R. F. Jackson, H. B. Jacobs, 
Bronwen R. James, G. M. L. James, F. W. Johnson, G. T. Johnson, 
D. G. Jones, P. F. Joner, P. H. Jones, W. K. Jones, A. J. Jordens, 
E. O. B. S. Keat, H. B. Kelly, P. H. Keppich, Irene S. King, Arthur 
Knight, Tecklim Koonvisal, R. H. N. Lake, Joan E. M. Lambert, 
P. G. Large, B. M. Laurance, M. S. Laurie, Samuel Levy, Ninian 
Lewis, W. D. Linsell, Patricia M. Lloyd, J. A. Loveless, Margaret E. 
Lowry, Gerald MacGregor, B. H. McGuirk, K. M. Mackenzie, R. M. 
Mackenzie, Anne I. Mackessack, S. A. Marsh, W. E. S. Marshall, 


M. Philpott, 
Pugh, Denise A. 
Pullen, Celia M. Rapport, D. J. W. R ; 
D. G. Roberts, M. M. Rose, Donald Rosenberg, M. H. Ruesell, 
N. H. Seaton, D. L. Scott, Morris Seifert, J. C. Selnes, J. H. Sherrey, 
L. S. Simons, K. H. Smith, W. H. Smith, J. L. Souster, Ethel M. 
Spedding, I. F. R. Sutherland, C. E. Sweetnam, K. B. Thomas, D. W. 
Townley, J. R. Trounce, K. A. D. Turk, H. R. Vincent, B. A. Ward, 
J. S. Watson, W. A. Watson, P. L. Watts, John Wedgwood, G. P. 
West, R. G. White, T. A. White, K. C. Willett, H. B. L. Williams. 
O. H. E. Williams, T. C. P. Williams, A. M. Wood, and C. F. 
Ziervogel. — 


Diplomas in child health were granted jointly with the Royai 
College of Surgeons to the candidates named in our issue of 
Oct. 23 (p. 528). 


Prize in Anatomy 

Major George Waddington, of Collinghafn, and Guy Wadding- 
ton, of Halifax, bequeathed their bodies to the anatomy 
department of the medical school of Leeds University. A 
group of their relations and friends have now endowed a 
prize in‘their memory. The Waddington prize will take the 
form of books presented to the most promising student in the 
junior anatomy class. 


Food Education Society - : 

At 3 pm on Monday, Nov. 15, at the London School of 
Hygiene, Keppel Street, W.C.1, Prof. J. R. Marrack is to 
give a lecture on food and the postwar world. 


Medical Society of London 
At 4.30 pm, on Monday, Nov. 8, the society will meet at 


11, Chandos Street, W.1, to discuss surgery of the nerve gap. 
Prof. H. J. Seddon is to be the opening speaker. 
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University of London “= | 
The faculty of medicine have elected Mr. J. B. Hunter 


to be their dean for the remainder of the period 1942-44 in 
place of Sir Girling Ball who has resigned. 


University of Glasgow 7 
On Oct. 23 the following degrees were conferred’: 


MD.—Gilbert Forbes (with high commendation), G. G. Robertson 
(with commendation), I. S. McGregor and Elizabeth A. Marshall. 

MB, B Ch.—D. M. Mackay, R. C. Curran, William Phillips, R. S. 
y B. Paterson, W. M. Lancaster, T. D. V. 
Lawrie, J. C. C. Kelly (with commendation); George Anderson, 
M. C. Anderson, J. A. Barclay, J. B. Barr, W. P. Barr, John Bell, 
J. A. G. Bisset, J. J. Bissett, Katherine H. Broadfoot, A. S. Brodie, 
A. K. Brown, G. S. Brown, Margaret T. Brown, Robert Brown, 
A. S. Caldwell, Catherine P. Cathcart, J. S. Chapman, E. A. 8- 
holm, Catherine E. P. Clark, J. B. Clark, J. A. Clarke, G. M. 
ford, Agnes M. K. Culver, William Cunningham, A. B. M. Currie, 
Hamilton Currie, Thomas Dunbar, A. M. Fairlie, Isabella M. B. 
Forbes, May C. Forbes, J. M. Fowler, James Fraser, J. M. Fraser, 
Samuel Galbraith, J. D. Galletly, J. B. Geates, G. S. Hargrave, 
James Harper, Cecil Harris, J. T. Hutchinson, J. S. F. Hutchison, 
Mary C. Keter, H. A. Lang, T. L. Linn, Archibald Low, Doris A. R. 
Lunn, Malcolm Macaulay, A. G. McCarey, Donald McColl, A. M. 
McDonald, W. C. MacDonald, James McDowall, Agnes E. Mac- 
farlane, Margaret C. McGowan, Agnes M. Macgregor, A. G. Me- 
gregor, Margaret W. Macgregor, William Macintyre, Angus Mackay, 
Elizabeth M. Mackie, N. C. Mackillop, Mary B. MacKinnon, Iain 
Macleod, D. A. Macpherson, Janet E. McPherson, Norman McSWan, 
J. F. Mair, Marcus Marlborough, J. J. Marlow, Dorothy M. Marshall, 
Margaret Marshall, John Mathieson, R. S. Menzies, Margaret H. 
Miller, R. M. Mitchell, H. H. Morrison, D. E. Munro, H. G. Munro, 
Margarct E. Munro, William Murray, Alys P. Nelson, Charlotte 
S. Nimmo, J. H. Noble, Rosemary O'Hare, H. M. Owen, G. W. H 
Paterson, Marjorie M. Paterson, I. F. Pirie, E. J. R. Primrose, 
I. H. R. Rae, Jessie M. Ramsay, T. A. Ramsay, D. A. Rawson, 
Jessie P. M. Robertson, A. F. Ross, Agnes R. Russell, Sheenah J. 
M. Russell, J. G. Scott, I. R. Simpson, D. H. Singleton. G. A. Smart, 
T. G. Smillie, Anne L. S. C. Smith, F. G. M. Smith, J. M. Suther- 
land, John Telfer, John Thompson, W. A. Todd, D. C. Watt, 
T. A. Watt, David Wightman, George Will, James Williamson, 
T. A. Wylie and Nora Yates. : 


Scottish Conjoint Board 


At recent examinations of the board of the Royal Colleges 
of Physicians and Surgeons of Edinburgh. and the Royal 
Faculty of Physicians and Surgeons of Glasgow, the following 
were successful : 

LRCP & SF, LRF & S 

A. C. Austin, F. St. M. Brett, E. D. Cameron, Margaret R. 
Connolly, M. C. Fitch, Ernst Frischler, Ellis Glekin, Elizabeth G. 
Hood, J. G. Levack, I. M. Lourie, S. R. Maraj, J. W. Muggoch, 
D. J. P. Naismith, Elizabeth R. B. Polland, J. T. Richardson, 
Frances Selesnick, A. M. Shokry, H. M. Steel, and A. D. Willox. 

The following graduates of recognised foreign universities 
were also admitted to the licentiateship: 


Karl Friedmann, MD, Vienna, G. W. Green, MD, Brux., Ruth 
Meier-Blaauw, MD, Breslau, and G. M. Weiss, MD, Bologna. 


Royal College of Obstetricians and Gynecologists 


At a meeting of the council on Oct. 23, with the president, 
Sir William Fletcher Shaw, in the chair, Prof: J. J. Kearney 
was elected to the membership. The following were also 
admitted to the membership: J. K. Baker, Johan Kruger, 
and Katharine I. Liebert. 

It was announced that the donor of 1000 guineas to com- 
memorate the presidency of Sir William Fletcher Shaw 
wished the interest to endow a lecture every second year to 
be given alternately by a member of the college on infertility, 
and by a gynecologist from the USA-as an expression of the 
friendship between our two nations. At the end of the 


meeting, Prof. Daniel Dougal assumed the office of vice- - 


president and Mr. Eardley Holland that of president. A 
vote of appreciation. for the services of Sir William Fletcher 
Shaw was adopted. 

The following have been awarded the diploma of the 
college: 


Agnes U. Campbell, W. H. Carlisle, J. T. Carroll, J. M. Corston, 
Margaret C. S. Crocket, R. W. Danziger, Grace T. Dawson, Mary E. 
Egerton, Charlotte L. Hess, P. C. Lewis, Eileen C, Miller, Mary L. 
Neville, Mary P. Short, J. W. H. Simpson, Esther M. Swinnerton, 


J. W. Totten, and A. H. C. Walker. . 


Tuberculosis Association 

A meeting will be held at 26, Portland Place, London, W.1, 
at 3.15 pm on Friday, Nov. ‘19, when Dr. O. Galtung-Hansen, 
of the Norwegian public-health service, and Lieut.-Colonel 
C. F. Bennett, rcamc, will open a discussion on immunity- 
producing measures in tuberculosis. 


Pharmaceutical Society of Great Britain 

Mr. M. A. H. Tincker, D sc, keeper of the laboratory of the 
Royal Horticultural Society, is to speak on the use of plant- 
growth substances at the house of the society, 17, Blooms- 
bury Square, London, W. C. I, on Thursday, Nov. II, at 7 PM. 
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New Appointments 8 i a : 

- Sir Henry Bashford has been released nom the post ‘of 
chief. medical officer to the Post Office to take up a new 
appointment as Treasury medical adviser. Dr. W. L. Scott, 
second medical officer to the Post Office, succeeds Sir Henry 
as chief medical officer, and Dr. C. G. Roberts, an assistant 
medical officer, becomes second médical officer. 


Dr. Scott. who is 55 years of age. was educated at Glasgow High 
School, the University of Glasgow, and University College, London. 
He graduated MB Giap i 5 51 5 and after holding house -appoint - 

ments at the-Sheffield R ary was appointed assistant 
ea Warna and nd the North Western Fever 
. ospital, He ger ved throughout the whole of the last war and was 
: Hospitas the MC in 1917. In 1919 he'became a medical member of 
a pensions appeal tribunal. He joined the staff 9 the Post Office 
in 1921 and was appointed to his present post in 1 
Dr. Roberts is:37 and was educated at Uppingham College. He 
Se from the Westminster Hospital in. 1930, taking his Cam- 
bridge MD in 1939. He was a resident physician at Ruthin Castle 
before joining the Post Office staff in 1934 . 


Royal Society of Medicine - 
On Tuesday, Nov. 9, at 2.30 Pu, at the section of experi- 


mental medicine and therapeutios, Prof.. A. Fleming, FRS,- 


Prof. H. W. Florey, IRS, Flight-Lieutenant D. C. Bodenham, 
Colonel E. C. Cutler, usamc, Mr. R. Vaughan Hudson, and 
Prof. R. V. Christie will open a discussion on penicillin. 
Afterwards Professor Florey will show a film on the use of 
penicillin in the treatment of war casualties. At the same 
hour, at the section of psychiatry, Dr. E. S. Stern will speak on 
acute confusional insanity and delirium, and Dr. M. N. Pai 
on neuropsychiatric after-effects of cerebrospinal fever. On 
Nov. 10, at 5 em, Dr. Cuthbert Dukes. will give his presidential 


address to the section of proctology on the surgical pathology - 


of rectal cancer. The clinical section will meet at 2.15 pm, on 
Nov. 12, at St. Mary Abbots Hospital, Kensington, W. 8. 
At 5 pm, on the same day, at the section of ophthalmology, 
Prof. Arnold Sorsby will read a paper on the incidence and 
treatment of ophthalmia neonatorum. 


Socialist Medical Association 


At a conference on a national service for health held on 
Oct. 17, Mr. Hector M SNR, MP, said that many doctors were 


afraid ‘that such a service would lead to an increase in bureau- . 


- eracy and red- -tape ; some such increase was, he feared, 
inevitable, but it could not come between the doctor and his 
responsibility for his-patient. He mentioned, as an example, 
the decision of the Glasgow city council that homeopathy 
and other unorthodox methods of treatment should, as an 
experiment, be applied to patients in the city’s fever hospitals. 
But the city’s chief medical officer had made it clear that-once 
a patient entered a hospital he became the responsibility of 
the medical staff only; and the project was abandoned. 
Mr. SOMERVILLE Hastines, Frcs, stressed the point that 
the only way to improve the standard of general practice 
was for doctors to work together in groups or teams. Dr. 
HORACE JOULES, the chairman, said he was a whole-time 
salaried practitioner and no money on earth would lure him 
to Harley Street—even if Harley Street was prepared to try 
and ‘lure him. A speaker from the floor of the house criticised 
the salaries offered to doctors in municipal service, and 
urged the SMA to publish a salary scale; if this was really 
comparable with the earnings of private practice, he felt that 

much of the doctors’ opposition would vanish. 


Mass Radiography. Film 


The National Association for the Bisvention: of Tuber- 
culosis has produced a short sound film about mass radio- 
graphy, to show to office and factory staffs, managers, shop 
stewards and others before these examinations are to be 
made:, It is thought that an advance view will help them 
to form a correct idea of what mass radiography is, disarm 
crititisms from management and workers and ease the com- 
_ plicated procedure of passing the subjects in and out of the 
X-ray room. The film is available in 16 mm. and 35 mm. 
size (non-flam) and lasts for twelve minutes. Further 
particulars may be had from Dr. Harley Williams, NAPT, 
Tavistock House North, Tavistock Square; London, W. C. I. 


Dr. Russell J. Reynolds has been appointed honorary X-ray 


consultant to the directorate of medical supplies, Ministry of 
Supply. 

Tun German minister of the interior has issued a circular 
(Retchsgesundhertblatt, Aug. 4, 1943, p. 524) cancelling the 
marriage health decree that members of the Wehrmacht and 
their fiancees must present a medical certificate that they 
have had a Wassermann test. 


2 — 
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Medical Casuaities . 
The following medical casdalties have bak announced 

' Missing.—Surgeon Lieut. -Commander ‘Hugh de L. N. Davis, 

BM OXFD, RNVR, HMS Charybidis; and Lieutenant R. A. 

Palmer, MB CAMB., RAMO, parachute field ambulance. 


Wounded.—-Captain Gerald. Bryno, MB BELF, RAMO, and Major 
A. F. Wallasey, MB LOND 


Middlesex County Medical ‘Society. ‘ 


— 


A meeting will be held at the. West Middlesex County 
Hospital, Isloworth, ‘on Tuesday, Nov. 9, at 2.45 pm. After 
a clinical demonstration. Mr. W. J. FERGUSON will speak on 
treatment of hæmetemesis and malæna in cases of recently 


perforated peptic x ulcer, and Mr. D. M. STERN on the treatment 


of stress incontinence in women, 


Royal Institution of Great Britain 7 
On Nov. 26 the Friday evening discourse will be given i by 
Sir Joseph Baroroft, IRS, who will speak on the preservation 


of foods by drying, and on Deo. 10 by Prof, H. W. Florey, Ins, 


who will speak, on penicillin and its development for medical 
uses. Both lectures are to be at 5 PM. On Tuesdays, Nov: 2 
9, 16, at 5.15 Pm, Sir Henry Dale, PRS, is to describe our pro- 
gress in the treatment of infections, and at the same hour-on 


Nov. 23, 30,-Dec. 7 and 14 Prof. J. C. Drummond, D sc, will 


lecture on food problems of the postwar years. Further 


particulars may be had from the secretary of the institution, 


21, Albemarle Street, London, W. I. 


° po% Appointments 


BAER, PAUL, MD MILAN, LRCPR, DTM & K: Surgical registrar at 


- the Bristol Royal Infirmary, 
has 8 » MB GLASG.: examining factory surgeon for Beverley, 
orks, 


Births, Marriages and-Deaths 
BIRTHS. -> 


BINNING. E 92 28, at Bt Cuddesdon, Ox>n,; the ite ot Captain 


RAM 
9 

. 3, at t Malta, “the „vife of Surgeon Lieut. -Com- 
R. Gritien, RN — d 80 

JAMESON Evans.—On Oct. 28, at Bromsgrove, the ‘wife of Mr. 

p Jameson Evans, FRCOS—a daug 
e Oct. 31, at Halifax, the wife of Dr. F. J. Layoock 
-a daug 
MoDONALD.—On Oct. 23, at Oxford, the wito of Lieutenant D. A. 


McDonald, RAMO—a 
88 Oct. 29, at Canterbury; the wife of Dr. J. 8 D: Ogilvie— 


SOHIER, Soi July 18, at North Battleford, Saskatchewan, the wife 
of Squadron-Leader R. I. 


TANNER.—On Oct, 26, in London, to Dr. Or, Evelyn Tanner, wite of Mr. 


Norman Tanner, RC S—a daughter. 


MARRIAGES | 


Hoop—Barp.—On Sept. 17, at Wolverhampton, Holland Hood, 
MB, lieutenant RAMC, to Ma Earp. 

REES-JONES—~WILLIAMS.—On ote 23, at- ` Quedgely, 

Tudor Rees-Jones, surgeon-licutenant RNVR, of Swansea, to 

Molly Williams. 

STOWELL—BRADFIELD.—On Oct. 23, in London, Eldon Stowell, 
BM, to Hilda Mary Bradfield, section-officer WAAF 

VAN EssphN—TROTTER.—On Oct. 23, in London, William Maurice 
Van Essen, MRCS, to Janet Clark Trotter, MB. 


‘DEATHS 


ANDERSON.—On Oct. 28, at Cardiff, William Campbell Anieri 
MD ABERD, DPH. 

GUNTHER. —On Oct. 28, at Hampton Wick, Hermann Arthur 
Gunther, MB LOND, ere 71. 

HoPKINS.—On Oct. 26, Charles Hensley Hopkins, MRCS, major, 
RAMO ret., of Ryelands, Ri owe outh. 

MAOALISTER. —On Get. 25, at Bourton-on-the-Water, ‘Glos. Charles 

John Macalister, MD EDIN, FRCP, aged 82. 

meet At Bath, Frederick John Poynton, MD LOND, ‘ROP, aged 

SaRGENT.—On Oct. 27, William. Gostwyck Sargent, LSA, LMSSA, 
of Padstow House. 

WaAIN.— On Oct. 25, Jack Arthur Wain, MB 

FRCSE, DMR, assistant medical officer at the Christie e Hospital 

and Holt Radium Institute, Manchester. 

WILLOCK.—On Oct. 10, at BHxeter, Edward Hulse Willock, MRG, 
LSA, former regional officer for the Ministry of Health. 


The Index and fitle-page to THe Lancet, Vol. I, 1948, 
which was completed with the issue of June 26, is ready 


today. A copy will be sent gratis to subscribers on 


receipt of a post card addressed to the Manager, 7, Adam 


Street, Adelphi, W. O. 2. Subscribers who have not already ; 


indicated their desire to receive indexes regularly as 
published should do so now. | 
The fact that goods made of raw materials in short supply owing 


to war itions are advertised in this paper should not be 
as an indication that they are necessarily available for export, 


William 
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THE LANCET] ORIGINAL 
ORTHOPEDIC INFLUENCE ON THE 

TREATMENT OF FRACTURES | 

„ = A CLINICAL STUDY * 


E G. R. GIRDLESTONE, BM OXFD, FROS 
CONSULTING ORTHOPÆDIO SURGEON, WINGFIELD-MORRIS 
HOSPITAL, AND RADCLIFFE INFIRMARY, OXFORD 


ONCE in his two years’ term of office you encourage 
your president to talk to you without restraint, hoping, 


of course, that he will choose some subject appropriate 


and timely. I want to talk to you about the treatment 
of fractures in this country, to tell you how I think we 
can help to raise the general standard, and then to follow 
some lines of thought on clinical problems in this field. 
As I shall soon be finding fault and proposing remedies, 
you may well ask for evidence of my competence as a 
judge and areformer. The best answer I can give is that 
close on 30 years ago I found a job after my own heart 


a under’ great leaders and in good company. For 
, - Shortly before the first great war I came in contact with 


Robert Jones and Agnes Hunt at Baschurch, and soon 
found myself heavily infected with orthopedics. My 
orthopedic education has fallen into three phases, those 


of the two wars and the time between. 


In the first great war burrowing sepsis, shattered bones, 
and extensive loss of soft parts presented every kind of 
orthopedic problem. 

In the twenty years between the wars I had ample 
opportunity of applying to fractures and to every sort of 
complication and failure the principles of orthopedic 
surgery which I was beginning to understand. 

Then came the present war, in which one side of my 
work has given me a comprehensive view of the treat- 
ment of accidents in the hospitals of six counties. Only 
here and there have I found a hospital’ With a good 
accident service, although the case for such a service has 
been proved to the hilt. A great many doctors are doing 
excellent work for fractures with few facilities; but I 
have had a chance to appreciate how much unnecessary 
suffering, delay and loss of function results from the 
treatment of accidents by men who seem to have given 
little time and thought to the matter. This is both so 
distressing and so wasteful that for months I have been 
racking my brains for a remedy; and I have come to 
the conclusion that it lies in the clinical activities of the 
members of our association. I am therefore asking very 
seriously for your help. 

Perhaps I can only enable you to realise the sort of 
thing that is happening by describing in some detail 
the maltreatment of one particular case. 


A HOSPITAL WITHOUT AN ACCIDENT SERWCE 


Not very long ago I visited a hospital because the staff 
had appealed to their Member of Parliament asking him 
to do what he could to stop the transfer of Service and 
other fractures from their hospital to the neighbouring 
orthopedic centre, since they felt perfectly competent 
to deal with fractures themselves. On my arrival I was 
introduced to the staff, and then taken to the theatre 
where a fracture table and two complex reduction 
mechanisms had been set up. We passed on to the wards. 
The climax of an unhappy round was reached when we 
came to the last case, a young soldier who lay moaning 
and was clearly in great pain. He had been admitted 
some six days before as a result of accidental bullet 
wounds which had broken the shaft of his left femur and 
his left internal malleolus. The history was that after 


. he had been treated for shock his wounds had been 


excised, and packed, then three or four days later 
sutured, though his chart showed unabated fever. A 
long Liston splint was bandaged to his leg and thigh 
but in no way connected with the pelvis or trunk ; 
indeed the whole upper part projected free in the bed 
far from the body: the limb below the fracture was 
twisted inwards and the thigh was lying in a varus curve 
at the site_of the fracture, for the splint had no upper 
attachment and therefore no control over the fracture 
either in alignment or rotation: the bandages were 
soaked with pus and I was told that they were removed 
for daily dressing of the wound. The man’s sufferings 
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exciting both pity and anger. 


ARTICLES 


were great, needless and futile. It was a situation 
Yet at the end of the round 
the members of the staff seemed unaware of having passed 
through any unusual experience. 3 

I learned that accidents reaching the hospital were 
received in turn day by day by the seven members of the 
surgical staff. The victim of an accident took his luck, 
good, bad or indifferent. This miserable visit was 
rounded off by the information that no single member of 
the staff had been to. see fractures well treated at the 
orthopedic centre 20 miles or so away. -had seen a 
modern well-equipped hospital of 100 beds or more, 
staffed by a group of doctors who seemed completely 
blind to the dire results of their ignorance of fractures, 
and so complacent that none of them had motored a few 
miles to see first-class work. Appalling as this example 
was, it is by no means unique. know other reputable 
hospitals in which the same fundamental faults exist. 
And what is true of the few big fractures is true also of 
the many little ones, which often require just as much 
skill and care. 

The apathy of many doctors foward fractures has its 
origin far away and long ago, for, as Hey Groves used 
often to tell us, from his long experience as ah examiner, 
the teaching of fractures has been badly neglected. 
Taught little, and by inexperienced residents, if taught at 
all, many of these young graduates went straight into 
„private practice, or to a house-appointment in a non- 
teaching hospital to work in wards quite secluded from 
an uninvited consultant. Their treatment now is 
based on what they picked up in their training 10, 20 or 
30 years ago; they are not careless or unfeeling, but just 
oblivious of a blind spot, and so much in a rut that 
they do not take the trouble to go and see what a modern 
accident service is like. 
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` THE DISORDER IS PATENT— WHAT IS THE REMEDY‘? 


Some of us may be inclined to answer this question by 
saying that accident services are already being developed 


in -many parts of the country, and that the postwar 


reorganisation of medicine will put these things right. 
This is all to the good, and students will have the oppor- 
tunity of seeing experts at work, and of taking part in 
their activities. For geographical reasons however it is 
likely to be impracticable to bring all fractures directly 
under the care of specialists ; and, if so, it will be neces- 
sary to make some provision in the smaller hospitals. 
This will cover the treatment of the easier fractures and 
the primary care of the more difficult. But any organisa- 
tion will fail if it lacks a due regard for human factors: 
and two conditions seem essential (1) that the most suitable 
men available are chosen for the primary care of fractures 
and fully informed in methods of safety, and (2) that 
the transfer of the difficult fractures brings them into 
thoroughly expert hands. The former condition will 
be well and quickly realised if the doctors in each district 
grasp the idea, and carry out the selection, picking one 
or two men from among themselves with good hands 
and an interest in the power and movement of the body. 
These men or their colleagues must possess a sound and 
scientific understanding of shock and resuscitation. 

I think that every doctor in the kingdom whose private 
or hospital work includes the treatment of fractures 
should know how to splint a fracture effectively and 
comfortably with a view to easy transport, and in doing 
so regard three freedoms :— | 

(1) Freedom from pain. 

(2) Freedom from pins (whenever possible). 

(3) Freedom of the circulation in the injured part. 

Free circulation is, of course, a. vital necessity in 
every case; but the warning signs of Volkmann’s 


. ischemia must be specially recognised, and treated in 


the light of their implications. Such are the conditions 
which make for the safety of the part and facilitate the 
transport of the patient. They can generally be satisfied ` 
by simple and straightforward means; a sling or split 
plaster for the -upper limb, for the lower a Thomas 
splint (skin traction, lamp-wicks and all in the old- 
fashioned manner) or a split plaster. The understanding 
of the application of a few simple methods can be 
acquired by everyane prepared to give up complex 
gadgets and to learn methods which demand little 
more than common sense and steady gentle hands. 
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I Iam convinced that the standard of the treatment of 
fractures in this country will correspond with the clinical 
Work and the personal influence of the members of this 
association; for the doctors of the country will seek 
advice and teaching from men whom they trust and 
respect, and are always ready to send their patients to 
a hospital which they know to be first-class. It is for 
each of us first to spread the knowledge of a safe system 
of splintage throughout his district, and secondly to set 
a very h standard in the work ‘of his own hospital, 
work w 
staff of every department of the general hospital. 
Indeed he and his whole unit form one member of the 
diagnostic and therapeutic team of the region. | 

This should lead to a natural growth of service in 
accord with the trend, training and interaction of the 
medical profession. Therefore it should work. And 

I hope it will be backed, expertly inspected, encour- 
aged, criticised and even disciplined through some 
regional organisation. I have little doubt that such a 
development, given financial support and the codpera- 
tion of our profession, ‘will be welcomed by the adminis- 
trators, medical superintendents, and governing bodies 
of the hospitals. 
ORTHOPÆDIC LEARNING ' 
If we orthopædic surgeons insist that the general 
‘ practitioners and the staff of the reception hospitals shall 
give primary treatment to fractures on the lines I have 
suggested, and transfer difficult fractures, particularly 
those in which the function of the joints may be damaged, 
it is only right that we should give time and thought to 
these matters as they concern our own methods in our 
-own hospitals. 

Orthopsedic surgeons see the seamy side of the life of 
the locomotor system ; we grow familiar with every kind 
of, failure and disaster, our own and those of our neigh- 
‘bours ; we see delayed union, non-union, malunion, 
secondary arthritis, stiff joints, and, worst, of all the end- 
results of traumatic or early post-traumatic ischæmia. 
Some of these conditions are so distressing and incurable 

‘that it is natural that we should try to trace the cause 
in each case and consider how the failure could have 
‘been avoided. When we do this we find that the great 
majority of bad results are due to a lack of knowledge, of 
dexterity, of gentleness, or of sustained interest in the 
aftércare. But our native job is the restoration of the 
disabled patient to activity. That is the difficult task 
on which we sharpen and temper our orthopedic wits, 

until we become able to perceive what is best for each 
case and how to achieve it. It is a life-long apprentice- 
‘ship. As we become familiar with the ways of the living 
tissues which are the materials of our craft, we under- 
stand how to get them to work with us and not at 
variance. If we want the cells to be active, we supply 
them with plenty of blood of good quality; if we want 
bone, we push the matrix; if tendon, we pull it; if 
resilient fibrocartilage, we move the parts over a wide 
range without weight-bearing for many weeks. We have 
been directed toward this knowledge by the insight of 
Samuel Butler, and by the research and practice of those 
Menders of the Maimed who were immortalised by Sir 
Arthur Keith in the orthopædip surgeon’s bedside book. 

If we have set ourselves to understand our craft we 
owe that wholesome attitude of mind to the tradition 
set by Robert Jones, Osgood and the other leaders 
of this association. They have made us mobile and 

- teachable, impressing upon us that we must meet 
regularly, travel widely, and discuss freely. We meet 
regularly and so form a society of friends, eager to talk 
shop and swap ideas ; we travel widely to see the work of 
other men at home and abroad ; and we discuss freely in 
a spirit of mutual understanding and goodwill, seeking the 
truth without fear of offending one another, showing 
our failures and confessing our difficulties. 

ACTIVE HYPERÆMIA 

We know, and we must go on telling others, that the 
avoidance of constriction in the region of a fracture is not 
enough. There must he room for the expansion of 
tissues in which repair is proceeding; the cells of the 
callus matrix need a plentiful supply of blood from which 

‘they can extract what they need, their food, their building 
materials, and such vitamins and hormones as are 
essential for their constructive activity. One has only 


l 


ich is undertaken in clinical alliance with the. 


‘osseous tissue. 


to realise what i is happening round a recent fracture: to 


become aware of one. reason why there is so much delay 


in union in these days of skeletal traction. 


POWERFUL PERSISTENT: TRACTION 
There has always been a potentially harmful factor 
inherent in the method of weight-and-pulley traction; 
but much actual harm has been done since skeletal 


traction has made it possible to use heavier weights, 


and to leave them at work for long periods. H. O. 
Thomas taught from his practical experience that fixed 


extension on a Thomas splint was better than weight-and- 
The regular and rapid healing which ` 


pulley traction. 
Thomas achieved by the classical use of his bed-splint 


is proof of the virtue of. that form of splintage which 


maintains length but does not maintain traction, and 


allows scope for the hyperemia which is part of the 


natural reaction to trauma. This for him sufficed, for 


he knew little of the virtue of muscular activity round 


the fracture which adds a physiological source of hyper- 
mia; to him rest of the parts was the condition under 


which healing could proceed without disturbance. He 


would have been horrified by the powerful, unrelieved, 
stretch which skeletal traction can impose upon the 
tissues round a fracture. | 
of it for a moment ! The continuity of the bone 
is broken, skin and muscle are relatively elastic and 
therefore the stretching force is applied to the infiltrated 
periosteal and other connective tissues round the fracture, 
tissues swollen and angry with reactjon, alive with young 
mesoblasts, and amply supplied with blood. This is 
to become the callus matrix, a proliferative mother 
tissue, ready to bring forth bone to heal the fracture. 
The pull of a heavy weight which remains in just as 
powerful operation after the normal length of the part 
has been reached, inevitably provokes a reflex protective 
and persistent spasm of the muscles. Stretched by the 
weight and starved by the muscular spasm, the 
tissues round the fracture change from a vascular matrix 
to barren, white fibrous tissue. It is small wonder 
fractures thus treated unite very slowly, if at all. 

This frustration of healing is in sharp contrast to what 
happens with a Thomas splint correctly used. 
restoration of anatomical length is obtained by almost 
momentary pulls repeated’ once or twice a day 
plenty of time between for the proliferation of the pre- 
The muscles are comfortably at rest. 
With the flexion piece of Maurice Pearson (Natal) added, 
the principle of fixed extension is preserved, and a wide 
range of movement made available. 


That continuous mild traction can-give good results 


has been proved by Pridie, who has gone so far as to say 


that every fractured femur should be put up in a Russell- 


traction with a 10 lb. weight for the first two or three 
days and a 5 Ib. weight subsequently. But surely the 
Thomas-Pearson-Balkan frame combination (TPB for 
short) is much to be preferred, both because the fracture 
is accurately held in length and line, and because movement 
of the knee is safe at an early stage through its admirable 
control. Fixed extension is employed ‘by separate pairs 
of adhesive strapping; one pair is applied to the thigh 
and attached to the end of the Thomas, the other to the 
leg and attached to the end of the Pearson. The whole 
limb is visible, comfortable, and in turns restful and 
active ; indeed the contraption supplies the patient with 
a working toy — and after the first few days he is taught 
to play with it off and on all day, synchronising the action 
of cord and quadriceps. 


FRACTURES INVOLVING J OINTS | 


. Difficult articular fractures fall into two groups: 


(1) those in which there is difficulty in restoring the 
shape of the articular surface, and maintaining it without 
allowing the joint to become stiff ; and (2) those in which 
the difficulties are due to avascular necrosis of a fragment. 
. Fractures of the articular table of the tibia and 


fractures involving ankle 'or subtalar joint are good 


examples of the first group. In both these the indica- 
tions following a good reduction are to protect the arti- 
cular surfate from weight-bearing or other distorting force 
for a long time, and yet to initiate movement soon. 


In fractures of the articular table of the tibia I have 


found the method of reduction described by Kindersley 
very good, and am sure that this should be tried before 
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ment of the ankle and subtalar joints. 


is bad (there are, of course, degrees of badness). 


better than non-union, and if so, how much; 
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deciding on open operation. Three factors contribute 
to reduction, an Esmarch bandage round the head of the 
tibia, strong traction, and the repeated mild blows of a 
mallet round the fracture through the bandage. Once 
reduction in full extension has been achieved, the Thomas- 
Pearson-Balkan combination is set up, and after four or 
five days’ rest at about 170°, movements are commenced, 
for the first few days slow and passive, morning and 
evening, then by the cord and active contraction of the 


. quadriceps. Here we have freedom for muscular, articular 


and vascular activity ; and a treatment in every way 
preferable to immobilisation in plaster-of-paris and the 
stubborn stiffness of the knee which follows. l 


TARSAL FRACTURES 


Almost all the tarsal fractures involve joints, and in all 
after reduction we naturally desire early movement and 
protection from weight-bearing strains until the danger 
of secondary deformity is over. There is a simple way 
I have been using lately to allow the patient-to walk 
with free movement of knee, ankle and subtalar joints. 


The leg is in plaster from knee to ankle with the bars of a 
walking iron spread well clear of the foot, which may be free 
in a short sock and slipper, or be held in a low plaster shoe 
with sufficient gap between the two plasters to allow move- 
The shin and the 
head of the tibia need careful padding and moulding and an 


inverted V is cut over the tendon behind. I have found 


it impracticable where there is much subcutaneous fat. The 
patient’s weight is transmitted to the leg, and he can be 
taught to move the ankle naturally as he walks. 


The method is very simple and I hope that it will be 
found helpful in fractures of the os calcis and of other 
bones of the foot, as well as of the tibia and fibula in 
the neighbourhood of the ankle-joint. It offers free 
movement with safety at a very early stage, how early 
must be decided in each case. 


SCAPHOID GRAFTING 


“McMurray has told us, and I think that many of us go 
a long way towards agreement, that a scaphoid of the 
right shape and size, united or not, is a good scaphoid : 
and that a scaphoid of the wrong shape, an aig OT gn 

s it not 
true that late disability in this fracture is confined to 
cases with limited movement, particularly limited exten- 
sion ? If this is so, is not reduction, if it can be accom- 
plished at this late stage, far more beneficial than bony 
union, and particularly reduction which will restore 
full extension ? 

Are we not beginning to see that the possible indica- 
tions for grafting are confined to (1) an early case in 
which after two or three months a series of radiograms 
has shown that exact reduction, followed by accurate 
immobilisation, is not achieving union, and (2) a late 
case with disability after a deformity has been reduced ? 
And how far even these conditions warrant grafting 
cannot be settled until we know whether union is ~~ 
an. 
whether mal-union is better than mal-non- union. These 
are questions to which our fracture committee might 
well turn its attention. We cannot expect definite 
answers to such sweeping questions, but we can hope 
for a clarification of our conception. 

I think that the field for grafting will be confined 
to a very small proportion of cases, and will exclude 
those in which there is evidence óf secondary arthritis. 
Furthermore, in defining the field, it is well to remember 
that the operation, even in practised hands, is neither 


‘always successful nor devoid of risk of carpal damage. 


It seems likely that most of the cases with a late dis- 
ability associated with limited movement are due either 
to non-reduction and a faulty shape, or to non-diagnosis 
and a lack of rest during the period of reaction. If then 
we accept McMurray’s conclusion, or even regard it as a 
valuable hypothesis, it seems worth while to remember 
and practise the method used by Sir Robert Jones of 
manipulating the wrist into full dorsiflexion and retaining 
it in plaster for three months, during which period active 
use of the hand is encouraged. When we do this we 
should aim at the reduction and close apposition of 
the parts. : 


orthopedic hospitals or o 


Since anill-fitting scaphoid commonly causes obstinate - 


pain and disability in manual workers it is very desirable 


that those responsible for the primary plaster should 
make sure that reduction is good by radiography, and 
afterwards take steps to avoid disturbance of the immo- 


bilisation during radiography. The young granulation 


tissue beginning to penetrate the avascular fragment 
is very delicate, and can be torn by an inadvertent passive 
movement of the wrist. For this reason removal of the 
plaster must be accomplished with the utmost care, and 
the surgeon or sister who has made the plaster ready for 
removal should go with the patient to the X-ray room 
and guard the wrist from any movement. This care is 
necessary at each change until union has been achieved ; 
and those who take these precautions will see few non- 
unions, and, we can safely prophesy, even fewer cases of 
subsequent pain and disability. i 


ATTRACTIVE OPERATIONS—ATTRAOTIVE FOR SURGEON OB 
. PATIENT ? 


As today I am free to give advice, I would recommend 
great restraint in the performance of the more exacting - 
and therefore attractive operations ; and suggest that 
we should be very critical of new operations, examining 
their claims closely in the light of biology and physics, 
and so reach a clear conception of their virtues and 
indications. Particularly is this so when they carry a 
risk of doing harm if imperfectly performed, as in scap- 
hoid grafting ; and it is even more necessary when they 
are dangerous to life, as in anterior grafting for spon- 
dylolisthesis. None of us nowadays can doubt the 
soundness of adequately long and strong posterior spinal 
graft synostosis for spondylolisthesis in those cases where ` 
operative fixation is indicated. It is a sound job; the 
buttress carrying the weight can be made as strong as the 
surgeon wishes; the operation is straightforward and 
involves technical procedures whieh are commonly and 
frequently performed by orthopedic surgeons. The 
alternative approach from the front is relatively dan- 


gerous; it cannot produce a more effective. buttress, and 
it must be extremely difficult to place a graft or grafts 


of adequate strength exactly where they are required. 
In a word the operation is rare, difficult and exacting. 
Now a very good operator can make a rare difficult and 
exacting operation easy and safe—almost always! Very 
well! leave him to it if you know a safer and simpler 
way. A surgical exercise on the cadaver will prove 
your skill to-the examiner; you can help your patient. 
better in humbler ways. The surgeon we want for our- 
selves and our children is one who will not operate if he 
can attain his purpose by conservative means, and who 
prefers a safe and simple operation to one which is 
attractive to perform, though perhaps a little dangerous. 


INTRACAPSULAR FRACTURES OF THE NECK OF THE FEMUR : 
THE REDUCTION AND THE RESULT l 


In the past the great majority of these fractures failed 
to unite ; this is still true even of those that are pinned, 
though here the majority will no doubt be smaller. I 
am, of course, referring to the total number in which 


pinning has been carried out; for we know that in skilled 
hands the majority unite. 


Imperfect reduction is 
probably the most common cause of failure, closely 
followed by subsequent loss of position due to faulty 
technique in the pinning operation, to faulty plating of 
the pin or to subsequent difficulties associated with 
avascular necrosis. It would be very interesting to find 


-out the facts ; the fracture committee of the association 


might well consider an inquiry not confined to work in 
er accident services, but on 
a basis which would take in all hospitals and nursing- 
homes within the area investigated, in order that the 
total number of cases pinned, and not a selected group, 


should furnish the data. 


In the meantime we shall not be wrong if we broadcast 
our conviction that accurate reduction comes first, not 
only in time but also in importancè, because it is the only 
way of bringing the whole area of the two broken surfaces 
into contact. I do not, however, advocate the breaking 
up of an impaction (with a touch of external rotation) 
provided that it gives an adequate area of contact ; 
indeed the preservation of impaction is often the quickest, 
surest and most acceptable treatment. 
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Smith-Petersen’s pin with its exquisite design and the 


-various ingenious gadgets which mechanise its insertion, 
have tended to put accurate reduction off the centre of 
the stage, which is its proper place. But once the 
fractured surfaces have been brought together the aim 
of Whitman and Smith-Petersen is identical—namely’, 
to maintain this intimate apposition. What Whitman 
‘did with plaster can only be copied by the disciples of 
‘Smith-Petersen if we make sure that the pin is so placed 
that it has the strongest possible purchase on the head 
‘and is inserted without the least tilting or diastasis of the 
fragments. The slightest technical error can com- 
‘pletely spoil a perfect reduction by a little tilt or separa- 
tion; therefore no-one should complete the operation 
-without making sure of the exact position. of the. pin, 
‘and the intimate apposition of the fragments, after the 
last blow of the hammer, by final anteroposterior and 
lateral radiograms. a. 
There can be no doubt that in subcapital fractures a 
tibial graft above the pin gives additional security; the 
value of the graft is enhanced when the creeping sub- 
_ ‘stitution in its neighbourhood proves speedier than that 
‘round the’ pin, because the periods of feeble hold of the 
graft and of the pin do not coincide. | 
Intracapsular fractures unite only by direct contact ; 
that is my point, the union of an intracapsular fracture 
depends absolutely -upon a reduction: which is subse- 
quently undisturbed. Such an achievement makes 
union certain, though when the head is avascular the 
contact must be maintained much longer—and that is 
where plaster fails. 
consulting radiologist, assures me that, from a com- 
- parison of X-ray films of cases pinned with those of others 
treated by conservative means, he suspects the Smith- 
-Petersen pin of being a potent killer of heads; and he 
tells me that Brailsford shares this view. Their con- 
clusion would, no doubt, be tested if the inquiry I have 
suggested is undertaken. But the observation might 
well have been reached by deduction, for the pin as it 
cuts its way into and through the centre of the head 
must play havoc with its intrinsic vascular system. 
Is 5 pin doing for old heads what Lorenz did for young 
ones . . : 
I am inclined to think that here again there may be a 
field for conservative treatment. We know that excel- 
Jent reduction will often follow a few days on Russell 
traction or the TPB ; and, since it has been our practice 
-- hitherto to pin the fracture at this time, we know that. 
“the reduction is not easily disturbed by the lifting and 
moving that are necessary. preliminaries to pinning. 
„Does not this suggest that after accurate reduction 
the first and absolute necessity in any case—prolonged 
use of Russell traction, or better of the TPB, would give 
results comparable with those of the pin? These two 
methods of splintage exert a pro-anatomical influence 
‘which depends mainly on mild traction in the presence 
of slung flexion of the knee which controls rotation; and 
their trial would represent a very natural swing of the 
pendulum, by no means back to the discomforts and the 
mortality of the Whitman plaster, but to an equally 
‘reliable and much more acceptable means of main- 
taining reduction, with the patient free to sit up in bed, 
and move his knee. 
avascular necrosis should appear. ' 


THE DEAD HEAD 


Avascular necrosis with all its delay and trouble, occurs 
in a considerable proportion of high fractures which have 
been pinned, however expert the operation. We have, 

therefore, to X ray these cases at intervals month after 
month to ascertain whether the head is alive ordead. If 
-relative hypercalcification appears we know that it is 
dead and see danger in the offing. This danger begins 
with the softening of the bone close to the fracture line 
and spreads until, months later, the cortex can be crushed. 
The patient is now put into a weight-bearing calliper and 
warned to avoid any wrench of the hip, such as the 
sudden lifting of his calliper-laden limb on to a sofa by 
muscular effort. It may be necessary to explain to the 
bewildered victim why he finds himself at so late a 
period hedged round with new warnings and condemned 
to a calliper for a very long time. For there are five 


stages through which a dead head must be guarded on 


its way back to life and strength: invasion by vascular 


On the other hand Kemp, oure 


hospital. 


One would insert a pin if signs of 


granulations; colonisation; absorption of the old 
trabecule; which were built to carry the weight of the 
body ; replacement of strong bone by primitive spongy 
bone with spicules that are feeble but cell-controlled 


-and therefore responsive; finally retrabeculation, a 


response to re-education by graduated function. Dangers 


-beset the head at every stage, concerning first its union 


and then the integration of its structure. Invasion and 
recolonisation require good reduction and perfect 
immobilisation so that the granulations may pass directly 


and continuously from the living to the dead bone: 


granulations cannot: cross a gap if the dead surface is 
washed by synovial fluid, for they have no amphibious 


„equipment. Then come the stages of special delicacy 


and danger when the strong old bone is being replaced 


by soft new bone which is for a time quite unfit to carry 


much strain, far less the weight of the body. This 
period begins some months after the fracture, and lasts 
for at least another 18 months. It is as if the dead head 
had to be melted down and recast, but the living process 
is very, very slow—Phemister rightly named it creeping 
substitution.” 1 ao E 

With such gradual biological processes as I have beer 
describing, and which are necessary to the healing of 
other injuries, the orthopedic surgeon is at home; for 


if he is worth his salt he has learnt a due regard for the 
He knows the 


living reactions of the connective tissues. 
conditions they like, the time they need for their various 
activities, and how their help can be encouraged and 
directed : he has followed Sir Arthur Keith’s advice in 
cultivating a close acquaintance with the behaviour 


of osteoblasts.” 


THE HOSPITAL AND THE PATIENT 


A gentle kindness is the natural response of nurse and 
surgeon to a patient in distress ; it is easy when all he 
needs is to be tucked up snug and warm in bed and put 
to sleep, but difficult when treatment demands the un- 
welcome contact of splint or plaster. The mercy of an 
orthopedic hospital must be very practical, like that of 
the Good Samaritan. But it, will only be effective if 
it is based on skill hardly won and generously given by 
men and women who have taken pains to acquire an 
intimate knowledge of their work, and are unsparing 
of time and trouble, day after day, to ensure the exact 
adjustment of the splintage and the comfort and well- 
being of the injured part. Loving-kindness put into the 
effective care of little things graces the work of such a 
Then rest comes gently to a broken body and 
reassurance to a shaken mind. 


NAPT ScHouarsuies IN Socran WorK.—Fhe National 


‘Association for the Prevention of Tuberculosis is offering 


two scholarships of £25 each to help suitably qualified 
women to obtain experience in the social side of tuber- 
culosis work. Candidates will be selected by the asso- 
ciation with the advice of the institute of Hospital 
Almoners, and qualified almoners and students in their last 
year of training with the institute should apply before 
Dec. 10 to Dr. Harley Williams, NAPT, Tavistock House 
North, London, W.C.1. | . 


-Furruer  Facmirms FOR TREATING THE INJURED 
WorkeEr.—Since 1941 a large proportion of workers have been 
eligible for treatment in hospitals or centres of the Emergency 


Hospital Scheme when they sustain fractures, whether in the 


course of theiremployment ornot. Since last April they have 
included manual workers in all factories, and those engaged in 
building, civil engineering, mining, agriculture, fishing, public 
utility undertaking, shipping and transport, together with 
whole-time Civil Defence workers. Circular 2876 of the Mini- 
stry of Health states that these workers will henceforth 


be eligible for the treatment not- only of fractures but 


also of (1) dislocations, sprains, displacement of semilunar 
cartilages, and other injuries requiring the specialised atten- 


tion of orthopedic surgeons (including those involving nerves _ , 


or tendons or severe injury to soft parts); (2) injuries to the 
head (and their sequels) ordinarily treated at head centres in 


the Emergency Hospital Scheme; and (3) burns severe enough 
The extended service is not 


to require inpatient treatment. 
intended to apply to minor injuries which da not need the 
advice of a specialist. | 

A revised list of orthopsdic centres, fracture departments 
and fracture clinics has been issued. | 
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EFFECT OF ALTITUDE ON CASES OF 
PNEUMOTHORAX 
GEOFFREY S. TODD, MB, CH M SYDNEY, FBCP 
MEDICAL SUPT., KING EDWARD VIL SANATORIUM, MIDHURST 
With Comments on the Electrocardiograms by 
D. M. ANDERSON, MD EDIN, MROPE 
WING-COMMANDER RAFVR 


‘For some time before the war air transport was being 
increasingly used in civil life ; and since the outbreak it has 
proved valuable for the transport of wounded to the base. 


Some of these have chest wounds associated with pneumo- . 


thorax or hæmopneumothorax; and, wounded apart, 
there are a few pilots in the RAF, thoroughly trained 
and valuable to the country, in whom artificial pneumo- 
thorax has been induced as a treatment for pulmonary 
tuberculosis. It therefore seemed useful to study the 
effects of altitude on pneumothorax so as to decide: 
(1) the optimpm height for the transport of wounded 
with this condition, and (2) the height at which a pilot 
with an artificial pneumothorax can safely undertake 
flying duties. 

Air transport is comfortable, and air-ambulances are 
now in use in all the belligerent countries., In order to 


find both the optimum flying height for chest cases and 


the necessary adjustments to be made before or during 
the flight a series of experiments were carried out in the 
low-pressure chamber on the reactions of cases with 
pneumothorax to varying altitudes. | 

Boyle’s law states that if the temperature remains 
constant the volume occupied by a given quantity of 
gas varies inversely as the absolute pressure exerted on it; 
or conversely, if the gas cannot expand, the differences 
of pressure correspondingly increase. In applying this 
law to the experiments which follow I have had to allow 
for the mobility of the mediastinum, the presence or 
absence of pleural adhesions, or the presence or absence 


of adherent lobes of the lung. 


It was well known in the old days that a patient wtth 
an artificial pneumothorax ascending to the- Swiss 
sanatoria, situated between 4000 and 6000 feet, became 


dyspnoic and often needed some air taken off on his 


arrival; and the converse held when he descended at 
the end of his sanatorium treatment. I thought it would 
be a good thing to study, by screening and films, the 
effects on various types of pneumothoraces. 


MATERIAL AND METHOD é i 


A group of 4 cases were selected, 2 right-sided and 2 left- 
sided pneumothoraces. Case l, right-sided, was æ complete 
pneumothorax with a mobile mediastinum; case 2 had a 
partially fixed mediastinum with a large apical adhesion ; 
and of the left-sided cases, case 3 had a mobile mediastinum 
with an apical adhesion, and case 4 a completely adherent left 
upper lobe with the mediastinum fixed in its upper part and 
mobile in its lower third. In both left-sided cases a trace of 
fluid was present at the base. I chose the same type of case 
on the two sides in order to see whether vascular changes 
would be greater on the left than on the right owing to the 
increased pressuré on the heart and great vessels. 

Experiments in the pressure chamber were conducted under 
the following heads: * 


1. Clinical changes. 

2. Radiological changes. 

3. Electrocardiographic records. 

4. Changes in vital capacity. 

5. In the first 2 cases, analysis of the alveolar air at 
various heights. 


EXPERIMENTS 


The first experiment on the right-sided pneumo- 
thoraces was carricd out on May 14, 1942. For con- 
venience I shall write of the changes of pressure as if they 
were changes of height. Each patient was taken in 
separately: at the start, while at ground level, the 
electrocardiographic apparatus was attached, the patient 


vas seated comfortably on a stool, the X-ray equipment 


was placed in position and the vital capacity mac 

was to hand. It was decided in the first cases to climb 
500 feet a minute and to take tests of the vital capacity, 
the electrocardiogram and the alveolar air, together 


ld 


‘considerably. 


the various tests carried out at the various heights. 


was decided to end the ascent at this level. 


with an X-ray screening and photograph, at 2000, 
4000, 6000 and 8000 feet and then every 1000 until the 
maximum height to which we thought it safe to take each 
patient had been reached. 2% 

Table 1 shows the height, the vital capacity and the 
alveolar partial pressure of cases 1 and 2 (case 1 with a 
mobile mediastinum and case 2 with a fixed mediastinum), 
and fig. 1 compares the alveolar pressure of the two cases 
with that of a normal subject. 

At the various heights mentioned, both on ascending 
and descending, the patient was screened in expiration 
and inspiration at 2000, 4000, 6000, 8000 and 9000 feet 
and was X-rayed in deep inspiration at the same heights. 


Clinically, case 1 showed no ill effects until a height of 8000 
feet, when he complained of a tight feeling in the chest and a 
pull on his right apex on breathing. At 9000 feet his pain 
became acute and thus it was decided to cease the ascent. 
The screen examination of this case in expiration at 9000 feet 
showed a great pull of the mediastinum to the left with con- 
gestion of the whole of the left lung. 

Case 2, with the fixed mediastinum, behaved clinically in a 
different manner. His symptoms began at 6000 feet when he 
commenced to feel slight dyspnœa and some pain over the 
right border of the 12 5 
sternum at the level 
of the second rib 
anteriorly. At 8000 
feet the apoca 
was worse and the 
pain more acute. 
Tho great veins in 
the neck began to be 
noticeable. At 9000 
feet the pam had 
increased and the 
congestion of the 
great veins was con- 
siderable. The 
pulse-rate as shown 
by the electrocardio- 
gram had increased 
The 9 
ascent in this case 
was terminated at 
this level. | | i 

The screen findings at ground level and at 6000 and 
9000 feet in both inspiration and expiration, of cases 1 


ALVEOLAR PARTIAL PRESSURE (mmHg) 


2000 4000 6000 8000 10,000 
HEIGHT IN FEET | 


Fig. !—Anoxla curves In cases | and 2 compared 
with those of a normal subject at various heights. ' 


and 2 are shown in fig. 2, and the radiograms of case 1, 


taken in full inspiration at the various heights, in fig. 3. 
The radiograms of case 2 are shown at ground level, 
6000, 8000 and 9000 feet (fig. 4). . 
Screen examination (fig. 2) proved, in this experiment, 
more significant than the film. It showed not only the 
striking difference in the amount of collapse between 
inspiration and expiration, but in case 2 displayed to 
better advantage than the radiogram the large hernia 
of the anterior mediastinum which developed, especially 
8 the higher altitudes for example, at 8000 and 9000 
eet. l 


With cases 3 and 4, the left-sided pneumothoraces, it was 
'decided to ascend at a slightly faster rate in order to ascertain 
whether rate of climb made any appreciable difference. It 
was also decided in this experiment, which took place on 
Aug. 27, 1942, to take the pressures of the pnoumothoraces at 
ground level and at the peak of the ascent, the manometer 
having previously been adjusted to give comparable pressures 
at this height and at ground level. | 

It was decided on this day to take up a 5th case, that of a 
spontaneous pneumothorax who still had a small broncho- 
pleural fistula present—proved by a previous analysis of the 
air in his pneumothorax. Table m shows the time taken ae 

Ə 
results of screening afe not shown, as they agree with the 
radiograms taken in both expiration and inspiration. Radio- 
grams at ground level, 6000 feet and the peak of the ascent, 
both in inspiration and expiration are shown in fig. 5. | 
case 5 the radiogram at ground level and 6000 feet, during 
inspiration and expiration, are shown in fig. 6; the screening 
did not differ from these findings. It will be noted that 
despite the presence of the small bronchial fistula in case 5 
the underlying lung collapsed as the ascent proceeded and at 
6000 feet the patient felt pain and was slightly dyspneic. It 


— 


/ 
7 


Fig. 2—Results of screening (cases | and 2) : (o) inspiration; (b) ex gation, 
5000 t. 


Case |: First pair, ground level’; 2nd pair, 6000 ft. ; 3rd pair, 


Electrocardiographic Tracings of the Cases 
> °.  (WING-COMMANDER ANDERSON) | 
Case 1.—No significant change apart from minimal right 
axis shift. There was increased amplitude of the P waves, 
due to the increased rate. a #2 ' 
DOask 2.—No significant change. 
\10°, increase in rate with prominence of P and inversion of 
T3, all attributable to slight torsion of the heart produced by 
the mechanical effect of increased tension in the left chest in a 
person with a fixed mediastinum. -` . a 
‘Case 3.—No significant change apart from increased 


1 


. prominence of inverted’ T waves at altitudes of 7500 feet. 
. .°. 7 :Case.4.—No significant change, but it is noteworthy that 


the. configuration of the chest lead was absolutely constant 
and unchanged throughout, although the underlying heart 


moved a distance of about 2 in. from left to right, the lead 


TABLE I—-EFFECT OF ALTITUDE ON PNEUMOTHORAX CASES 


t 


a | ae [ Vital Alveolar 
Case Height capacity partial pressure 
(ft.) | , 
se (c. om.) mm. Hg 
. N ms i CO, O, 
1. Ri-sided ; mobile Ground 2550 | 369 94-0. . 
eo 2000 2525 a 
Ascent |-4000 2350 ja 
1975 ft. + 6000 2200 | 332 712 
n = -| minute | 8000 2050 | 38-2 59-8 
9000 1600 | 29-8 60-7° 
- Selon ce 2250 e 
Descent 
4000 2350 oe 
2. R.-sided; apical Ground 2925 | 35-6 106 
adhesions, partly 
fixed mediastinum ( 2000 3000 
Ascent 4000 2800 . , os 
i ft. J 6000 | 2550 | 34-6 74˙7 
minute | 8000 2500 31.7 71-1 
9000 | ND 34-0 68-7 
f 6000 2500 |.. Laa 
Descent“ N 4 i 
fado 2750 
ND = Not done owing to condition of patient, * Doubtful. 
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Case 2 :. 4th palr, ground level- (anterior ‘mediastinal -hernia) ; 5th pair, 
6000 ft.; 6th pair, 9000 ft. (anterior mediastinal hernia much longer). 


TABLE II—EFFEOT OF ‘ALTITUDE ON--PNEUMOTHORAX CASES 


3, 4 AND 5 | 
| a ees gig ee T 
p Height ~ ~œ | ascent. up AO ae eee 
Case E .. an Effect 
<2 (£t: ) a descent n 


+ 


3: L.-sided; mobile | 
. mediastinum ; |- 
trace of fluid 


Zero C Pressure: 0.—5. gs 


~ 


8-11 Pulse 78. Begin- 
2 ees ning to feel a pull. 
00. | 15-29. Pulse 78. Resp. 20. 
= h Pull still present. 
f a RE Sl. short breath. 
S ae Pressure: 0, +8. 
v 165 , 30 i * h = 
32-41 
42-52 | Pulse 80. Some pain 
qe, in chest. Feeling 
os i ai tight. Pressure: 
` 6000 56-59 Pain easier. - 
400 62 | Slight pain only. 
~ | > Ground 67 „„ 

4, L.-sided; adher- Ground Zero Pressure: —i, +2. 
ent apex, partly a Aes a ee 8 
fixed mediasti- N 8 e 
num; trace of 4000 7-11 Sam, 
fluid 33 „ ee 

Ascent 6000 14-19 | Se Lo 
7000 21-23 aS 
8000 26-32 | Feels lump in throat 
z as at refills. Pres- 
f sure: +10, 415. 
Tight at base, 
46000 5844. 1 
Descont ~ veal 
183000 399 
Ground 43 E G 

5. R.-spontaneoys| ` Ground Zero ` Mi ae 
pneumothorax | ~- GPE i E e 
with broncho- Ascent 3000 3-6 e 
pleural ‘fistula = (6000 | 11-16; © ae 

Descent ground; 26. 
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level in the remaining case. 
case 4—neither the clinical find- 


of the electrocardiogram provided 


E to draw conclusions- about the one 


. 


oe level, with a tendency to 


myocardial disease. : 


4000 ft. 


2000 fe. i 
pa Fig. 3—Radiograms of Case 


: Ground level 


Ground level 6000 ft. 8000 ft: 


originally lying approximately over the left side of the right 
ventricle at ground level and about 4 in. beyond apex at 


7500 feet. . 

Though there was appreciable mediastinal movement 
with, increased altitude demonstrable by X rays, the 
change in the electrical axis was, negligible in, all cases, 


the greatest shift being noted in the case where the 
mediastinum was 
rather than lateral movement, is responsible for change 
of electric axis. The fact that, in 3 of the cases, the T 


fixed. This suggests that torsion, 


waves Were almost isO-electrie ato 


come either biphasic or inverted 
at altitude, ‘might explain the T 
wave inversion in all leads at ground 
In this 


ings, the X-ray configuration of the 
heart nor the remaining complexes 


evidence to suggest the pie ons of 


Discussion 


inspiration 
From this experiment it is possible 


- Inspiration ‘Expiration 


Ground level 


Inspiration | 


. — 5 


: ‘Expiration S 
- Ground level 
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„ Fig. 4—Radiograms of Case 2 on full inspiration at various heights. x. 


— 


ooo t.. 9000 fr. 000 e. Cees 
l taken at full Inspiration at various helghes. Doe a „ 


mum “heights, to which a. patient 
with pneumothorax cąn fly, the 
necessary precautions to be taken 
in transporting. 5 and the 
instructions to be given to a pilot 
flying with an artificial pneumo- 
thorax. ` 
It is dangerous to` fly. cases of 
_ tension-pneumothorax at any height 
until a needle has been put in 
tion in the chest wall to allow the 
air under pressure to escape; and 
it is essential to leave this needle in 
position during the whole of the 
flight. It is a well-known rule that 


9000 ft. 


cases of open, sucking pneumothorax, due to wounds, 


should have the wound closed at the earliest possible 
moment. In these cases, when it is necessary to fly to 


the base for further treatment, this presents difficulties. | 


No-one doubts the necessity for making an open pneumo- 


_ thorax-a closed one as soon as possible, but if a flight is 


to be undertaken after this and the height of the ee 


Ground level | 
Fig. 6—Radlograms of Case 5 on Inspiration ad a at ground level and at 6000 fe. 


6000 ft; We z 
Fig. 5—Radlograms of Cue 3 (above) and Case 4 (below) on inspiration and expiration at various heights. 


ft. ee 32500 fl. 


is over 5000 to 6000 feet, it will either be 5 
place an intercostal tube in position before the flight 
starts, or, if this i is not possible, £ a doctor must accompany: 


inspiration > Expiration Ma 


Expiration 
2 E ) ft. - 


| Expiration 


: Explration = Inspiration | i ‘: Expiration 
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the case and be ready, should the dyspnoea or pressure 
in the chest become acute, to allow some of the air to 
escape through a needle. If the open pneumothorax 
wound is such a size as to necessitate covering only with 
& sterile vaseline-gauze dressing, this can be lifted 
momentarily at height to allow the excess air to escape, 
being placed back in ‘position as soon as the patient is 
comfortable. j 

Lovelace and Hinshaw? recommend that patients with 
a tension pneumothorax should never fly in an ambulance 
above 3000 feet unless the proper equipment to aspirate 
air from the pleural cavity is present. 
pointed out by Lovelace? that some patients do not stand 
aerial transport well if heights in the neighbourhood of 
10,000 feet are necessary. Pneumothorax cases may 
have their pressure jncreased so much that disastrous 
effects on, the collapsed lung and mediastinum may 
ensue, and he states that in countries such as the British 
Isles the disadvantages of aerial transport may outweigh 
the advantages in cases such as this. 


CONCLUSIONS i 


If possible, no patient with a wound of the chest, 
causing pneumothorax should go above 4000 feet if 
transported by air to the base. If it is necessary to go 
to greater heights the pressure should be adjusted by 
removing as much air as possible before the start of the 
journey. aa 1 

In cases of tension-pneumothorax due to escape of 
air through a lacerated lung it will be necessary to place 
a needle or an intercostal catheter in position, in order to 
control the pressures during the flight. Pilots, or 
passenger personnel, with an artificial pneumothorax, 
should not fiy by aeroplane at the most above 6000 feet 
for any length of time and should on no account, even 
for a few minutes, go above 8000 feet. 

Those with a mobile mediastinum appear to stand 
altitude better than those with adhesions or a fixed 
mediastinum, in whom there is always danger of rupture 
of an adhesion. ss 

By disregarding the underlying lesion in the lung in 
a case of artificial pneumothorax and removing most of 
the air before the ascent it is possible to allow the patient 
to fly higher; but this is to be deprecated, since expansion 
of a lung collapsed by artificial pneumothorax is likely to 
exacerbate the underlying disease. If a case of artificial 
pneumothorax must undertake a flight up to 8000 or 
10,000 feet, he should go just before.a refill is due, and not 
immediately after one, 


SUMMARY 


Experiments were .carried out in the low-pressure . 
chamber to ascertain the effect of height on various 
types of pneumothorax. _ 

Two right-sided cases, one with mobile (case 1) and the 
other with partially fixed mediastinum (case 2) and two 
left-sided cases, one mobile (case 3) and one partially 
fixed (case 4), and one right-sided case with broncho- 
pleural fistula (case 5) were taken as subjects. . 

Screening in inspiration and expiration was carried out 
at various altitudes, and radiograms in inspiration in 
cases 1 and 2 and inspiration and expiration in cases 3, 
4 and 5 were taken. Readings of vital capacity and 
analyses of samples of alveolar air were done in case 1 
and 2 at the various heights. Electrocardiograms were 
taken in 4 of the cases at various heights. 

The conclusions drawn are stated above. 

I wish especially to thank Prof. B. H. C. Matthews, FRS, 
D so, and Air-Commodore A. F. Rook, OBE, RAF, consultant 
in medicine, for their great help and coöperation., My 
thanks are also due to the medical personnel of the Royal Air 
Force for their valuable help in making these experiments 
possible and to Dr. G. M. Little for taking the pressures in 
the chamber. | f 


1. Lovelace, W. R. and Hinshaw, H. O. War Med. 1942, 2, 580. 
2, Lovelace, W. R. Proc. Mayo Clin. 1941, 16, 221, abstracted in 
Bull. War Med. 1942, 2, 238. 
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The library of the Royal College of Surgeons in Lincoln's 
Inn Fields has benefited by the gift from the Rockefeller 
Foundation of a miero- film reader, which will facilitate access 
to original work done abroad and at present difficult to come 
by in this country. . 1 
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DELAYED TUBERCULIN REACTION 


Marc DANIELS, MD PARIS, DPH 
PROPHIT SCHOLAR OF THE ROYAL COLLEGE OF -PHYSICIANS 


In tuberculosis surveys which include tuberculin tests 
as part’ of the routine examination, it is common to 
retest regularly at least all those persons who fail to 
react to tuberculin. Where a positive reaction is 
recorded at subsequent tests, one can assume that 
tuberculous infection has taken place between the date 
of the last negative test and that of the first positive. 
This interval is usually 6 or 12 months or more, and the 
presumed date of infection can then only be a rough 
approximation. Thus tuberculous infection is rarely 
diagnosed by tuberculin tests at the time of occurrence. 
In view of this, the following observations made in the 
course of the Prophit tuberculosis súrvey appear to be of 


particular interest, 


A number of persons who failed to react to either of 
the initial injections of tuberculin (0-1 c. em. of OT 
1/10, 000 and 1/100) have, several weeks after the initial 
test, had a reaction at the site of the last tuberculin 
injection (1/100). The reaction is of the same character 
as that of the reaction normally visible in positive re- 
actors 48-72 hours after the tuberculin injection. More- 
over, it leaves a mark which may persist for several 
months, in the same way as a strong Mantoux reaction. 

The reaction is not of the same type as the “ torpid ” 
reaction described by Pirquet (1909). The torpid 
reaction appears a few days later than the reaction 
normally observed, and -was believed by Pirquet to 


indicate the existence of an old tuberculous lesion in 


the process of healing. Reactions of this 
been seen in the survey. - 
Many of the delayed reactions pass unnoticed. During 
the past year, since this possibility was kept in mind, 
characteristic marks have been observed at the site of 
previous injections of OT 1/100 in people presenting 
themselves for retest 6 months or more after previous 
negative test; 5 of these, on being questioned, stated 
that they had noticed the reaction, and were able to give 
an approximate date of first appearance. The others 
had not noticed it. As routine procedure, therefore, all 
persons not reacting to tuberculin are now told of this 
possibility of delayed reaction, and are asked to report 
immediately they note, any such reaction. One such 
case has been reported. ` 


CASE-HISTORIES 


In 14 cases the last Mantoux test before the delayed 
reaction was negative, and the test following the reaction 
was positive. - or go a . i 

. I—-REPORTED AT THE TIME OF REACTION 

Case 1.—On Sept. 2, 1942, and Feb. 22, 1943, negative to 
OT 1/100. On April 1, 1943, 5 weeks after the last test, 
reaction at site of last injection: 10 mm. œdema, 20 mm. 
erythema. No symptoms. Temperature normal. X-ray 
examination: nothing abnormal. Blood sedimentation 
rate (BSR) 19. On April 15, Mantoux test: 2-plus to 
1/10,000. BSR 23. Temperature normal. Warded with 
arthralgia of right knee. Inflammatory reaction round old 
scar of knee, and pain and swelling of joint. On May 11 
knee normal; temperature normal. X rays showed nothing 
abnormal. BSR 34. ‘Refused further Mantoux test. 


II—REACTION NOTED AT THE TIME BUT REPORTED LATER 

| (Cases :2—7) 

Cask 2.—On Nov. 24, 1936, and Dec. 7, 1937, negative to 
OT 1/100. January, 1938, about 4 weeks after last test, 
œdema and erythema at site of last injection. Had a cold 
at the same time, with substernal pain. X rays showed 
round shadow in the right infraclavicular region. On June 2, 
1938, Mantoux test: 2-plus 1/10,000. In January, 1939, 
suspicious shadow, left infraclavicular region. In May,.1939, 
both shadows much smaller. : 


CasE 3.—On Aug. 10, 1942, negative to OT 1/100. On 
Oct. 15, headache; feverish fora week. Temperature 102° F, 
for 2 days. On Nov. 15, 3 months after last test, edema and 
erythema at site of last injection. Reaction lasted 7 days. 
On Feb. 20, 1943, the mark of the reactidn still visible, and 
the subject gave the history on being asked about it. Mantoux 
test: one - plus 1/1,000,000. X rays showed round focus, 
right mid - zone. n f $ 


type also have 


` — 
* 
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CasE 6.—On Aug. 10, 1942, negative to OT 1/100. In 
May, 1943, oedema and erythema at the site of last injection. 
On June 5 X rays showed enlarged root glands. On June 28 
the mark of the May reaction was still visible. Mantoux 
one-plus 1/10,000. Patient complaining of cough. On July 16 
X rays showed that the hilar glands were larger; there was 
a lesion at the left apex. 


II—REACTION NOT NOTED AT THE TIME (cases 8-14) 


Here, in people presenting themselves for retest, a charac- 
teristic mark was noted at the site of previous injection, the 
initial result of which had been negative. The reaction 


had passed unnoticed. - 
The main features of these cases are shown in the table. 
Interval 
between 
last neg. l Symptoms be- 
Case | First positive fore or at | X-ray find- 
De- reaction: dilution) time of de- ings * 
First layed reaction 
layed posi- | 
reac- i 
tion tive 
wk. | wk. 
1 5 32 + + 10,000 Nil Nil 
2 | 4 26 + + 10,000 Coryza, Round 
- substeroel focus (6) 
: p 
3 13 28 + 1,000,000 Pyrexia ee 
4 16 28 + 10,000 “ Gastric ’flu ” Nil 
6 | 2 |28| ++ 10,000 Jaundice Nil 
39 43 + 10,000 Cough Enlarged hilar 
(about) e glands ; focus 
lt. apex (46) 
43 57 + 100,000 Nil Nil 
(about) 
7 39 + 100,000 Cough, spu- Diffuse 
» pyrexia shadow rt. 
base (19) 
9 1 26 + 100,000 Nil Nil 
10 ? 28 + 1,000,000 Nil Nil 
11 ? 30 + + + 100 Nil Nil 
12 ¢ 24 +41,000,000 | Laryngitis, Nil 
pyrexia 
13 ? 47 ++ + 100,000 Cough Nil 
14 | + 26 47 7 100,000 Nil NI 


E The figures in parentheses show time, in weeks, since last 
negative test. 


In one case observed a delayed reaction occurred in a 
person originally reacting only to OT 1/100. 

CASE 15.—On Sept. 4, 1942, positive to OT 1/100 (i. e., 
negative to 1/10, 000). In January, 1943, contact with tuber- 
culous patients. A week later, erythema and cedema at 


site of last tuberculin injection. Feb. 22, 1943, Mantoux - 


2-plus 1/10,000. 

All the above cases except one were nurses; case 2 
was & medical student. Opportunities for observing 
this phenomenon have been greatest in the group of 
nurses, which is however only one of 5 groups included 
in the survey. Entrants to the survey have a tuber- 
culin test and a chest radiogram once a year for 5 years ; 
where the initial reaction is negative, the test is repeated 
6-monthly till positive. l 

DISCUSSION 

Delayed reaction after negative test (cases 1-14).— 

In all cases but one the test after the delayed re- 


action ”? was positive to small doses of tuberculin (0:1 
c.cm. of 1/10,000 or less). In 3 cases a primary focus 


was observed shortly after the delayed reaction, and in 


one case a diffuse shadow which may correspond to 
perifocal infiltration. Out of 7 subjects who observed 
the delayed reaction, 5 had other symptoms. In case 3, 


- four weeks before the reaction, there were symptoms 


which may have corresponded to the primary infection. 
If this is so, the case is particularly interesting, showing 


the time lag between the infection and the development: 


of allergy. oo 

It is assumed that the delayed reaction observed in the 
cases reported occurs shortly after an infection, and the 
reaction to tuberculin still present in the skin occurs at 


the time tuberculo-sensitivity reaches a definite level. 
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If this occurs often we have a number of possibilities of 
investigation into the circumstances of primary infection 
and the reactions of the individual at the time. Primary 
infection is usually not accompanied by symptoms of any. 
note, and is therefore rarely detected at the time. The 
delayed reaction described marks ‘the date of infection, 
or at least of development of sensitivity following 
infection. ; 

A question arises here: can one say that in these cases 
tuberculin was retained in the tissues in the absence of 
previous infection ? Or had the infection occurred before 
the last tuberculin injection, and had allergy developed 
to a degree high enough for the antigen-fraction of the 
tuberculin to be fixed intracellularly, but not yet high 
enough to produce the typical reaction? In the second. 
eventuality, the skin reaction would develop later when 
tuberculo-sensitivity had reached a high enough level. 
In cases 3, 4, 6 and 7, however, this appears improbable 
since in these cases the interval between the last negative 
test and the delayed reaction is between 3 and 10 months. 
That a substance like tuberculin can be retained in the 
skin for a long time is borne out by an observation by 
Prof. G. S. Wilson (1943): 


A person who failed to react to an intradermal brucellin 
test, and who contracted undulant fever 2 years later, de- 
veloped, at the time of the illness, a reaction at the site of the 
previous brucellin test. e — 


Considering the number of tuberculin surveys carried 
out in America and Scandinavia, it is curious that cases 
of delayed reaction have been recorded so rarely. The 
only published cases found were as follows : 


Tanne (1939) wrote: A student nurse had no reaction to 
three dilutions of OT until 6 weeks after the tests were done, 
when definite one - and two-plus reactions showed at the sites 
of injection. Evidently infection had occurred in the mean- 
time and caused a reaction to unabsorbed tuberculin., A 
subsequent tuberculin test substantiated the fact that infec- 
tion had occurred. . This bizarre reaction was discussed 
with Doctor Long and most of the pathologists present, 
without securing an answer.” 

Malmros and Hedvall (1938) mention one case in which a 
reaction was observed two weeks after a negative test, and 
another case one week delayed. The latter may have been a 
torpid reaction. Hart, Hilton and Morland (1940) have . 
reported a case which was the first one observed in the Prophit 


survey, and is reported above (case 2). 


Any reason advanced for the relative frequency of the 
observations in the Prophit survey compared with other 
surveys must be purely speculative. First, it will be 
noted that all except case 2 were seen in 1942 or 1943— 
that is, since a point has been made of looking out for 
such cases. During the preceding 7 years of the survey, 
in the absence of special observation, only 1 case had 
been noted. It is possible then that in other surveys 
such cases do occur but pass unobserved. Another 
possibility is that certain tuberculins may be more 
slowly absorbed than others, and that the tuberculin 
used in the.survey is of such a character.! If this is true 
a wide field of investigation is possible along the lines of 
preparing a tuberculin which after intradermal injection 
will remain in situ for a long time, and serve in initial 
negative reactors as an indicator of subsequent infection. 

Wassen (1936, 1938) has recorded experimental work 
along these lines. A mixture of tuberculin and liquid 
paraffin was injected into the skin of two previously 
tuberculin-negative subjects. One subject had a re- 
action at the site of injection 24 months later ; a Mantoux 
test then was strongly positive, and the chest X-ray film 
showed a large shadow in the left hilum. Another 
subject reacted at the site of injection 6 months later, 
and the reaction slowly increased in size during the 
following year. 

Delayed reaction after positive test (case 15).—The facts 
here are not in contradiction to what is known of tuber- 
culo-allergy. It is known that in the presence of massive 
or repeated contact tuberculin sensitivity can rise from 
a low degrée to a very high one. It has also been shown 
experimentally that in previously infected animals 
(Willis 1928) and persons (Saenz and Canetti 1939) whose 
sensitivity has been reduced to zero or a very low degree, 
1. The sample of tuberculin used was prepared on synthetic medium 


(Douglas and Hartley) and its potency was equal to inter- 
. national standard. It contains approximátely 50% of glycerol, 


s 
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- sensitivity rises. after superinfection much more rapidly | 


than after their primary infection. It is therefore not 
surprising that in case 15 the reaction appeared as early 
as à week after fresh contact... 7 _ 
Observations of analogous character were made in early 
experimental work of Klingmüller and Slatinéano quoted 
by Bordet (1919). When, some time after a previous 
tuberculin test, tuberculin is introduced into the circu- 
lation, the site of local cutaneous or conjunctival reaction 
frequently shows a new inflammatory process. The 
* flare-up ” (“ anflaxoamung ’’) may also be produced by 
intracutaneous injection of tuberculin in- the vicinity 
of the site of a previous tuberculin test. A similar 
phenomenon is the flare-up at the site of previous 
tuberculin tests in the course of tuberculin treatment. 
SUMMARY * sow 


Delayed tuberculin reactions in 15 cases are reported. 
In 14 of these, the reaction developed between 2 weeks 
and 10 months after previous negative test. 2 
_- The date of the infection responsible for the reaction 
may have been previous to the date of the last negative 
test; but it is more probable that in many of the cases 
infection had occurred since the last negative test and 
caused a reaction to tuberculin persisting in the skin. 

If the second interpretation is correct, the reaction 
serves as a valuable indicator of primary infection.” 


I am indebted to. the Prophit Committee of the Royal 


College of Physicians for permission to publish this paper, and 
am particularly grateful to Prof. G. S. Wilson, Dr. P. D’Aroy 
_ Hart, and Mr. Percival Hartley, D sc, FRS, for helpful advice 
and criticism. — | eo 
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EFFECTS OF ACCIDENTAL EXPOSURE TO 
| MUSTARD-GAS VAPOUR ` 


jis R. S. AITKEN, MDNZ; FROP , 
REGIUS PROFESSOR OF MEDIOINE IN THE UNIVERSITY OF 
"ABERDEEN ; PHYSICIAN, ABERDEEN ROYAL INFIRMARY . 


As à result of an accident a number of soldiers were 
tecently exposed to an unknown dose of mustard-gas 
vapour in their sleeping-quarters. Exposure was for a 
inuous from about 6 PM. In addition three men were 
exposed for a time in the forenoon. One of these, at 


- 1 PM, complained of stinging eyes, a blocked discharging . 


nose, and temporal headache, which prevented him from 
going to sleep.. Three others noticed smarting eyes, 
dryness of the throat, or slight cough about 9 pm. Most 
of the rest went to sleep. Be e `, 

Between 11 PM and midnight—that is after 5-6 hours’ 
continuous exposure—many men. wakened with symp- 
toms; gas was suspected, and all were ordered down- 
stairs. They complained of painful watering eyes, with 
photophobia and dimness of vision; some could not 
open their eyes. They had moderate to severe head- 
aches, mostly frontal, which lasted ‘several hours or 
longer. They vomited, often repeatedly for an hour or 
two, and they were dizzy. Their throats felt dry, or in- 


`. @ few cases slightly sore, and some of them felt con- 


striction in their chests; they coughed, but only to a 
slight extent. | 

The men were given temporary accommodation for 
the night. In tbe early morning castor oil drops were 
placed in their eyes. Later they were stripped, washed; 
and transported to hospitals. The observations here 
reported concern 12 of them admitted to one hospital, 


Anotber 13 milder. oases were treated at another hospital. 


SIGNS, SYMPTOMS AND CLINICAL COURSE 6 

On adinission about midday the men were tired and 
apathetic but not shocked. Their pulses were rather 
full and bounding, and their systolic blood-pressures 
slightly raised (116-142 mm. Hg), for the first day or two. 


‘S 
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scanty mucoid or mucopurulent sputum. 


260, 6 0 9 
Hedvall, E. (1938) Die Entstehung and Entwick- 


photophobia and dimness. of vision. 


riod of half an hour or less about midday, and con- 


Fever developed in~half. of them, with temperatures of 
99°--100-6° F., not lasting longer than 3 days. ESE 


. Skin.—Bright red erythema was present on faces and 


necks, the parts unprotected by clothing, sleeping-bags, - 
or hair. In 3 cases it became more intense on the second 


day. However red, the skin was not itchy and not. 
tender to pressure. Only in 1. case did vesicles appear 
five tiny ones near one inner canthus. From the first 
or the second day the erythema quickly faded, disappéar-. 


ing in three to six days, leaving neither discoloration nor 


desquamation. 


In 3 men fresh areas of erythema appeared on the l 
fifth, sixth or.seventh days in other places—the hands, `- 
the forearms, the antecubital fossee, the axilla, or the 


back of the upper chest. These areas were only moder. 


ately red; they itched or burned slightly, and in two days 


turned brownish; then faded, with slight desquamation. 
Mouth, - throat, larynx, 
admission the men complained of-dryness of mouth and 


throat, and in every case the soft palate, fauces and 


tonsils were intensely red and slightly swollen.. These 
symptoms and signs subsided on the second and third 
days, but suddenly on the evening of the sixth day 
10 of the 12 men developed burning pain in their throats, 
and distinct hoarseness, amounting in 2 cases to aphonia. 


These. symptoms lasted, with diminishing intensity for, - 


three to five days. 1 f a 
At tbe same time there was a little accentuation of the 
cough which was present in all the men from the time of 


admission and lasted into the second week. This cough | 


was mostly nocturnal, and never severe, producing only 
Occasional 
rhonchi indicated minimal involvement of the bronchial 
tree in afew cases, byt no other pulmonary signs developed, 
and radiological examination of the lungs in 4 of the 


severer cases on the second and the fourth days showed 


no abnormality. : * BBs 

Eyes:—On admission discomfort in the eyes varied 
from smarting or aching to severe pain. The lids were 
cedematous and red, and in some cases the men were 


unable to open them, on account of swelling but not of- 


blepharospasm. Those who. could' open their eyes had 


The conjunctives 
were injected and the flow of tears profuse. 

On the second day discomfort and lid-swelling were less, 
but chemosis. was noted in 2 cases, one of which also 


showed triangular whitish conjunctival opacities on 
either side of each cornea. 


In 4 cases ‘there were milky 
transverse bands on the comes, visible to the naked 
eye, lying opposite the interpalpebral fissures ; most of 
the rest. showed faint corneal haziness. 
On the third day the characteristic opaque white 
triangles had appeared in the conjunctive of another 
case, but in general the signs in lids and conjunctive 
were subsiding, the corneæ remaining unchanged. This 
improvement continued, but was interrupted on the 
seventh day by a transient exacerbation of ocular dis- 


comfort (stinging, smarting, or watering) in 5 of the more 
In all but 2 cases the eyes had 


severely affected cases. 
returned to normal in 2 to 4 weeks. None developed 
purulent conjunctival discharge at any stage. | 


Examination of the cornea with a loupe (by Prof. 
W. J. B. Riddell) on the fifth day showed some super ' 
ficial corneal cedema in 9 cases, with slight staining by - 


fluorescein in 2. 

Treatment.—On admission 3 drops of 24% sulphaceta- 
mide (‘Albucid’) solution was placed in every con- 
junctival sac. This was repeated 2 and 4 hours later. 
It gave appreciable symptomatic relief. 
4 days 23% sulphacetamide ointment was applied 
between the lids twice daily and for 10 days the pupils 
were kept dilated with atropine. During the first 2 days 
swollen eyclids in close apposition were gently separated 
by a nurse every hour or two to facilitate the escape of 
tears. Sulphadiazine was given for 4 days to the cases. 


showing rises of temperature, and sedatives administered _ 


for nocturnal cough. | , o 
All of the men, with the possible exception of 2, could 
have been regarded under active service conditions as 
fit for duty by the tenth day. at ee 


| COMMENT AND SUMMARY _ | 
These cases .were examples of mustard-gas injury due 


to prolonged exposure (6 to 8 hours) to a low concentration 


trachea and bronchi.—On ` . 
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of the vapour. They conform in general to the standard 


descriptions and were of slight to moderate severity. 
ESE PR the clinical features, the following are worthy of 
note :— ; : 


1. Vomiting immediately and for some hours after 


exposure was repeated and severe, although cough was slight. 
It may be attributable to swallowed mustard vapour. 

2. In the milder cases the initial erythema of skin and 
fauces, the pain in the eyes, the eyelid swelling and the con- 
junctival injection were maximal within 24 hours of exposure 
and thereafter declined. In the severer cases the skin 
erythema and the conjunctival changes (including chemosis 
and opaque white triangles) increased to à maximum on the 
second or the third days, and then declined. 

3. Certain delayed effects appeared between the fifth and 
the seventh days—viz., erythema on areas of skin not pre- 
viously reddened, sore throat and hoarseness or aphonia, 
and accentuation of cough and of smarting or watering of 
the eyes. l 
4. No secondary infection developed in conjunctive or 
lungs. i s . 
, RETROGRADE AMNESIA 

SOME EXPERIMENTS l 
W. MAYER-GROSS, MD HEIDELBERG, LROPE | 

(Department of Clinical Research, Crichton Royal, Dumfries) 

TE duration of amnesia after head injury has acquired 
practical importance as an index of the severity of the 
cerebral trauma (Symonds 1928), but retrograde amnesia 
(i.e., loss of memory for events preceding the accident) 
also remains an important clinical signpost. To the 
physician who finds the patient conscious, it is the first 
indication that the brain has been organically affected. 
Theoretically, too, there is interest in the paradoxical 

isappearance of material perceived at a time when the 


patient’s faculties of observation and retention were still 


intact. It has long been known that retrograde amnesia 
follows not only trauma but many other forms of organic 
interference with cerebral function, such as suicidal 
attempts by hanging or gassing, and epileptic fits. 

The general use of epileptiform convulsions for 
therapeutic purposes in psychoses provides a welcome 
opportunity of studying the phenomenon, making it 
possible to observe the psychological after-effects of an 
artificially produced cerebral disturbance, repeated 
several times in the same subject, and therefore to 
approach experimentally a problem which cannot be 
studied in animals. 

Experiments of the kind to be described have been 
possible only since Meduna’s original method of inducing 
the fit with an analeptic drug has been replaced by 


applying a short electric stimulus (Cerletti and Bini 


1938). The preconvulsive period of anxiety and terror 


bas thus been abolished, and objection and resistance’ 


of the patient to the treatment have become rare. All 
he remembers is that he has been put to sleep. Imme- 
diately after the convulsion he is confused and clouded 
for about half an hour and sometimes restless. This 
stage is followed in most cases by a short deep sleep. 
The further sequels vary a great deal. Some patients 
remain slightly drowsy and tired for as long as half a 
day, some only complain of headache; others are 
apparently well and resume their usual activities. 
Similarly the post-convulsive amnesia varies considerably. 


METHOD AND SUBJECTS 


Among the psychotic patients treated some selection 
was necessary in order to avoid those whose underlying 
psychosis might have interfered with the results of the 
memory test. All patients with impaired memory 
retention due to the underlying illness or to previous 
convulsion treatment were excluded, and all those whose 
full coöperation was doubtful. Most of those selected 
were depressives at a stage of beginning recovery, the 
rest schizophrenics and paraphrenics without acute 
symptoms interfering with retention. 

Testing was restricted to the last minute before the 
electric current was applied. Four pictures of postcard 
size, coloured or black and white, easily recognisable and 
describable, were shown to the patient after all preparations 
for the treatment were completed, the patient lying on 
the couch with his headband fixed. Each picture was 
displayed for 15 seconds while the patient was told he 
should try to remember them. After 24 hours or less, 


but always in a condition of apparent recovery from the 
direct effects of the treatment, the subject was asked 
if he remembered any pictures and what they were. 
This test. of recall was followed by a recognition 
test: he was asked to select the pictures he recognised 
from a series of 8-12 pictures among which the original 
ones were mixed. r some preliminary trials this 
standard procedure was found preferable to the display 
of a variety of visual and auditory material as used by 
Flescher (1941); moreovér he extended the duration 


of testing to 5 minutes before the fit, which makes. his 


ae hardly comparable with those of the present 
study. l 
The simplicity of our test made remembering so easy 
that if an amnesia was found, its existence seemed 
beyond doubt ; and on the other hand the time allowed 
before the convulsion was so short that we could count 
on detecting even the briefest retrograde amnesia. 
On the whole the patients liked looking at the pleasing 
pictures which distracted their- attention from the 
ing atmosphere of medical appliances and sur- 
rounding nurses. | l 
? RESULTS 
Findings are based on 102 tests carried out in 46 
patients, Recall of all 4 pictures was found complete 
only in 4 experiments performed by 2 patients: All 
others had forgotten some or all pictures when asked to 
recall them. Recognition was complete in 29 out of 102 
tests which shows that retrograde amnesia is not a 
universal symptom after epileptiform convulsions. In 
a high proportion, however, some of the memorised 
material had been forgotten. If this indicates retrograde 


amnesia, more of the pictures shown first should be ` 


remembered than of those shown last. If the amnesia 
is patchy or uniform the first and the last shown pictures 
should be recalled or recognised in an equal number of 
experiments. 


TABLE I—ANALYSIS OF PICTURES RECALLED AND RECOGNISED 
IN 102 Tests or 46 PATIENTS 


Picture 
Numbers 
| 1 2 3 4 
Recalled 43 41 30 22 
Recognised . 73 74 66 57 


The figures of recollected pictures, as given in table 1, 
show a progressive decline. towards the last picture 
both for recall and recognition. The difference between 
the number of remembered first pictures and that of 
remembered last ones is 21 for recall; this is. four times 
the standard error of simple sampling which is 5. ‘The 
difference in recognition is 16—3:5 times the standard 
error (4:6). The differences are therefore statistically 
significant; the amnesia is of the retrograde type. ; 
may be added than when I asked the patients who 
recognised the whole series (29 experiments) to reproduce 
the order in which the pictures were given, it was regu- 


larly the third and fourth pictures about which they 


were uncertain or mistaken. 

Another result illustrated in table I is the greater. 
number of pictures recognised than of pictures recalled. 
On the average, in-the recognition test the amount of 
remembered material was double that in the recall test. 


TABLE II—ANALYSIS OF PICTURES REMEMBERED IN 43 TESTS 
AFTER 3-8 HOURS AND IN 59 TESTS AFTER 24 HOURS 


; 4 Picture 

Numbers : 
1 2 4 
oo 3-8 hrs. 23 (53) 20 (46) | 12 (28) | 8 (18) 
Recalled 5 

after 24 hrs. 20 (34) 21 (35) | 18 (30) 14 (24) 

__ f after 3-8 hrs. 37 (86) | 37 (86) | 32 (74) | 25 (58) 
Recognised 
36 (61) | 37 (63) | 34 (57) 


after 24 hrs. $2 (54) 


The tiguree in parentheses are percentages. 


To assess the influence of the time of testing on the 
extent of retrograde amnesia the experiments were 
divided into two groups. Of 102 tests, 43 were carried 
out 3-8 hours after the fit, and 59 after 24 hours had 
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elapsed. (table 11). If one takes the difference between 


the first and last picture as a measurement, retrograde 


amnesia certainly seems much commoner if tested for 
earlier; recollection seems 3 to 5 times better after 3-8 
hours than after 24 hours. On closer scrutiny, however, 


one realises that this difference is to a large extent due 


to better recollection of the first picture after a shorter. 
interval and that the difference between the number. 
of remembered last pictures is insignificant. All one can 
say from our experiments is that the first pictures are.. 
definitely better remembered a few hours after the fit 
than after 24 hours and that the last picture.does not 
share this ad vantage. However this may be interpreted, 


the figures show that it is not a matter of indifference 


ať which. time the patient is -tested for retrograde 


amnesia. 
DISCUSSION 


these experiments the existence 
primary symptom after 
epileptiform convulsions: seems established. The fact 
. that it was present in circumstances incomparably more 
favourable to remembering than those of an: accident 
leading to a head injury removes a number of theories 
of retrograde amnesia from discussion. Thus the theory 
that the events preceding many accidents. are forgotten 
because of their routine and casual character, can be 
discarded since retrograde amnesia was found for mem- 
orised material: ‘Then the length of the memory gap 


From the results of 


following the accident cannot be held responsible; 


this gap never lasted more than a few hours in our 


experiments. The idea that circumstances of an accident 
are suppressed from memory because of their unpleasant- 


ness, or because of guilt feelings, the symptom being 
explained as secondary to emotional factors, is not sup- 
ported by our findings. Even if some of the displayed 
pictures were remembered or forgotten because of likes 
or dislikes of the patients, such predilections would have 
been balanced in so large a series of subjects and of 
experiments. Special care was taken to change the 
pictures often and to vary the order of display. ns 
The current view prevailing among neurologists and ` 
psychiatrists is that the cerebral injury destroys the 
traces or engrams of the immediately preceding 
impressions. Apart from ‘the difficulty of accounting 
for a selective blotting-out by a disturbance affecting’ 
the whole of the cerebral cortex, the difference found 
between the tests of recall and recognition in our experi- 
ments is strongly against such a theory. The recall test 
closely resemblés the questioning of the patient by the 
examining physician after an accident. Its results, as 
the figures show, could be greatly improved on in the 
recognition test. Similarly, Klein and Kral (1933-34) were 
able to reduce the retrograde amnesia after accident 


in one. of their patients by' reconstructing the. situation 
~ before the accident. Such improvement would be i 


im-. 
possible ‘were the traces destroyed by the cerebral. 
injury. i 

In otber words, the apparently lost memory material 
obeys the normal rules of reproduction according to which 

recognition is always easier to recall. To arrive at a 

„more satisfactory theory it seems appropriate to make 
use of a principle of normal psychology. dealing with a 
similar phenomenon in memorising and learning—that 
of “ retro-active inhibition’? (Mueller and Pilzecker 
1900). This depends on the well-known rule tested in 
numerous experimental studies that memorised material 
is better remembered if the learning of it is followed by an 
idle interval; and that mental or physical effort imme- 
diately after learning disturbs its recollection. In spite 
of its name (which has often been criticised) there is 
nothing to prove that retro-active inhibition acts back- 
wards. One of the most favoured explanations of the 
principle is that learning is followed by a period of 
gradually diminishing activity of neural processes which 
intensify the associations established in the learning. 
If this after-discharge of neural elements consolida- 
ting the memory pattern (Britt) is interfered with by 
an interpolated activity, the memorised material is not 
so well remembered. The application of this well- 
established mechanism and of its explanation to retro- - 
grade amnesia ds obvious: the cerebral injury prevents 
the latest memory traces, which are still in the process 
of consolidation, from being properly formed and organ- . 


A 


Vvulsions retrogr 


ised. Thus retrograde amnesia can be regarded as an 
extreme case of retro-active inhibition. ä koe 

As an explanation of retrograde amnesia the idea js 
not new. In 1875 Hamilton interpreted it as follows: 
In order that a recollection may organise and fix itself, 
@ certain time is necessary which in consequence of the 
cerebral excitement. does nof sufflice (Hack Duke 1892). 
That the theory corresponds to teachings of modern 
psychology should make it more acceptable. 2 5 
It seems, however, difficult to suppose that consolida- 
tion of memories should be a- process lasting over days 


or weeks, and therefore, according to this theory, retro- 


grade amnesia should be short. In fact, its brevity in 
our experiments is striking. In only 10 instances out of. 
102 did it extend over one minute. “Investigators of large 
numbers of patients with head injuries have pointed out 


that retrograde amnesia for days or weeks is extremely 


rare. Russell (1932) found a duration of more than 24 
hours in only 4 out of 180 cases, and in most of his. 
patients it lasted a few seconds or minutes only ; among 
another series of 500 head injuries he found only one with 
& permanent retrograde amnesia extending backwards 
over one week. 8 


‘The qualification permanent ” turns on the Ge- å 
tion that retrograde amnesia after cerebral injury often 


shrinks with the time elapsing after the accident. Com- 
parison of test results after 3-8 hours with those after 
24 hours ‘(table m) is suggestive of a shrinkage, but does 
not clearly prove it. Perhaps 24 hours is still too early 
for testing the permanent retrograde amnesia and a 
later test would have revealed a ‘diminishing amnesia. | 
It may be that retrograde amnesia after induced con- 
vulsions is generally too short to give clearer insight 
into this point. On the other hand, the difference in the 
results of the two groups of tests; especially in remember 
ing the first picture, shows that retrograde amnesia is. 
undergoing some change during the first day after the. 


trauma; this change is probably not one of the memor- - 


ised material, but of the ability.to.reproduce it. Cerebral 
efficiency in general is definitely impaired immediately 
after the convulsion, as is shown by confusion and 
cloudiness lasting an hour or more. It seems not to be 
completely restored at a time when clinically the patient. 
is apparently recovered. _ 
In patients with head injuries there is a parallel to the 
fuller recollection of the first picture in the early test: 
atients occasionally reproduce, in post-traumatic 
wsiness, details of the accident which they have for- 
gotten when they regain consciousness. This event, 
illustrated in Russell's cases, can -have medicolegal 
consequences ; and it defies all theoretical explanations. 
Among the questions left unanswered by the present 


investigation is that of the individual differences between 


our subjects’ retrograde amnesia. Many were tested 
several times; each seemed to keep to his own type of 
remembering or forgetting the picture series. . As men- 
tioned before 2-had remembered. everything and in 6 


patients (10 experiments) the amnesia’ was longer than ; 


one minute. Others recalled little,- but recognised all 
pictures ; in others, again, recall and recognition were 
rather similar in distribution; and so on. Individual 
differences in patients with head injuries are easily 
explained by the different severity of the cerebral 
damage and by its localisation. The electrically induced 
epileptic seizure, however, seems.to vary so little in its 
clinical symptoms and in its duration from case to case, 


that one is forced to surmise an unknown personal factor 


influencing the extent of retrograde amnesia—a factor 
which may play its part in post-contusional cases as well. 
| SUMMARY ar 

In patients. experiencing electrically. induced con- 
ade amnesia was found for material 
memorised during the last minute before the fit. 

Patients more often showed retrograde amnesia for 
the recall of material than for its recognition. 


In only one-tenth of the experiments was retrograde 
0 


amnesia longer than one minute. 


The time-interval between fit and test influenced the 


results of testing. Shrinking of retrograde amnesia, 
though suggested by the difference in findings, could not 
be plainly demonstrated. | 


In contrast to the idea that retrograde amnesia is 
caused by the destruction of memory traces, the theory 
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sed that the cerebral injury.interrupts the con- 
This is analogous to the 
in normal 


is pro 
solidation of recent memories. 
phenomenon of _ retro-active inhibition 
psychology. ö 
I gratefully acknowledge the valuable advice of Dr. Eric 
Guttmann, Dr. F. Kräupl's help with statistics and the 
encouraging criticism of Dr. P. K. McCowan, physician 
superintendent of the Crichton Royal Hospital. 
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RESECTION OF SMALL INTESTINE 
IN AN INFANT THREE WEEKS OLD 


KENNETH J. ADAMS, MB LOND Í 
LATE HOUSE SURGEON, HOSPITAL FOR SICK CHILDREN, GREAT 
ORMOND STREET, LONDON P 


INGUINAL hernia is common in small children, and in 
5-7 % of cases is irreducible (Hogg 1942). Strangulation, 
however, is unusual: of 1740 cases of inguinal hernia 
recorded by Thorndike and Fergusson (1938), 106 (6 %) 
were irreducible, but only 5 required resection of the 
intestine ; and among the 1000 cases of Herzfeld (1938), 
only one, a baby 12 days old, needed resection. At the 


-Hospital for Sick Children, Great Ormond. Street, since 
the beginning of 1938 468 cases of inguinal hernia have 


been operated on: 6 were. irreducible (1:3%) and in 
only 2 of these was intestinal resection necessary. 

It is a common belief that gut resection in infancy has 
a mortality-rate of 100% (Gordon 1940). ` 
treated at Great Ormond Street, the first to require 
resection of small intestine died on the 14th day with 
numerous intraperitoneal abscesses, apparently secondary 
to leakage from the anastomosis. The second, however, 
recovered. 

The child was a firstborn full-term male delivered on 
Nov. 7, 1942, after a normal labour; his birth-weight was 
6 lb. 5 oz. and he was breast-fed. On Nov. 25 he began to 
vomit and ceased to pass motions. Two days later the mother 
noticed a lump in his right groin and he was admitted to 
hospital. | 

By that time he was ill, pale and dehydrated, and was 
crying continuously. The abdomen was distended and tense 
and the umbilicus prominent. From the right groin a large 
firm, tender, red and cedematous mass extended down into the 


scrotum. The penis and the left side of the scrotum were 


grossly cedematous. There was fecal vomiting with con- 
stipation. 

Just before operation 34 hours after admission a stomach- 
tube was passed to empty the stomach. After its removal, 
ansesthesia was induced with ethyl chloride and open ether (pre- 
ceded by atropine, gr. 1/200). An oblique incision in the right 
groin exposed the sac of a large indirect inguinal hernia con- 
taining a strangulated loop of small intestine, 3 in. of which was 
gangrenous. After dividing the constricting band at the 
neck of the sac, the gangrenous portion with adjacent healthy 
bowel (4 in. in all) was resected. The ends of the proximal 
and distal segments of the intestine were then ligatured, the 
stumps being invaginated with a catgut purse-string suture 
on an atraumatic intestinal needle. A side-to-side anasto- 


mosis was next performed; no intestinal clamps were used,, 


the loops of the intestine being held by the assistant’s fingers ; 
6/0 catgut on an atraumatic intestinal needle was employed. 
The anastomosis was performed in the usual way so that 
there were two layers of sutures. A sucker was used for 
removing the contents of the gut which tended to escape. 
The length of the anastomosis was 2 in. Omentum was not 
wrapped round the suture line and sulphanilamide powder 
was not applied. 
While the anastomosis was being formed the child vomited 
and stopped breathing. A stomach-tube was passed and the 
stomach again emptied ; oxygen and nikethamide (‘Coramine’) 
were administered and he revived. When the intestines 


had been replaced in the peritoneal cavity, the peritoneum. 


was closed with a single purse-string catgut suture to hold 
back the abdominal viscera. No attempt was made to repair 


Of the cases . 


the hernia. The skin was sutured with interrupted sutures and 
a firm pad was fixed tightly over the right groin. l 
After operation the child was given nothing by mouth, 
but received glucose-saline by intravenous drip at the rate 
of oz. per hour. When fecal vomiting began again at 
midday next day (Nov. 28) an ordinary, stomach-tube. was 
passed and attached to a continuous-suction apparatus, 
working at a negative pressure of 14 in. Hg. Much fecal 
material was obtained through this tube. A normal stool 
was passed 44 hours after operation, and 4 hours later feeding 
by mouth was commenced, starting with 1 drachm of glucose- 
water hourly and increasing by a drachm every 4 hours. 
The suction was stopped for half an hour after each feed and 
then restarted: it was finally discontinued 54 hours after 
operation. Intravenous infusion was continued for 2} days. 
Breast-milk feeds were slowly introduced and on the 7th day 
the child was back on the breast and taking his feeds well. 
Apart from some suppuration in the wound and a boil on the 
buttock recovery was thereafter uneventful. 
Four factors may have helped this baby to survive. 
(1) Great care was taken over the anastomosis, but other- 
wise the operation was performed as quickly and as 
simply as possible: there was no attempt at a repair. 
(2) By holding the bowel in fingers instead of clamps, 
a minimum of trauma was inflicted on the bowel. 
(3) All feeding by mouth was stopped for 2 days after 
the operation, the fluid intake being maintained by 
continuous intravenous infusion of glucose-saline. (4) The 
proximal part of the alimentany tract was kept empty 
by continuous suction through a stomach-tube for 2 days. 
My thanks are due to Mr. Graham Humby for permission 
to publish this case. 


Herzfeld, G. ( 5 A 
Hogg, B. M. (1942) Surg. Clin. N. Amer. 21, April. 
Thorndike, A. and Fergusson, C. F. (1938) Amer. J. Surg. 39, 429. 


PERFORATION OF RECTUM FROM 
IMMERSION BLAST 


P. G. C. MARTIN, MB CAMB, FROSE , . 
SURGEON LIEUT.-COMMANDER, RNVE; SURGEON, 
CHELMSFORD AND ESSEX HOSPITAL l 


In March, 1941, when a cruiser was torpedoed in the 
Mediterranean, an ordinary seaman, aged 28, was 
thrown into the water. Destroyers were dropping depth 
charges in the neighbourhood, and one -exploded near 
him ; how near he did not know—he remembered being 
winded, but little else. He was picked up, and 14 hours 
after the torpedoing of the cruiser was. admitted to a 
hospital ashore. N o N 

On admission to hospital the patient showed no external 
signs of wounding or bruising. © was complaining of severe 
lower abdominal pain, worst in the right iliac fossa. He was 
also passing a small amount of bright red blood from the anus. 
His general condition was none too good; temperature 
100° F. and pulse-rate 120 per min. He had not vomited. The 
abdomen was rigid all over, more especially in the right iliac 
fossa. There was no distension. On auscultation of the 
abdomen there was complete silence. A rectal examination 
was not done, as it was thought further damage might be done 
to the injured part. 

After a preliminary infusion of saline and glucose, a laparo- 
tomy was performed under oxygen and ether anesthesia. A 
left paramedian incision was made and pus was seen in the 
peritoneal cavity. The first part of the rectum on its anterior 
surface showed a lacerated bruised perforation about 1 cm. 
in diameter. The rest of the rectum appeared healthy and 
normal, The perforation was oversewn and buried with a 
purse-string suture.. The abdominal contents were rapidly 
searched for any further injuries, but none was found. A 
pelvic colostomy with a long spur was made. The pelvis was 
drained and the abdomen closed. A transfusion of 2 pints of 
blood was given. His condition was poor at the end of the 
operation. 

Next day there was well-marked jaundice and his condition 
deteriorated. On the third day paralytic ileus became evid- 
ent, distension and vomiting started, and his pulse-rate rose 
to 140 per min. Duodenal drainage, intravenous drip salines 
and small repeated doses of morphine were of no avail, and he 
died 52 hours after operation. 

At autopsy general peritonitis was found, originating in the 
pelvis, with paralytic ileus involving the whole small bowel. 
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There was an enlarged septio spleen. The right lung showed.a 
-eontusion-on the anterior surface near the medial and inferior 
margins ; hypostatic congestion was present at both bases. 
‘No evidence of internal hemorrhage was found. The heart, 
kidneys and liver appeared normal macroscopically, Evidence 
of a rupture some 4 in. in length in the rectum was found; this 
had been stitched together and was in the process of healing. 

Here is a case. of blast abdomen causing intraperitoneal 
perforation of the first part of the rectum, 
Williams 1 has very reasonably conjectured, to a pressure 
wave travelling in a fluid medium meeting a gas-conbain- 
ing organ. Williams in his experiments showed that 
. the commonest effects of blast injury, to the abdominal 
3 contents were subperitoneal and submucosal effusions of 
blood. This case showed no subperitoneal hematomata, 


but unfortunately the mucosa of the alimentary tract 


was not examined post mortem. 

Several cases have now been described Where, after 
immersion blast injury, severe abdominal pain and 
melena have been. present, and recovery has taken place 
without operative interference. In these cases, presum- 
‘ably, the pathology was that described by Williams. 

However, resolution does not necessarily occur, and the 
condition may progress to necrosis and secondary 
perforation. 

This case is of interest i in that perforation of the rectum 
was a primary event in a single organ, with no evidence 
of other abdominal injury. , 


Reviews of Books 


, Cunningham’ 8 Text- book of Anatomy ; 
(8th ed.) Editors: J. C. BRASH, MD BIRM., FRCSE; E. B. 
JAMIESON, MD EDIN; (Oxford University Press, Pp. 1558. 60s. ) 
THIS book has developed steadily as a reliable guide 
to the ‘student, and a few criticisms may therefore be 
offered in a helpful: Spirit. The section on craniometry 
is not of great use to the medical student, but in any case 
it would be well to omit Huxley’s. obsolete classification 
of skulls into cryptozygous and .phenozygous, since 
under which of these two any skull falls depends entirely 
on the distance from which it is viewed. The section 
devoted to the morphology of the limb bones contains 
one or two debatable statements, and in the section of 
myology the ‘remark that ‘‘ When the teeth are tightly 
clenched, the hyoid bone will be found firmly fixed ” 
seenis to be invalidated by the fact that swallowing can 
be performed with the teeth clenched. In one of the 
new figures the mucous glands of the palate are depicted 
well forward on the hard palate and lying along the 
middle line; the text, however, correctly states that 


these glands are situated “in the. posterior half of the 


hard palate, except near the raphe.” -Another attractive 
new illustration (fig. 374), which might lead one to suppose 
it had been drawn from an actual specimen, shows the 
membranous ‘layer of the superficial fascia of the abdo- 
minal wall joining with the deep fascia of the thigh along 
the line of the inguinal ligament. In the text it is 
described as joining “ just distal ’’ to the ligament. In 
Cunningham’s Manual of Practical Anatomy the line of 
fusion is described correctly. Correlation between the 


Manual and the Textbook again fails in the account of the. 


descent of the testis ; the student who, it is to be hoped, 
has encountered the correct figures in the Manual, will 
be disconcerted to meet incorrect ones in the Textbook. 
Attention is drawn to these little oversights only because 
Cunningham has grown 80 trustworthy in general. 
It has also grown in size and in cost, weighing nearly 
six pounds pad costing three. 


Essentials of Gynecology ; 

WIILLARD R. COOKE, MD, Faos, professor of obstetrics and 
gynecology, University of Texas. (Lippincott. Pp. 474. 42s.) 
Professor Cooke has concentrated on pathology in the 

conviction that in gynecology intelligent judgment is 

impossible without a working knowledge of it. The text 
is illustrated by photographs; those showing macro- 
scopic appearance are good, and so are most of the photo- 
micrographs, but a few are poor and deserve to be re- 
placed in future editions. An unusual but valuable 
chapter is devoted to the patient herself, her mode of life 
and psychology. 


1. Williams, E. R. P. Brit. J. Surg. 1942, 30, 38. 


‘due, as. 


demand it makes on the available syringes. 


length of rubber tubing slightly 
longer than.the burette to a three- 


in lumbar-puncture sets. The tube 
from the bottom of the burette is 
„fitted with an ordinary small metal 


nects to a short rubber tube con- 


The syringe is then conneeted to one 


arms of the 


is turned, so 


syringe. 
the top of the burette. 


Another long chapter deals with 
functional disturbances. Stating that 95% of human 


suffering i is mental, Dr. Cooke rightly, observes. that the ö 


removal of a bleeding fibromyoma may actually. 


the patient subjectively worse if she is left to welter in 


fear and apprehension as to the end-results of the 
operation. The chapter on operative gynecology is not 
intended to serve the needs of the surgical specialist but 


to provide the practitioner with a working knowledge 


of preoperative and postoperative care. In contra- 
distinction. to the care and attention directed to the 
subjects mentioned above, the treatment of the so-called . 


“ minor ” ailments by the patient's own doctor deserves 


more detailed attention than it receives.. In the section 


on the treatment of dysmenorrhœa presacral sym- 


pathectomy claims almost as much space as all other 


methods of therapy combined. With these few excep- 
tions this is a sound Work and it has been ber 


produced. 
New R 


APPARATUS, FOR ADMINISTRATION -OF SMALL 
7 ‘DOSES OF PENTOTHAL 


- MANY anesthetists-now use Pentothal Sodium for F 
the induction of general anæsthesia. 


This procedure is 
sometimes difficult under. war conditions because of the 
With the 
apparatus here described small induction doses of 515 
pentothal solution can be given to four or five patien 


with one sterile syringe. 


The apparatus illustrated in the figure consists essenti-. 


ally of ae | glass burette: connected to a piece of small- 


bore rubber tubing about 18 in. long. The burette is 


corked with a rubber stopper; through which passes one 


arm of a‘small-bore glass U-tube, 
which is ‘connected in turn by a 


way tap of the type ordinarily used 


tap, and ends in the male part of a 
male to female coupler. This con- 


nector (4 in.), into the end of which 
the butt of the intravenous needle - 
is forced. Several of these short 
connectors are prepared and kept 
sterile in a covered container. 

For use the burette, rubber tubing 
and a syringe (10 c.cm. or 20 c.cm.) 
are sterilised by autoclaving. The 
burette and tubing are filled with 5% 
pentothal solution, using the sterile 
syringe. One of the short rubber 
connectors with needle is attached. 


of the open. 


three-way 
tap. The tap 


that when 
the plunger of S 

the syringe ies N aA aS 

withdrawn 

air is drawn in through the other ida arm into the 
The tap is then turned so. that the syringe 
makes connexion with the rubber tubing leading to 


the patient’s vein and the tap in the delivery tube 
is opened. Air is injected into the top of the burette 


by advancing the plunger of the syringe, and displaces 
an equal volume of pentothal, which is delivered into 


the vein. The required amount of pentothal havin 
been delivered, the tap in the delivery tube i is closed an 
the needle withdrawn. The short connector is removed 
and discarded. The free end of the delivery tube is 
wrapped in a sterile gauze swab wet with alcohol an 
placed in a sterile test- tube. The syringe is left in place. 


For subsequent patients a fresh sterile needle and short 
connector i is attached. 


R. A. GORDON, MD TORONTO, DA 
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NO RECOVERY NO GRANT 


Mr. Brvyrx's dramatic announcement early in the 
year that those who drop out of employment as a 


result of tuberculous infection are to have precisely 


the same chance of getting back into it as those who 
have suffered wounds or accidents seemed too good 
to be true. In one respect it was, for the MINISTER 
OF HEALTH has, ruled that the Exchequer grant is to 
enable persons to give up work temporarily for 
treatment which is in the interest of the public 
health no less than their own.” Only those are 
eligible whose recovery is sufficiently sure to make 
them a realisable asset to the man-power of the 
nation in war-time. On the tuberculosis officer 
falls the invidious task of drawing the line. If he 
sau ys no recovery the Exchequer says no grant: 
and the patient loses both the money and the incen- 
tive to get well. It is true that in any case he may 


receive money through the local authority which can, 


and ultimately indeed must, provide assistance when 
the Exchequer refuses it; indeed in some places it 
seems that such assistance is not far short of the 
grant. But it is not just a question of accounting; 
the press has been full for weeks of the bitterness 
(reflected in our Parliamentary column this week) 
which is being aroused by the distinction between 
recoverable and irrecoverable disease. The line is 
impossible to draw with any accuracy. It had to be 
drawn for sanatorium benefit in the unhappy period 
before the Public Health Act of 1921 swept it away. 
Tuberculosis officers are not infallible and there are 
borderland cases in which the encouragement of a 
grant might well turn the scale towards recovery. 
There is a feeling too that the Minister himself 
regretted the reservation, as it was not mentioned in 
his explanatory leaflet to the public ; ‘moreover the 
premature discharge of the grantless from hospital 
or sanatorium must be contrary to the public health, 
on which he lays such stress. Do not the invidious- 
ness and the unhappiness and the increased risk of 
infection outweigh any small saving of public money ? 
Unless the scheme is made comprehensive, in accord- 
ance with its first intention, shall we not drift into 
the position that the state only helps the sick civilian 


in proportion to his capacity to return the help in 


services rendered? On the field of battle we do not 
give priority treatment to the casualties who are 
expected to fight again. 


DRUGS AND THE EEG 


THE electro-encephalogram is an excellent, and 
possibly the best, physiological gauge of depression 
of the highest cerebral functions. Impairment of 
consciousness or increased attention is reflected in a 
shift of energy distribution towards the slow or fast 
end of the cortical frequency spectrum. Drugs which 
affect consciousness modify the EEG, so that the 
EEG gives us an objective method of studying one 
aspect of drug action, but the modifications are 


difficult to describe without the assistance of auto- 


matic frequency analysers. The human visual ap- 
paratus is an integrating mechanism, not an analyser; 
events tend to be perceived as a whole, and the minor 
changes in potential distribution which most drugs 


produce are readily overlooked, But the advent of 


apparatus for automatic frequency analysis in 
America, and now in England,“ has made the accurate 
assessment of changes in cortical frequency reasonably 
easy, and drug action on the EEG -is now being 
studied in detail. , 

Working with a Grass frequency analyser, GIBBS 
and MALTBY found, as was expected, that the drugs 
known clinically as depressants or stimulants can be 
sorted into the same two groups by the EEG changes 
they produce. Thus morphine, Pentothal and 
phenobarbitone redistribute energy towards the slow 
end of the spectrum, whereas caffeine, amphetamine 


: (“ Benzedrine ’) and adrenaline cause a shift towards 


the fast end. In their effects on the EEG, therefore, 
the depressarft drugs are comparable to normal sleep 
and the stimulants to attention. Of the drugs studied, 
pentothal, which produced the greatest clinical depres- 
sion, caused the greatest shift towards the slow end 
of the spectrum, and adrenaline produced both the 
greatest clinical stimulation and the greatest shift 
towards the fast end, amphetamine coming next and 
caffeine third. In this way the activity of drugs 
with a similar action can readily be compared. 

In cases of petit mal, WILLIAMS.and: RUSSELL 4 have 
studied in the EEG the effect of anticholinesterases on 
epileptic activity. In small doses eserine tended to 
prevent attacks, while in larger ones it increased their 
frequency and duration. ‘ Prostigmin,’ on the other 
hand, invariably increased epileptic activity as seen 
in the EEG, and reversed the effect of small doses of 
eserine. WILLIAMS used the same technique to 
investigate the effect of other substances known to 
modify transmission at cholinergic endings. Intra- 
venous injection of acetylcholine was followed by an 
increase of epileptic activity, and this effect was 
abolished by atropine: Since eserine, prostigmin, . 
carbaminoylcholine chloride and acetycholine have a 
similar action on cerebral rhythms in epileptics which 
is abolished by atropine, it seems likely that this 
action is related to an alteration in the acetylcholine- 
transmitting mechanism in the body ; but WILLIAMS 
points out that the effect may be an indirect one, due 
to peripheral changes, since the effects of choline-like 
substances are so widespread and complex. Cmar- 
FIELD and Dermpsny® applied acetylcholine and 
prostigmin locally to the cortex of cats. They found 
that acetylcholine alone produced no change in the 
cortical rhythms and prostigmin a transient depression 
of spontaneous activity at the area of application. 
When prostigmin was followed by acetylcholine a 
characteristic series of changes occurred. There was 
first an increase of spontaneous activity, then an 
increase of low-voltage 20-30 cycle rhythms which 
spread over the whole cortex while the amount of 5-10 
cycle rhythms decreased. The effect of a single 
peripheral stimulus on this preparation was to 
Grass, A. M. and Gibbs, F. A. J. Neurophysiol. 1938, 1, 521. 
Walter, W. G. Electronic Engineering, June, 1943. 

. Gibbs, F. A. and Maltby, G. L. J. Pharmacol. 1943, 78, 1. 

. Williams, D. J. and Russell, W. R. Lancet, 1941, i, 476. 

. Williams, D. J. J. Neurol. Psychiat. 1941, 1, 32. 

š one P. O. and Dempsey, E. W. Amer. J. Physiol. 1942, 
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leave the cortical response: unchanged; but when 
repeated stimuli were given the cortical response 
was increased. All these effects, except the low- 


voltage fast activity, were abolished by section 


of the thalamic radiations, and from this CHATFIELD 


and Dsxmpsry argue, first, that low-voltage fast 


` activity is intrinsic to the cortex itself, not requiring 
thalamic circuits, and secondly, that since activity 
associated with spontaneous bursts and continuous 
5-10 cycle rhythms is abolished by removal of the 
thalamus, such effects represent activity of thalamo- 
cortical: circuits. However this may be, it is evident 
that the application of EEG technique to the study of 
the action of drugs on the central nervous system 
may well adyance our knowledge, not only in pharma- 
cology -but also in neurophysiology and clinical 
medicine. 


_ HEMOLYTIC ‘FACTORS 


II is not difficult to show that excessive. hemolysis, 
or destruction of red blood-cells in vivo, is the charac- 
_ teristic feature of an anemia. But when we have 
diagnosed “ “hemolytic anemia we have not got 
much further; in order to treat that anemia, the 


reasons for the hemolysis must be known. The anti- 


body reactions connected with the Rh. factor. of 
LANDSTEINER and WIENER have been proved re- 
sponsible for some at least of the hemolytic anæmias 
of infancy ; but, apart from certain known hemolytic 
poisons, this is so far the only hemolytic group about 
which we have certain information. When sphero- 


cytes were demonstrated in the blood of patients with 


familial acholuric jaundice, it was suggested that 
these cells were being produced by a disordered bone- 
marrow and were abnormally. fragile, the fragility 
being measured by testing with hypotonic saline 
solutions. Further research, however, has shown that 
spherocytes can be produced by artificially induced: 
hemolysins, and they have been found in other 
conditions. DAMESHEK and Sonwakz, using such 


artificial hæmolysins, reproduced a whole series of 


"hemolytic anæmias corresponding to most of the 
knovn syndromes, but it has nearly always been 
impossible to demonstrate any circulating. hemolysin 
in human hemolytic diseases. 


This fragility of the red en e haa hesnolabors: 


ately studied, not only with hypotonic saline but also 
with a substance known as “ lysolecithin ” which is 
thought especially to affect red cells held in the spleen. 
Estimation of “lysolecithin fragility ” is difficult 


but has been done because in some hemolytic condi- | 


tions the red cells show an increased lysolecithin 
fragility but a normal fragility in saline. One of 
these conditions is blackwater fever, which has been 
extensively studied because of its severity and its 
danger to life and because it is a pattern of hamolytic 
disease. Foy and Konni,? like others before them, 
report that the lysolecithin fragility is undoubtedly 
increased in this disease, but they can make little use 
of the information; they cannot accept the thesis 


that blackwater : fever is due to some effect of the 


malarial parasites on the erythropoietic tissues of the 
victim, since they showed before? that normal red 
cells’ transfused into blackwater fever patients are 


1. Dameshek, y and Schwarz, S. O. Medicine, (Baltimore), May, 


40, P 
2. Foy, H. and Kondi, A. Trans. R. Soc. trop. Med. Hyg. 1943, 37, 1. 
3. See Lancet, 1941, ii, 530. 


“destroyed in EE the same way as the patient 8 


cells, so that no fundamental defect in the red cells 


oan be assumed. They also found that though lyso- 


lecithin has a hemolytic action in vitro, no such 
action can be demonstrated in vivo. 

It cannot honestly be said that these often difficult S 
and elaborate studies of red-cell fragility have helped 
to explain the mechanism of hemolysis, although we 
have learnt a lot from them about the properties of 


‘the red cell itself. Is it possible that we are asking ` 


the wrong questions and so receiving, in Nature's off- 
hand way, no sensible answers? MAEGRAITH, FINDLAY 
and Martin‘ have started a new approach to the 


problem of blackwater fever hemolysis that may 


prove more fruitful. They have shown that slices of 
human tissues contain a factor that will lyse saline 


suspensions of red blood- cells; human serum, on the 


other hand, contains a factor ‘that inhibits this lysis, 


and in blackwater fever they found that the inhibitory: 


power of the serum is much reduced. They therefore. 
suggest that there is no abnormal lysin in the blood of. 


blackwater fever patients, the lysis is simply a 


manifestation of excessive uninhibited activity of a 
normal lytic. process.” These findings await con- 


firmation but sound promising ; material for study is, 


unfortunately, easy to come by.. 


NO PLACE LIKE HOME, BUT . 


"TuE return of the repatriated prisoners from Gia 
offers the War Office and the Ministries of Labour and 
Pensions an opportunity for a large-scale experiment 
in social rehabilitation. before they are called upon to 
meet the more massive problems which will follow the. 
end of the war in Europe. The training of the physically 
handicapped man, 80 that he can take his place in the 
industrial world, is familiar work to the Ministry of: 
Pensions. But the mental, state of the repatriated 
prisoner is a more subtle matter. There will of course. 
be the gross casualties—the man who returns to find his. 
family has perished in the blitz or has disintegrated for 
other reasons; but such cases will be few. In the 
prison camp, every prisoner will have built up a mental 
picture of home, and this fantasy may bear little relation, 
to the real thing. After highly emotional episodes, life 
for all of us is apt to seem dull.and flat. For the re- 
patriated prisoner, this anticlimax will coincide with 
a realisation that home is not without its drawbacks . 
and irritations. It would not be unreasonable to 
predict the development of something in the nature of. 
a reactive de Heaps which will call for careful handling. 
After a brief holiday, a return to kindly but firm dis- 
cipline might not come amiss, coupled with a steady. 
increase in physical work. Interest in current affairs 
might be reawakened at the same time by lectures and 
discussion groups. Some may feél, however, that the 
man has a better chance of working out his own salva- | 


tion in the cold hard world. We have a chance to try. 


out both methods. If two groups of repatriated. 
prisoners could be treated along these lines, with ade. 
quate psychiatric observation of both groups, they 
might well provide the necessary data for planning the 
mental rehabilitation of the other prisoners of war, 


4. ff. B. H., Findlay, S M. and mace N. H. Ibid, 1943, 1, 
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TRE next session of the General Medical Cou neil will 
open on Tues ay, Nov. 23, at 10 AM 

Prof. L. G. PARSONS will deliver the first Charles West 
lecture at the Royal College of Physicians of London 
next Tuesday, Nov. 16, at 2.15 PM. He will speak on the 
prevention of neonatal disease and neonatal e death. 
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AN ANTIBIOTIC FROM ASPERGILLUS 


Simo the discovery of penicillin by Fleming and its 
exploitation by Florey and his colleagues, systematic 


search has been made through large numbers of moulds. 


and similar organisms for substances with antibacterial 
activity. In addition to gramicidin, which had been 


| discovered earlier by Dubos, several compounds of 


A „ pea 4 


different types have been brought to light, such as pyo- 
eyanin and notatin. The latest to be described comes 
from Aspergillus fumigatus mut. helvola Yuill. Anti- 
bacterial activity was reported from the culture filtrates 
of this fungus by Wilkins and Harris! and the active 


substance in a crystalline state has been isolated by 


Chain, Florey, Jennings and Williams? who give a 
detailed account of its chemical and biological properties. 
It seems to be a monobasic acid with the probable empiri- 


Cal formula C, H. Os, and has been named helvolic acidy 


catty 2 aay 


though soluble in most organic solvents it is insoluble in 
water, though its sodium salt is freely water-soluble. 
It is thermostable and stands boiling for 15 minutes. 
Helvolic acid is distinct from the substance isolated by 


Waksman and his colleagues“ from Aspergillus fumigatus -~ 


and named fumigacin. Its antibacterial action is directed 
mainly against gram-positive organisms and it has little 
action on gram-negative ones. Thus in concentrations 
of 1: 100,000 to 1: 1,000,000 it prevents the growth of 
etaphylococous, pneumococcus, Sirep. pyogenes, B. anthra- 
cis, C. diphtheria, Cl. welchii and others, but it fails to 
check typhoid, dysentery or coliform bacilli, profeus or 
Ps. pyocyanea. The dilution at which it inhibits growth 
depends greatly on the size of the inoculum used, small 
numbers of bacteria being checked much more readily 
than large ones. Its action is predominantly bacterio- 
static: it prevents multiplication but does not kill the 
germs. 
acid, by pus, tissue extracts or peptones; so that it is 
clearly differentiated from the inhibition due to sulphon- 
amides. Bacteria cultivated in the presence of sub- 
effective concentrations rapidly become drug-resistant 
and are no longer susceptible to the action of the com- 
pound ; but such helvolate-resistant organisms are still 
susceptible to penicillin. Helvolic acid is not unduly 
toxic to mice, the maximum tolerated dose of the 
sodium salt by intravenous injection being about 5 mg. 
per 20 g. body-weight ; much larger doses are tolerated 
by mouth. Leucocytes are not affected by concentra- 
tions up to 1: 1600, and tissue cultures tolerate concentra- 


tions of 1: 2500 for 48 hours. Some of it may persist 


in the blood of mice for 6-10 hours after administration. 
It is slowly absorbed along the whole length of the gastro- 
intestinal tract and there seems to be no destruction of it 
by bacteria in the lumen of the gut; it is gradually 
excreted in the urine and bile. In the tissues it becomes 
concentrated, chiefly in the liver, and only traces were 
found in the spleen ; apparently it does not pass easily 
from the blood to the cerebrospinal fluid. When in- 
jected intravenously into a cat it had no significant 
influence on ‘the cardiovascular or other systems; no 
symptoms were caused by moderate doses injected 
intracisternally into rabbits. Its chief toxic effect 
seems to be on the liver, large or repeated doses causing 
extreme vacuolation and finally destruction of hepatic 
cells. In face of so much chemical, bacteriological and 
pharmacological information it is disappointing to 
learn that its therapeutic action in vivo is small. Mice 
were infected with staphylococci or streptococci and an 
hour later treatment with helvolate was be The 
life of the mice was undoubtedly prolonged, but complete 


1. Gta . W. H. and Harris, G. C. M. Brit. J. exp. Path. 1942, 23, 


» Horning, E. S. and Spencer, E. L. Science, 1942, 
96, 202; J. Baci. 1943, 45, 233. 
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cures were few. These tests were performed on only a 
small number of animals, and it may be that a different 
dose-schedule might give better results. Yet even if 
helvolic acid itself proves to have little clinical value it 
belongs to a group of substances hitherto unexplored for 
antibacterial properties; and chemical modification of 
the molecule may yield compounds much more active 
and no more toxic. | 


SILICOSIS IN SWEDEN 


SILICOSIS was added to the list of occupational diseases 
in Sweden in 1930. From 1934 onwards, Bruce ! carried 
out surveys in various industries in which a risk of 
silicosis was suspected, and investigated silicotic workers 
clinically, assessing the disability at various stages of 
the disease. Altogether, 6500 workers in Sweden are 
estimated to be exposed to a silicosis risk, about half of 
these in mining, chiefly of iron ore. Iron and steel 
production and ceramics account for the bulk of the 
remainder. About 40% of all these workers were ex- 


‘amined and X rays were taken of two-thirds of them. 


Bruce classifies the X rays according to the three stages 
defined by the 1930 international conference, but adds 
a fourth category of suspected silicosis, characterised by 
linear or reticular shadows. He pays particular atten- 
tion to the incidence of tuberculosis and its relation to 
silicosis. The industries surveyed covered ceramics, 
iron and steel works, silicon-alloy manufacture, sand- 
stone quarrying and grinding, quartz mining and milling, 


-and mining. In several industries part of the survey 


was repeated after 3-5 years, or earlier results obtained 
by other investigations were utilised, in order to estimate 
the rate of progress of the lung changes. Of 2631 persons 
from various industries examined, 408 showed stage 1 
of silicosis; 141 stage 2, and 76 stage 3. .As would be 
expected, the hazard varies very much with the type of 
work. Thus stage 3 was first reached in under 5 years in 
quartz milling, after 10-15 years in cleaning castings 
(fettling), after 15-20 years in furnace repairing (iron 
and steel) and drilling iron ore, after 25-30 years in 
porcelain works, and after 35-40 years in foundry casting. 
After 20-25 years of work all the sandstone grinders, 
60-70% of the porcelain workers, furnace repairers, ` 
fettlers and drillers in iron ore, but only 2% of the 
foundry casters had silicosis of one stage or another. 
The repeat survey led to the impression that, if it takes 
a long time to reach stage 1, there is in general little 
tendency towards further change, even if dusty work is 
continued; whereas if stage 1 is reached quickly further 
lung changes may occur even if the dust exposure ceases. 
Drilling iron ore seems to be an exception, for drillers 
contracted stage 1 comparatively rapidly but there was 
little progress towards further change; this may be 
due to the quartz in the dusts being diluted with much 
iron oxide. The X-ray appearances showed differences 
for the different occupational groups. Thus linear 
exaggerations (reticulation ?) are well-marked in porce- 
lain workers but absent in iron-ore drillers, whereas 
foundry casters and furnace repairers take an inter- 
mediate position. With porcelain and silicon-alloy 
workers, and in quartz milling, the nodules have irregular 
shapes and diffuse boundaries and are not very dense. 
With the other occupations examined, particularly in 
iron-ore drillers, the nodules are round, more clearly 
defined and denser. In advanced silicosis lateral X rays 
show the boundary between consolidated and emphyse- 
matous parts of the lungs to have a different position for 
different types of occupation. Bronchographic technique 
shows dislocations and changes in lumen of the bronchi. 

Routine clinical tests showed that the average age 
increased from stage 1 to stage 3. No tendency to 
adiposity but a slight reduction in thorax mobility was 
seen in stage 3. The clinical observations, apart from 
the X rays, were chiefly concerned with objective 


1. Bruce, T. Acta med. scand. 1942, Suppl. 129. 
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measurements of the impairment of lung function during 
rest and work. For analysis of these clinical tests the 
three silicotic stages were subdivided into (a) those 
without subjective symptoms, (b) those with dyspnea and 
partial disability, and (c) those with total disability. Ex- 
tensive spirometric measurements during rest showed no 
significant differences for minute-ventilation or oxygen- 
ventilation equivalent, but stage 3, and particularly 
‘group 3c, showéd a higher respiration frequency and 
reduced total capacity, due to a reduction of the com- 
plementary air, not of the functional residual air. Spon- 
taneous hyperventilation led in many stage 3 cases to a 
rise of expiration level. When spirometric measure- 


ments were carried out during work (stair-climbing), 


respiratory insufficiency was only found during the 
heaviest type of work with stage 1; 
stage 2 and was very frequent even with the lightest 
type of work with stage 3. Other affections_of the 
cardiopulmonary system in combination -with silicosis 


usually caused greater insufficiency. Bruce's survey 


gives a good picture of the level and variation of hazard 
found in Sweden, while the clinical part of his book 
brings out the relation between lung function and ana- 
tomical change of the lungs. But he does not contribute 
to our knowledge of how and why the dust causes the 
lung changes. 


| THE UNSUITABLE SOLDIER 
EVERYBODY agrees that men of neurotic disposition 


who are very likely to break down in the Services should - 


be spotted and rejected at the outset. Few people 
however have the hardihood to say that we have any 
sure means of detecting nearly all such people at the 
outset, if they have not already had, or still exhibit, 
a neurotic illness. 
that manifestly predisposed and unsuitable men should 
have been recognised as such, and asserting that all 
those who have subsequently broken down once were 
manifestly predisposed and unsuitable. The gap has 
been made narrower by the intelligent use of wisdom 
after the event, as in 
personality which are discovered to have been commonly 
present in the men who subsequently broke down. 
Steinberg and Wittman? point out that such studies 
are of doubtful value until we know the frequency with 
which the same traits occur in people who do not break 
down. For this reason they examined three groups of 
soldiers—158 presumably healthy men attached to the 


Army Medical Corps, 22 soldiers in the psychiatric unit 


of a general hospital, and 87 patients in the Veterans 
unit at a mental hospital. The men in the second group 
were suffering almost entirely from neurotic illnesses, 
and those at the mental hospital had been, or were still, 
insane. The investigation was a thorough one, covering 
the customary material of a psychiatric history as well 
as special psychological tests aimed at the elucidation 
of the patient’s personality. The Guilford personality 
scale was employed, and personality was accordingly 
assessed in terms of the five factors—social intro- 
version, thinking introversion, depression, cycloid 
tendencies, and care-free disposition and impulsiveness. 
The control. group differed strikingly from the other 
two. Whereas half the neurotics and psychotics were 
socially introverted and . depressive or cyclothymic, 
among the controls one-third or less showed such 
features, and 84% of them were care-free and lively— 
a characteristic found only in about a quarter of the 
men with psychiatric illness. It was also found that the 
relationship of the men to their parents, especially to 
their mother, had been far more satisfactory among 
the control group, and that a history of social and 
sexual maladjustment in early home and school life 
had been prominent in the psychotic soldiers, though 


1. Steinberg, D. L. and Wittman, M. P. War Medicine, August, 
1943, p. 129. 


it increased with 


There is a big gap between contending 


studies of the abnormal traits of. 


not in the neurotic or healthy ones. There' was a 
striking difference in the average number of jobs and in 
the longest time any single job had been held; the 
maladjusted men had on the average held two or three 


times as many positions as the control group, and there 
Was a similar proportion in the duration of individual 


jobs. Teetotallers were more numerous among the 
maladjusted ; so were divorcéd persons. 

It would not be prudent to accept these findings as 
they stand, though the method is a proper one. The 
numbers chosen, particularly in the neurotic group, are 
far too small for it to be certain that the sample is 
representative ; in support of this objection is the fact 
that 20% of the neurotic subjects, and 38% of those in 
the mental hospital are reported to have shown homo- 
sexual traits—a remarkably high proportion. It would 
be necessary to know how the men were selected, how 
far the history of their past lives was obtained from 
reliable sources, and whether the men of the Medical 
Corps unit in question differed in any material respect 


from the average run of men in other branches of the 


Service. It is also open to question whether a healthy 
man takes as much trouble in giving full replies to a 
questionnaire about his personality and history, especially 


in its more shadowed aspects, as a patient with a psychia- 


tric illness. Nevertheless, further investigations of. 
this sort on a larger material would be welcome, and 
the recommendations put forward by Steinberg and 
Wittman deserve attention. They point out that any 
one specific factor or symptom is of limited importance 
since it may occur also in well- adjusted persons, but 
that the intensity and number of such factors, recorded 
as a numerical value or score, provides a useful indicator 
which might well be used as a routine measurement of 
predisposition. A rating form satisfactorily standard- 
ised and so arranged as to indicate how the man had 
reacted to army life can be filled out by the immediate . 


superior officer or medical officer of the man’s unit and 


is very heipful to the psychiatrist to whom he may be 
referred. 
REGENERATION OF NERVE 


KNOWLEDGE of the rate of nerve regeneration is useful 
for determining the time at which recovery may be 
expected after nerve suture, and still more important in 
cases where nerves have been injured but not sutured. 
Absence of exact information about the time at which 
spontaneous recovery may be expected probably leads 
to undue delay before exploratory operation in many of 
these cases. The rate which is required is of course not 
that of the advance of the tips of the new fibres. Thin 
nerve- fibres may reach a muscle long beföre it shows 
recovery. Before the new stretch of nerve can function 
the nerve-fibres must thicken and medullate. By study- 
ing the time at which function returns in muscles at 
various distancesfrom the lesion we can thereforeestimate 
the rate of advance of what may be called functional 
completion! along the nerve. Seddon, Medawar and 
Smith? have made a careful study in this way of the 
rate of recovery in 25 cases, mostly in the radial nerve. 
The distance from the lesion (or suture) to the various 
muscles was estimated from a series of dissections. 
Recovery was found to take place in a regular serial 
manner, but plots of the distance of each muscle from the 
lesion against the time of recovery often do not give 
straight lines, suggesting that regeneration is fast at 
first and becomes slower for the more distal muscles. 
There is, therefore, no constant rate of regeneration.” 
The data are not sufficient to allow the shape of the curve 
describing the decline to be discovered accurately, but 
Seddon and his colleagues suggest that it may be a 
hyperbola, the rate being inversely proportional to the 
N of the time, beginning as high as 3 mm. a day, 

. Young, J. Z. Physiol. Rev. 1942, 22, 318. 
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and falling to about 1 mm. a day at 100 days or so after 
recovery has started. This would agree with the 
findings of Gutmann and others? that regeneration to 
the level of functional completion may proceed down the 
short nerves of rabbits as fast as 3-5 mm. a day. Until 
more is known of the course of decline in the rate of 
Tecovery average values can be used for comparing the 
results after different types of lesion. The rate per day 
in the radial nerve after suture was found to be 1-6 mm. 
as the average of 6 cases, with variations between 1-0 
and 2-4 mm. In. 10 cases of “‘ spontaneous ”’ recovery. 
(axonotmesis) the average rate was 1-5 and the limits 0-7 
and 2-1 mm. per day. The rate of recovery in 14 cases 
of suture of radial nerve described by Stopford * can be 
calculated in the same way, and proves to be only 0-6 
with extremes of 0-4 and 0-7 mm. per day. The reason 
for the strikingly faster rate in the recent cases remains 
obscure. -The possibility of making such comparisons 
shows the value of the method. It is to be hoped that 
with the careful following of cases now being undertaken 
at the various nerve injury centres stil] more exact 
estimates and further information about the variables 
which affect the rate of nervous regeneration will be 
obtained. This should help considerably in the diagnosis, 
_ prognosis and management of these cases in which the 
long delay before recovery is such a difficult feature. 


‘FEEDING THE EAST AFRICAN FORCE 


Tue Africans serving in the campaign which restored 
Abyssinia to the Abyssinians were drawn from nearly 
200 tribes. In a single round at the large base hospital 

for African soldiers at Nairobi it was possible to see men 
from Nigeria, the Gold Coast and other colonies on the 
West Coast, black and coloured men from all parts of 
South Africa, and tribesmen from the Rhodesias, Nyasa- 
land, Kenya, Uganda and Tanganyika; Somalis and 
occasionally Abyssinians. Most of these people had their 
own dietetic preferences and different methods of pre- 
paring their food, and the difficulties of catering for such 
a heterogeneous collection of people seemed almost 
insuperable in hospital. On active service conditions 
. were naturally different, and every race, with the sole 
exception of the Somalis, accepted the common Army 
ration. This remarkable breakdown of the innate con- 
servatism of the African in the matter of food—a con- 
servatism which. is held to be responsible for much of the 
malnutrition in Africa—should, as Farnworth Anderson * 
points out, have a considerable influence when these 
thousands of men return home. A former director of 
Army Medical Services in East Africa reported that the 
low incidence of disease in the troops was largely due to 
the fact that the supply of food had been on the whole 
well maintained. During the first year the deaths from 
sickness in the African troops stood at the remarkably low 
rate of 3-4 per 1000 per annum. Anderson records that 


the average admission-rate to hospital for food-deficiency - 


diseases between June, 1940, and the end of 1942 was only 
0-72 per 1000 per annum. Deficiencies of vegetables 


and fruit were overcome to some extent by the issue of, 


ascorbic acid tablets importéd from home. These 
were later replaced by sweet capsicum or paprika, 
sprouted pulses and native beer, and by dehydrated 
vegetables produced at Keruguya in Kenya. Large 
quantities of these dehydrated vegetables were later sent 
to the Middle East. Patients with vitamm-A deficiency 
were given ghee and red palm oil. Calcium was supplied 
where required by the addition of bone-meal or precipi- 
tated chalk to the cereals. A local outbreak of beri-beri 
from unpolished -rice used by the Somali was rapidly 
controlled by the issue of a millet sorghum. While 
giving due credit to Brigadier Orenstein and his col- 


3. cumang Gue maon; L., Medawar, P. B. and Young, J. Z. 
nann, iy 1942, 19, 14. 
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leagues in the medical department for these satisfactory 
results, high praise must also go to the supply and trans- 
port services, working over lines of communication 
often 2000 miles long, and using roads which in many 


parts were almost impassable. 


CHEST TROUBLES AFTER HERNIA OPERATIONS 

THE chief bugbear of the anesthetist is still post- 
anæsthetie trouble in the respiratory tract. The 
development of such trouble is probably determined 
much more by the site of the operation than by the 
anesthetic agents or lack of skill in their employment. 
At the Royal Society of Medicine on Nov. 6, Squadrons 
Leader B. G. B. Lucas gave figures showing the preva- 


lence of chest complications after operations for hernia 


on men in the RAF. Every operation which damages 
the abdominal wall is liable to be followed by such 
complications, because the pain caused at the site of 
the wound by a cough induces the patient to avoid 
coughing and deep breathing. The diaphragm, too, is 
often inhibited on the damaged side. Secretions 
collecting in the air-passages are thus not dislodged. | 
The ensuing complications may take the form of lobular 
atelectasis, sometimes of lobar atelectasis—which is 
of greater import—and sometimes of frank bronchitis. 
Many of the patients simply had coughs after operation 
with no physical signs or rise of temperature. In most 
patients trouble was slight and over in a few days, 
but in the worst series 14% of the patients had severe 
trouble. A great variety of anesthetic methods were 
tried in order to see whether the anesthetic could be 
incriminated. The number of patients with subsequent 
chest trouble remained about the same, whether regional 
analgesia with or without chloral, ‘Pentothal’ alone 
or pentothal with gas and oxygen, or gas and oxygen 
and ether was employed. It is noteworthy that a 
large number of patients had a cough before operation, 
generally attributable to smoking. One speaker at 
the meeting brought forward evidence that smokers 
suffered much more often than non-smokers from 
respiratory trouble after operation. The most effective 
treatment, according to a consensus of opinion at the 
meeting, is to be found in breathing exercises begun 
before operation and carried out systematically for 
some days afterwards. Being mechanical in origin the 
condition. can be prevented mechanically. 


THE COPLEY MED ALL IST 

THERE is a paradox about the first breath as there is 
about the maiden voyage of a steamship. Behind the 
initiation of the vessel’s functional life is a background 
of trial trips, assemblage of parts, fitting of machinery 
and all that. Sir JosEPE BARcROFT has shown that the 
movements responsible for the first breath have a history 
that can be traced back to the very first efforts of which 
the foetus was capable. The captain and the accoucheur 
have been too deeply engrossed in the safety of their 
precious charge to observe and experiment. The 
Copley medal has been won by the physiologist who has 
within a period of five _years filled an age-long gap in 
our knowledge of the act of birth. The achievement 
was not simply a flash of insight but the sequel of life-long 
inquiry—here, there and everywhere—into the mechanics 
of respiration, and conveyed with the inimitable descrip- 
tive faculty of one fortunate to draw his own first breath 
in co. Down. 


j When a man is taken to à certain hospital in the 
East End of London with a broken leg the hospital telephones 
to his employer saying that he will be fit for work in such and 
such a time, and asks if his place will be kept open for him. 
The employer says ‘Yes’ and the man is told at once. 
His mind is at peace, and since this has been done there have 
been nó cases of traumatic neurasthenia at this hospital.“ 
Lord Moray, in a letter to the Times of Nov. 3. 
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“THE, PHY SIOLOGICAL ANATOMY OF 
HEALTH. CENTRES 


So far, relatively little thought bas been given to the 
design of health centres. In hospital planning structure 
must of course be determined by function, and the same 
must apply to other buildings used for health purposes. 
The external and internal architectural treatment are 
likely to have some Psychological significance both for 
the public who will have to adapt themselves to the new 
‘conception of group practice, and for the staff of the 
‘centre, whose: work must to some extent be modified by 
the milieu in which it is done. 

. A number of examples of health contres to house 
municipàl health services already exist. Bristol has 
been a pioneer in this respect ; in the last seven years, one 
main and four branch centres have been built; their 
weekly attendance is ‘about 10,000, and the main “centre 
is already too small. Two of the centres at least provide 
radiological facilities available to the general practitioners 
of the city. The Finsbury borough health centre is 
small but' attractive ; an original and popular feature is 
a clinic for ‘foot ailments. Another small municipal 
centre is that of ‘Darwen, opened in N ovember, 1942. 

This centre is situated within easy access of any part of 
the borough, and the premises are well built and suitable 
- for clinical work ; but experience has already shown one 
or two slight defects which may serve as a warning to 
other designers. Public health and sanitary services, 
child welfare, antenatal and postnatal clinics, school 
medical services and such subsidiary services as ortho- 
peedic and school dental clinics, speech therapy, child 
guidance arid diphtheria immunisation are all housed in 
or operated from the centre. 
the public have made fuller use of the health services. 

Proposals for a series of main and subsidiary centres in 
Manchester were described in a recent issue, and an 
impression of one of these main centres may now be added 


(fig. 1 
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These. municipal centres give only limited guidance 5 


when proposals for general practitioner héalth centres 
are considered. An attempt to meet this specific need 
has been provided by the Medical Practitioners Union.? 
It was disappointing to see the factory-like elevation. of 
their proposed building, and the rows of seats in the 
diminutive waiting-rooms reminiscent of the poorer 
type of lock-up surgery: Moreover there is a danger 
that if it is left alone in the field this type of centre 
might be adopted in principle by the Ministry of Health, 
and model plans based on inadequate proposals might 


be issued to local authorities. Much more stimulating 


are the designs of Lionel Pearson, FRIBA. A carefu 
study of Mr..Pearson’s plan (figs. 2 and 3) shows that 
function has determined gtructure at every e ; and 
the resulti is. a building of real charm. 


CHOOSING THE SITE 


The needs are: adequate lines of communication for 

the patients and staff; reasonable quiet; and adequate 
space. 
The patients attending a health centre are going to 
be drawn from an area considerably more extensive 
than that covered by the average doctor's surgery. 
Having decided the area the margin of which cannot 
be absolutely precise since choice of doctor, and hence 
of centre, is to be at the patient’s discretion—it will be 
necessary to study carefully a map showing :— 


1. Density of population, and location of dwellings. 

2. Public transport services (frequency of running should 
be known): 

3. Natural foci of community life such as shopping 
centres, cinemas, schools, public libraries, and municipal 
offices. ` 


Sites having suggested themselves, possibly adjacent 
to or behind shopping centres, it will then be useful to 
check how long it will take residents at a dozen places 
eriphery of the area to reach each site. . 
should near, but set well back from, main roads. 
Medical officers of health might do well to select a few 


1. Lancet, 1943, ii, 490. _ 2. Ibid, 1948, fi, 365. 
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Since it was established 
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possible sites in advance, and discuss them with the 


town planning officers of their authorities, particularly 


N air- raids have done . damage. 


EXTERNAL NEEDS | 


There must be a covered parking place for prams, 


push-chairs, bicycles and ‘invalid chairs, immediately 
adjacent to the main entrance. Since most of the medicak 
staff will probably come and go by car, there should be 
.a covered parking place for the doctors’ cars, wide enough 
to allow any car to leave without displacing the others. 

It is anticipated that at least one assistant doctor will be 
resident at the centre, and he may be called out to visit 
patients in their homes; further, it may be convenient 


for the doctor on night duty to leave his car at the centre; 


so at least’ two lock-up garages should be provided. 
Patients may have to be removed by ambulance, and it 
will avoid gaping sight-seers if .a back approach for 


.. ambulances and ‘lorries is provided. 


An open-air playground will be needed—particulatly 


where children’s clinics are held. A part of this might 
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Fig. 2—Design-for a family health centre by Lionel Pearson, FRIBA. ` 


be roofed in as in Mr. Pearson’ s plan. Finally & garden 
for the resident and other staff would be welcome. 


INTERNAL. NEEDS. 


Since the essence of the centre is preservation of the 
doctor-patient relationship the main entrance should 
be the entrance for everyone. 
ve passed round the side, like W must surely 

e over. 

Mr. Pearson has divided his centre into three sections: 
a central one with the common services, a left-hand 
section containing the general. practice department, = 
a right-hand section for clinics and dentistry. 
principle this seems a sound arrangement. 


On entering, the patient’s first port of call must be the 


registry. Here he would be issued with à card giving 
an appointment number, and the clerk would immediately 
send his records through to the doctor’s consulting- 
room. The circulation in Mr. Pearson’s plan might be 
eased by reversing the position of the clerical registry 
and the X-ray room. The registry should include not 


only a record room, an appointments register, and a 
. typing pool, but also a room for one or more social 


Workers. 

The patient, with card, will now go to the main waiting- 
room. This should- be reasonably large, comfortably 
furnished, ‘and cheerfully decorated. It should have 
a lavatory for each sex adjacent. Each doctor would 
signa] for his next patient by pressing a numbered button 
on his desk, when a soft buzzer would sound in the 


l waiting-room and the number on the patient’s card would 


be-illuminated beneath the doctor’s name. 

It is assumed that doctors will collect and examine 
specimens in their consulting-rooms. The microscopic 
examination of urine in particular should certainly 
not be delegated to anyone else. Blood for tests will also 
be taken in consulting- rooms, though blood-counts and 


other investigation will be done in a common laboratory. 
Each consulting-room should have a weighing machine, 
an X-ray viewing screen, R built-in sphygmomanometer, . - 


a se e 


over the couch, and a good blind far darkening the room 
In the patient's 


. note-file will be a treatment and certificate card, on 


which the dockor will write his prescription, adding his 
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a initials i in columns marked: for the appro- 
priate certificates—a process taking per- 
haps 30 seconds. The patient, having 
been instructed about when to report 

again, will then leave with his treatment 

card and go to the dispensary. While 
medicine is being prepared, he will sib in 
` the waiting-room, and when it is ready he 
Will. take the treatment card to the social 
worker who will issue him with the appro- 
- priate certificates, stamping them with 
the.doctor’s signature. Any special points 
the doctor wishes the social worker to take 
up ‘will also be noted on the treatment 
la cand. which will then be returned to the 
record’ department. All the patients’ 
= notes will be collected at the end of the 
session. All rooms should be linked by an 
internal automatic telephone, : so that, for 

s example, any doctor who wishes to call in 

-. & colleague to see an interesting or difficult 

. case may easily do so. 

U In addition to a small clinical labora- 

' tory, the general-practice section should 

contain two surgeries—one for clean cases 

: and plaster work, and one for infected: 

‘cases — with a surgical waiting - room 

(equipped with simple resuscitation appar- 
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two recovery rooms. 
The section for clinics and dentistry might again well 
` “centre round a large waiting-room—or better two waiting- 


welcome ‘infants also waiting. The clinic waiting-room 


< special accommodation for children, close at hand. The 
' doctors’ examination rooms—there should be at least 

_ two—should open out of. nurses rooms where babies 
can be weighed: and mothers prepared for examination. 
There should be rooms for the" treatment of dirty 
children, and minor ailments; and one or two rooms 


where: domiciliary midwives can keep their records, and 
The dental 
section, might include a special extraction room, a 
. mechanic's room, and a dental nurses room, in addition 


store and sterilise their instruments. 


to the dentists consulting-rooms. 


In the central block, Mr. Pearson includes a ‘large 
decture room, an X-ray. department, and an electrothera- 
It is suggested that. 


peutic and massage department. 


the central block should have three floors. . The first 


should be devoted to common staff-rooms, while the top 
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Fg. 3—Layout elan of the centre shown in fig. 2. Section I: General practieion 
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atus for accidents), a common anzesthetising room, and 


rooms, since those with toothache are hardly likely to 
should have adequate lavatory accommodation, including 
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Fig. 1 Oelen ke for a 5 Kathe centre by G; Noel Hill, FRIBA, G MTP, © taken from a repore on l 
health centres presented to the Manchester Public Health C Committee on more 16, 8 By the 
Medical Officer of Health. . a 


floor should provide two flats for the aaant cnai 
practitioners, and a third flat for a resident caretaker: 


On the first floor there should be a common canteen for 
all the staff—doctors, dentists, nurses, social workers, 
clerks; and technicians—on the cafeteria system, with 
the necessary kitchen and scullery. There should also - be 
a small committee room, a large common smoking- 


sitting room, and a library though this oo Pen com- 


bined with the committee room. = 


ia 
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8 THE COUNTRY ‘DOCTOR 


In rural areas, the ideal plan would be to combine 
the necessary facilities for health work in each village 
with other social service needs, to produce a village 
community centre. The district nurses room, the 
doctor’s surgery—visited,’ say, twice 4 week for. general: 
clinics and once a week for maternity and child welfare 
clinics—and a small dispensary, might open out of a 
waiting-room which. on ‘other occasions became the 
village hall. In addition, under the same roof there 
might be a British Restaurant and school canteen, the 
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village library, a. young people’ 8 88 and a- 
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ers consulting- rooms with cocperating medical services. 


and special departments. Section lil: maternity and child Welſare, school and dental clinics. Fige. 2and 3 e In Architectural Design and Construction . 
1943, 13, 6l, and are reproduced by kind permission of the Editors and Mr. Pearson. aos „ i 
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OUTBREAK OF ACUTE ARSENIOCAL POISONING | 


[Nov. 13, 1943 


MEDICINE AND THE LAW 

Irregularities disclosed at Inquest 
AT a recent inquest held by the coroner for West Kent 
witnesses spoke of two irregularities. The first was that 
a hospital medical officer had issued a death certificate 
stating that the cause of death had been confirmed: by 
a post-mortem examination whereas no such examination 
had yet been made. Answering the coroner, he excused 
himself by pleading that the relatives wanted a certificate 
at once. The second irregularity was that, when the 
. pathologist arrived at the mortuary for the post-mortem 
examination, he found the skull already opened up. 
phot ee no direct evidence to explain how this had 
ap 


pened. The mortuary technician told the coroner - 


that he left the mortuary. unlocked at 9.55 AM; when 


he returned 20 minutes later, the skull cap had been 
removed. He could throw no light on the occurrence ; 
the removal, he said, was clumsily done. | 

The death which the coroner was investigating was the 


result of an operational accident for which nobody: 


blamed the surgeon. A woman entered the hospital 
to undergo an operation for trigeminal neuralgia. A 
local anssthetic was used. The surgeon employed’ a 
lighted retractor. When he was about to sever the 
nerve, a nurse who had patted the patient’s hand to 
reassure her, reported that she felt an electric shock ; 
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OUTBREAK OF A 
_ACUTE ARSENICAL POISONING | 
G. MATTHEW FYFE _ B. W. ANDERSON 
MB ABERD, DPH i MD ST. AND, DPH - 
MEDICAL OFFICER OF HEALTH DEPUTY MEDIOAL OFFICER OF 
FOR FIFE COUNTY ... | HEALTH FOR'FIFE COUNTY | 
ON Jan. 15 and 16, 1943, in St. Andrews, there was an 
outbreak of acute arsenical poisoning following on the 
consumption of sausages and resulting in at least 150 
cases of illness and 2 deaths. f ae 


The sausages were made in a butcher’s shop in three 


batches during the forenoon of Jan. 15. The ingredients 


of each batch were: 10 Ib. meat and fat, 15 Ib. biscuit 


feeling faint, she was told to switch off the current and 


leave the theatre till she recovered, The surgeon could 


hardly pause to ascertain the source of the nurse’s sbock; 


the fact that the retractor bulb had not burned out 
seemed to negative the passage of abnormal current 
down the machine. Suddenly the patient went into an 
epileptic fit ; hemorrhage began and had to be arrested; 
the operation was not completed; the patient was taken 
back ‘to the ward where she died. There was evidence 
at the inquest of previous complaints of the electric 
transformer, surgeons having received: minor shocks. 
The apparatus had been sent away to be overhauled ; the 


trouble on this occasion, according to an electrical 


engineer, was a short circuit. - 

The jury, while absolving the surgeon from all blame, 
criticised the unsatisfactory service of the electrical 
apparatus, the issue of a false death certificate, and the 
lack of supervision at the mortuary. The coroner com- 
mented on the delay in notifying a death at a hospital 
when an inquest seemed necessary. Bereaved relatives, 
‘he observed, were sometimes told at a hospital that no 
inquest or post-mortem examination would take place ; 
the authority of the coroner was thereby usurped. The 
result was that relatives made arrangements with under- 
takers for the funeral and then were greatly distressed 
if the coroner had to intervene. He suggested that he 
should be notified within 12 hours of the death of a 
mental patient and within 24 hours of other deaths which 
required investigation. If this were done, the family’s 
distress to.which he had referred would be avoided. | 


Infectious Disease in England and Wales. 
WEEK ENDED OCT. 30. 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 3623; whooping-cough, 1693; diphtheria, 702; 
paratyphoid, 5; typhoid, 7; measles (excluding 
rubella), 585; pneumonia (primary or influenzal) 576; 
puerperal pyrexia, 196; cerebrospinal fever, 26.; polio- 
myelitis, 18; polio-encephalitis, 1; encephalitis leth- 
argica, 0; dysentery, 248; ophthalmia neonatorum, 
75. No case of cholera, plague or typhus fever was 
notified during the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Oct. 20 was 1978. During the 
revious week the following cases were admitted: scarlet fever, 
06; diphtheria, 53: measles, 11: whooping-cough, 44. 
Deaths.—In 126 great towns there were 2 (0) deaths 
from enteric. fevers, 2 (1) from measles, 1 (1) from scarlet 
fever, 3 (2) from whooping-cough, 21 (1) from diphtheria, 
55 (4) from diarrhoea and enteritis under two years, and 


25 (4) from influenza. The figures in parentheses are. 


those for London itself. B 
Wakefield and Cambridge each reported 1 fatal case of enteric 

fever. Birmingham had 6 deaths from influenza. : There were 8 

fatal cases of diarrhea at Liverpool. — 

The number of stillbirths notified during the week was 

208 (corresponding to a rate of 34 per thousand total 

births), including 20 in London. 


meal, } gill sulphur dioxide preservative, 1 Ib. pork 


seasoning and 10-12 pints water. The duty of preparing, 


the sausages was shared between 3 assistants. ` The meat 
was minced and subsequently mixed with the other 


ingredients in a large galvanised iron bath. The mixture 
was passed through the mincer and more than half was 
_afterwards fed into a sausage-making machine, the 
remainder being retained for sale as sausage meat. 
None of the workers in the shop would admit to any - 


departure from this procedure, addition of -another 


ingredient or to the possibility of interference by another 


person. 
/ COURSE OF ILLNESS i‘ 
The three batches were sold as sausage meat and as 
sausages to the general public and to a students’ hostel. 
Symptoms followed rapidly after consumption. The 
first cases occurred in the students’ hostel where sausages. 


from the third batch were eaten at lunch. Approxi- 


mately 90 men were affected. The illness was fairly 


_ Severe while it lasted but only one man sought medical 


attention. Later in the same day and on the following 
day cases of acute illness occurred throughout the town 


and subsequent investigation showed that only those who 


had eaten this foodstuff were affected. .Those who 


partook of the first batch manufactured reacted more 


severely than those who ate from the second and third 


batches. Medical advice was sought in many cases, 


and the attention of the public health department 
er 133 to the occurrence on the afternoon of 

Most of the patients experienced epigastric discomfort 
within a few minutes of eating the food and most cases 
vomited violently 5-15 minutes later. Some patients 
felt discomfort before they-had finished eating their 
portion and left the remainder uneaten. No one noted 
anything unusual about the taste of the sausages. Dogs 
which were given discarded portions consumed them 
and were sick. Cats declined to eat them but this may 
have been due to the pepper which formed part of the 
seasoning. - 

In some cases the vomiting continued for more than 
8 hours. Diarrhoea developed in most cases some 3-6 
hours after the onset of vomiting, but its séverity was 
much less than that of the vomiting: some cases had no 
diarrhoea. Patients were left in a state of exhaustion 


or collapse, all of them suffering from varying degrees of 


dehydration. The period of illness lasted 


for 3-4 days, in severe cases up to 6 weeks. 


CAsE 1.—A man, aged 52, consumed for breakfast on Jan. 16 
4 sausages containing, it was subsequently found, a. total 
of gr. 45 of white arsenic. He experienced immediate 
abdominal discomfort and pain but did not vomit until two 
hours later. Vomiting was then severe and later was accom- 
panied by diarrhoea. He became collapsed and dehydrated, 
and although towards evening his condition improved, he 
relapsed and died in the early hours of Jan. 17, some 17 hours 
after eating the sausages. He was obese and not. in the 
best physical condition. i e 


CasE 2.—A woman, aged 48, ate for breakfast on Jan. 17 


in mild cases 


3 sausages purchased from the same batch. Halfan hour later 
she began to vomit and continued to do so for 6 hours, for- 


the latter half of which period she also had diarrhoea. She 
became extremely collapsed and showed much evidence of 
dehydration. She died 12 hours after ingestion. 

The main findings on post-mortem examination were iden- 
tical, The stomach was congested, greatly distended with 
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gas and contained fluid. The congestion and distension used was purchased some considerable time ago by some 


continued throughout the length of the duodenum and 
gradually lessened in the course of the jejunum. The ileum 
was not distended but was slightly hyperemic. In the male 
the large intestine was normal in size and in appearance ; 
in the female it was contracted and pale. The mucous 
membrane of the stomach, duodenum and jejunum showed 
acute inflammatory changes. The only other abnormalities 
found were of long standing. In the female there were 
extensive old pleural adhesions and in the male fatty infil- 
tration of the liver, a heavy deposit of fatty tissue on the 
heart wall and one or two small nodules and points of thicken- 


ing on the aortic valve. 


INVESTIGATION | 

Although symptoms pointed more to an irritant poison 
as the cause of the outbreak, specimens of sausage-meat, 
of stomach and bowel contents, and of abdominal organs 
were submitted as a routine for bacteriological exam- 
ination. The bacteriologist’s report showed that while 
afew staphylococci were present in the sausage-meat, they 
were i cient in number to account for the develop- 
ment of an enterotoxin. 
display in any specimen the presence of any micro- 


organisms of the salmonella or dysentery groups. 


On specimens of sausages and sausage-meat sent for 
chemical examination the analyst reported as follows: 


First batch.—Three samples of sausages analysed contained 


98, 99-4 and 102-4 grains of white arsenic per lb. (The first 


and third of these samples were part of the lots actually 
eaten by the 2 persons who died.) ö 
Second bach. The sausage- meat contained gr. 9-54 per lb. 
Third batch. — The sausages contained gr. 4°16 per Ib. 
The arsenic was present in each sample in the form of 
arsenious oxide (As, O;) and the relative quantities 
indicated that the arsenic was added to the first batch 
only and that successive batches were affected by the 


residues carried over from one making to the next. 


A sample collected. from a fourth batch manufactured 
on the morning of Jan. 16 contained only gr. 7/125 
arsenic per lb. Only one family made purchase from 
vee and consumed the meat with no adverse 
e : í 

Assuming this method of introduction to be correct, 
since the weight of a batch of sauságe-meat was 
between 35 and 40 lb. approximately one-half pound of 
pure white arsenic had been added to the first batch of 
sausage-meat. The first batch was sold to the generał 


public and, as has been stated, the cases of illness so 


produced were much more severe than those in the 
students’ hostel to which parts of the second and third 
batches had been sent, or among 3 of the shop employees 
who also partook of the later batches. 

Arsenious oxide was found present in the stomach and 
bowel contents and in the abdominal viscera of the 2 fatal 
cases in quantities sufficient to cause death. 

Chemical analysis was made of all the materials used 

in the making of the sausages—seasoning, preservative, 
biscuit meal, salt and skins, and also of the contents of 
all packages, tins, bottles, bags, &c., found in the shop. 
No trace of arsenic was found in any. Examination. of 
dust from the pockets of the workers gave negative 
results. The butcher-meat from which the sausage-meat 
was made was cut from a large portion of a carcase 
which was otherwise consumed by the public without 
injurious effect. 
On April 27—101 days after consumption of sausage- 
meat—specimens of urine, fæces and hair were obtained 
from 2 men who had been ill. These were sent for 
analysis. The specimens of feces contained 0:2 and 
0-5 parts AsO, per million 5 while the urine 
contained 0:05 and 0-15 parts per million. No arsenic 
was present in the hair. Neither of the two men had 
in the interval been taking any preparation contaihing 
arsenic. 

After it had been established that the cause of the 
outbreak was not of bacterial origin, investigation was 
continued by the police but no evidence was found as 
to how the arsenic was added to the sausage-meat, or 
as to its source. All local purchases of arsenic from 
chemist shops and other premises were checked. Sales 
by wholesalers over a wide area were investigated. 
‘Stocks in local laboratories were found to be intact. 
It is to be presumed, therefore, that the white arsenic 
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person unknown. 
DISCUSSION 


The fact that the arsenic was present as pure arsenious 
oxide probably excludes purchase from sellers of poisons 
listed in part II of the poisons list (Poisons List Con- 
firmation Order, 1935). If the arsenic was purchased, 
it is more likely to have been bought from a retail or 
wholesale chemist or obtained from a manufacturing firm. 
The poisons rules are so framed that a private person can 
purchase white arsenic only if : | 


(a) he is known to the seller as a person to whom this 
poison may properly be sold or is certified.in writing 


- by a responsible person known to the seller to be a2 


person to whom the poison may properly be sold ; and 
(6) he signs the poisons register and indicates the purpose 
for which the poison is to be used. 


An improper sale under such conditions can hardly be 
envisaged in these days. 
arsenical compounds (and these include the oxides) is 
prohibited if these are intended for use in agriculture or 


Cultural examination failed to horticulture, for the destruction of bacteria, fungi, insects, 


vermin or weeds, unless there has been added a dye of 
distinctive colour and soluble in water (Poisons Colouring 
Rule, 1936). These provisions restrict the sale of white 


arsenic, but a great responsibility rests on the seller 


since he has to be satisfied not only as to the person 
receiving the arsénic but as to the purpose for which it 


is to be used. 7 


Although none of the chemists’ shops visited held 
larger quantities of arsenious oxide than 2 oz., investi- 
gation did reveal an alarming fact—namely, that a 
rat-catcher, living in an adjacent county, had purchased no 
less than 80 lb. of pure arsenic in the course of the last 
2 years. This arsenic was bought in 10 lb. lots from a 
retail chemist and it was not coloured. 

Again, while the rules concerning the retail sale of 
arsenic are reasonably strict, they do not apply to whole- 
sale dealings or to the sale by wholesalers or manufacturers 
to persons who regularly use arsenic in the manufacture 
of other articles. If white arsenic be required for the 
purpose of a trade, business or profession, an order 
has to be signed specifying inter alia the purpose for 
which the arsenic is required, and here again the seller 
has to be “ reasonably satisfied as to the propriety of 
the proposed purchase. | : 

There is, therefore, an unexpected number of persons 

who can purchase, or who have access to, white arsenic. 
Furthermore, while the rules governing storage apply to 
types of containers, transport and storage in retail shops 
and institutions, they do not apply to storage after 
purchase so that there is always the possibility of arsenic 
getting into the hands of unauthorised persons. As an 
example, one might instance the ease with which arsenic 
could be removed from a laboratory. If it is not practi- 
cable to strengthen the Act governing the sale of poisons, 
all buyers should be seriously warned that arsenic should 
be used only for the purpose declared at the time of buying 
and they should be obliged so to store the poison that 
there is no possibility of it being used in error for some 
other purpose or of it falling into the hands of any person 
unauthorised ‘to possess it. At the same time, steps 
should be taken specially to stress the great responsibility 
which rests with persons selling arsenical compounds to 
see that they get into the hands only of persons who have 
a proper use for them. 

SUMMARY: 

An outbreak of acute arsenical poisoning due to 
consumption of contaminated sausage-meat is described, 
involving at least 150 cases of illness and 2 deaths. 

Arsenjous oxide in pure form was recovered from the 
sausage-meat in amounts ranging from gr. 7/125 to 
gr. 102-4 per lb. 

The source of the arsenic was not traced. 

Traces of arsenic were still present in the feces and 
urine of patients 101 days ofter consumption. 

It is suggested that steps be taken to provide further 
safeguards in the sale and storage of arsenic. 


RoYAL Mepico-PsycHoLoaicaL AssOCIATION.—At 10. 30 
AM on Wednesday, Nov. 24, at 1, Wimpole Street, W.1, there is 
to be a discussion on postwar psychiatry, continued at 2 PM. 


— 


Further, the sale of certain, 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


SouE enterprising publisher might do much good, 


though he wouldn't make much money, by producing a 
‘hospital phrase-book. In our medical ward at the 
moment is a wretched Italian prisoner with some obscure 
kind of jaundice which makes him feel very ill and needs 
a lot of investigating. He can speak no English and 
none of the medical or nursing staff has a word of Italian. 
The difficulties involved in his treatment, and particularly 
in his nursing, can well be imagined. There must be 
many foreigners with no more than a rudimentary know-. 
ledge of English in British hospitals here and abroad just 
now, and our responsibilities in this direction are likely 
to get steadily heavier. What is needed is either a 
single phrase-book covering the likely languages 
French, German, Italian, and perhaps some central 


European and Scandinavian .tongues—or a series of 


phrase-books covering one language each. The phrases 
would include the essential questions which the doctor 
or nurse may want to ask, and the explanations of treat- 
ment or routine they may have to make; and, from the 
patient’s point of view, symptoms, likely requests and 
so on. A committee including an experienced ward 
sister or two could without much trouble draw up a 
list of phrases which would be an immense help though 
it could not cover every eventuality. ` 

` w * * ns 

Dear opponents-of-nursery-schools, have you ever 
watched a mother entertaining her little one on board a 
Clyde steamer? This is how it goes:— — 

“ Maw, what kind o' a ship is this? 

Sit doon an’ haud yer wheesht.” (pause) 

% Maw,” as he points to the lovely range of Arran peaks, 
| “ what hills is these? 

A dinna ken; sit still.“ (interval) 

_ “Maw, what's a submarine like? 

Here's a sweetie, an’ shut up.” (long pause) 

“ O, maw, come an’ see this big ship.” 

Come aff they railings or III skelp yer backside.” 

This apparent severity is not really vicious; it is 
simply due to lack of aning. Many of these mothers 
have no stories to tell to children and are devoid-of any 
means of interesting them. In consequence they divide 
their time between useless scolding and an equally sense- 
less coddling. The child of thìs type is generally master 
of the household and he knows it. His whims determine 
the food that is eaten and rejected and the whole family 
revolves round him. The serious question is, how do 
these half-pampered, half-bullied children look when 
they are grown up ? 

. I can’t pretend to give a studied answer; but my 
friend M was in a crowded train near Stirling the other 
day when two women holding babies had to stand 
beside him in the compartment while a boy of sixteen 
or sd sprawled across a corner seat in luxurious ease, 
smoking a cigarette and reading a book entitled The Boy 
Racketeer. Perhaps the clue lies there. The girls are 
much the same : in my hospital we often get probationers 
who on their own confession have never 5 a bed or a 
semolina pudding. O, mother always did that!” 
Then I am moved to think of Weir of Hermiston, who 
knew something of the world: Gie me a lassie that 
can plain boil a potato, and I don’t care if she be a whure 
off the streets.” 


* x% * 


This morning one of my patients knocked the conceit 


out of me in no uncertain manner. He was an elderly 
man from whom I had removed a gangrenous appendix 
four days previously, and he had made an uneventful 
recovery. I've made a wonderful recovery, haven't 
I, doctor ? ” was his sighting shot, to which I readily 
agreed. Then, In fact I’ve recovered far more rapidly 
than you at first anticipated.” It was obviously up to 
me to fall in with this perfectly true suggestion but his 
face lit up as he saw my guard lowered and my chin 
exposed for his knockout. 
my little secret. As soon as my doctor told me that I 
had to have an operation and that you were coming to 
do it I realised that my condition was pretty desperate. 
I sent immediately a cable to an old friend, a faith 
healer, now in Hobart, Tasmania, telling him of my 


J can now let you into 


plight. He replied at once ‘I am treating you. Don’t 


worry.’ Surely your admission that F got on more 


quickly than you expected: proves that my friend’s 
I did my best by- 
-murmuring humbly, ‘‘ All the same I did remove your 
appendix.“ 


treatment has been successful.“ 


Quick as lightning he came back at me, 
“ Yes, but my friend was there in spirit to aid your 
decisions and to guide your hand.” What more was 


there to say? I took the count. 


: l RB * x bes eg ie, lke, 

Qne of your correspondent’s notes about illegible 
prescriptions started a conversation. about some other 
vagaries of prescribers. One of the circle told us he 


made a hobby of collecting unusual and curious presen: 


B Antim. pot. tart. BP.. 0083% wiv 
Ammon. acet. 8 0 
Tinct. opii BP 234% viv 
Acid benzoic. .. 0 234% 
Camphor > 0140% 
Ol. anisi 0140% 
Ethyl nitrite 1270 
Spt. vini rect 3-78% 
0 ; ‘3 3:125% 
Trichloromethane 125% 
Tinct. senege .. 83 561% 
Aqua ad. % 


Mitte 20 oz. 7 g 


“Were I a pharmacist faced with this,“ he said, “I 


would feel like beating my head against the wall. And 
if it appeared as a NHI script for which I was to receive 
5d. as dispensing fee, my blood-pressure would rise 
dangerously.” There was general agreement; but another 
pointed out it had all the appearance of being some 
proprietary which the doctor did not wish to prescribe 
by name, and knew the pharmacist would recognise ; 


and so long as the pharmacist knew what it was he. 


could dispense the ready-made mixture. -Still if he 
didn’t know it heaven help him! But why on earth,” 
I asked, didn't the doctor prescribe the proprietary 


cough-stuff by name? He couldn't have thought he wasn’t 


allowed to; or could he??? 


* * * : 

An end to all this arrant nonsense about the glorious 
liberties of medicine as it is practised at the moment! 
The would-be consultant now has to stoop to all. sorts of 
intellectually humiliating devices such as coaching (the 
prostitution of intelligence), performing hack work for 
coaching colleges,” or lecturing on anatomy or physio- 
logy at nights in obscure suburban technical colleges. 
In the intervals of such work he devils as no young 
barrister would ever be expected to in various hospitals, 
doing the greater part of the work of the hospital without 
any emolument in order that the honoraries may spend 
more of their time trying to collect the wherewithal to 
pay for the absurd standard of living set up by Harley 


Street,” and the hospital can pretend to pay its way. 


How can we expect young men trained in such a school 
to have any respect for the Hippocratic ideals? How 
could state medicine ever produce conditions more 
inimical to the mental and moral development of the so- 
called leaders of the profession ? In general practice the 
same outlook prevails—what member of the profession 
is honestly. capable of dealing with a waiting-roomful 
of 40 patients in two hours ? Even the-most experienced 
of consultants find that 4 hour is the minimum time. in 
which he can cope with one patient. How can the 
GP, who has been up all night. attending one or more 
confinements, possibly do justice to a full day’s pro- 
gramme next day ? 


I am no advocate of state medicine, but honesty © 


compels me to wonder whether an efficiently run state 
system of medicine could possibly be worse than the 
present one. P ý re | 


The changing of the Guard at Buckingham Palace 
seems less impressive than it used to. be, partly, no 
doubt, because one has grown more critical with the years 


and partly because khaki (especially battle-dress) has . 


less esthetic appeal than full-dress. The slow marching, 
however, is still almost up to\Tattoo standard and the 
dressing and steadiness on parade leave nothing to be 
desired. I was a little shocked the other day to notice 
a corporal carrying his rifle at the slope with a downward 
slant of his forearm. That would never have done for 
my old chief, the Duke of Wellington. -Or do I mean 
Earl Haig? It is hard to remember, it was all so long ago. 
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Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


AT the end of the first world war the chief problem 
was one of employment; at the end of this war the main 
problem, and this time a world problem, will be food. 
The debate on the Indian food situation, the famine in 
Bengal and near famine in other provinces, threw a grey 
light on this problem which reveals no place for optimism. 
The debate was opened by Mr. Pethick-Lawrence, who 
firmly fixed the responsibility for major decisions on the 


House of Commons. We are all Members for India, 


he said; the main cause of the famine is that there 
are large numbers of people in certain provinces in India 
who have not the purchasing power to enable them to 
buy such food grain as will keep them alive.“ Prices 
have risen steeply, the general index about 300%, the 
price of consumer goods such as cotton and kerosene which 
the peasant wants to buy by some 400-500%, of food 
grains by about 500-700%, and of certain commodities 
by as much as 900%. This is grave inflation, and Mr. 
Pethick-Lawrence said there was no mystery as to what 
had caused it.. It is the spending of huge sums in 
India by the Government of India and by the British 


Government and the printing of paper money in order to 


pay wages and the rise in the costs of production without 
drawing off purchasing power from individuals in taxes, 
in genuine loans and in other ways.” He went on to 
speak of the ineffective efforts of the Government of 
India to control prices and said that you cannot control 
prices unless you prevent inflation. To which . you must 
add rationing and possibly subsidies for food production 
as in this country. At the 1943 harvest there was an 
actual shortage of grain crops and there had also been an 
actual export of food grains from India which must be 
stopped. 

The Secretary of State for India rose at once after 
Mr. Pethick-Lawrence sat down and said of his speech, 
“ I do not think I differed from him on a single point“ of 
bis analysis of the situation. But, Mr. Amery added, 
the problem is one of even wider dimensions. Lord 
Woolton had warned us that we are running into a 
world shortage of food. Mr. Wallace, vice-president of 
the United States, had said that food will be the dominat- 


ing problem of 1944. The output [of food], said the- 


Secretary of State, will not begin to meet the over- 
_whelming demand for 1945, and the proper organisation 
to meet the coming world food crisis beforehand is a 
question of life and death for millions.“ 

The most damaging criticism of the Government’s 
attitude came from Sir George Schuster, who was formerly 
finance member of the Viceroy’s Council in India and 
whose recent book on India is accepted as an objective 
and authoritative discussion of today’s problems in 
that sub-continent. In general, Sir George agreed with 
Mr. Pethick-Lawrence and Mr. Amery as to diagnosis but 


stressed that on his reading of the matter the two main 


contributofy factors to the trouble have been, first, the 
meekness and vacillation of the Government of India, and 


secondly their total failure to devise and apply a sound 


financial policy.” On the two crucial points in the story, 
how to handle food problems and financjal policy, Mr. 
Amery and the India Office in London should have been 
able to give more advice and guidance to the Government 
of India, and the responsibility which rests in London 
has not been fully discharged.” This brought Sir 
George to the final stage in the ascending steps of 


responsibility, the House of Commons, for, as he pointed 


out, it is expressly laid down in the 1935 Act that it is 
Parliament ‘‘ upon whom responsibility lies for the 
welfare and advancement of the Indian people.” Sir 
John Anderson, now Chancellor of the Exchequer and 
a former governor of Bengal, replied to the debate (or 


rather buffered it) but said that he believed we had 


reached the peak of inflation—which may or may not 
be over optimistic. 

But this Indian situation, grave in itself as affecting 
390 millions of people, is only an example of conditions 
much more widespread in the world than our own 

ded, ordered and controlled war-time lives. 
utside Great Britain, the Dominions and the Colonies 


there are vast areas of inflation and food shortage. What. 


the conditions will be in Europe when Hitler is finally 
defeated is difficult to prognosticate. What is certain 
is that hunger and disease will present. governments, 


and especially the health ministries and the medical 
profession, with a greater task than any they have 
hitherto been asked to undertake. ` Sie ag | 


QUESTION TIME 
Domestic Staff for Hospitals 


Mr. Ernest BEVIN, Minister of Labour, in a statement made 
in the House of Commons on Nov. 4, said he had been giving 
careful consideration to the proper organisation and supply 
of domestic staff in time of war to institutions caring for the 
sick, the aged and infirm and young children, the school meals 
service, and similar organisations. He found that there was a 
lack in a great part of this field of any recognised rates of pay 


or conditions without which effective action on a large scale 


was extremely difficult. He therefore appointed at the end 
of July a committee, under the chairmanship of Sir Hector 
Hetherington, to advise him as to the rates of pay and other 
conditions of employment. The report of that committee had 
been received. He proposed to accept -its recommendations 


on the clear understanding that the charges or deductions for 
meals should be a matter for arrangement between the 
employing body and the employees or their representatives, 


subject to the provision thav the charges or deductions for full 
and adequate meals should in no case exceed those specified in 
the report and that working clothing, where required, would 
be regarded as a charge on the employing body. For the first 
time he wouldghave a firm basis on which to work, and where 
these conditiofs were fulfilled he would deal with recruitment 


to this work in exactly the same way as to any other form 


of important national service, whether in industry or the 
Services, according to the priority allotted to it and including 
the use, as necessary, of his powers under Defence Regulations. 

He did not propose to rest content with promulgating rates 
and conditions for adoption by individual institutions. It was 
his aim that this service should be placed in the general estima- 
tion on a footing with any other industry and that it should 
offer suitable training, prospects of advancement, and proper 
welfare arrangements. He was, 1 appointing a small 
standing committee to advise him as to the further steps which 
should be taken from time to time in these and kindred matters, 
and so far as welfare was concerned, he intended to ask the 
Factory and Welfare Advisory Board to extend their scope 
and their membership to include welfare for domestic workers 
in institutions. He was also arranging that the welfare staff 
of his department, both at headquarters and in the regions, 
should include the welfare of these workers within their scope. 
Special courses of training for hospital cooks were already 
available, and he would seek the advice of the advisory com- 
mittee as to the directions in which these could be extended. 
The further problem with which he was at present concerned 


‘related to the private household which was suffering undue 


hardship owing to sickness, childbirth, or other emergency. 
Plans for dealing with such cases were under consideration, 


University Grants Committee , 


Mr. EpMUND Harvey asked the Chancellor of the Exche- 
quer how often the University Grants Committee had met 
during the last six months; and whether, in view of the 
urgency of the equipment of the universities to deal with the 
postwar situation, steps were being taken by the committee 
to formulate appropriate plans.—Sir J. ANDERSON replied : 
The reconstitution of the committee has been under con- 
sideration for some time and I hope shortly to announce the 
appointment to the committtee of a number of new members. 
Pending its reconstitution, meetings of the committee have 
not recently been held. The universities themselves have been 
studying the various problems which will face them after the 
war. The committee of vice-chancellors and principals have 
asked the University Grants Committee to undertake a review 
of these problems in order to form a considered estimate of the 
need for increased assistance from the Exchequer. This re- 
quest will have to be considered as a matter of urgency by the 
reconstituted committee; meantime, the universities are 
being asked to formulate their postwar needs so far as they 
can be estimated in present circumstances, 


Tuberculosis Allowances 


Dr. E. SUMMERSKILI asked the Minister of Health whether 
he was satisfied that the allowances given to patients suffering 
from tuberculosis were adequate.—Mr. E. Brown replied : 
The scales on which tuberculosis authorities are being reim- 


af 
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“bursed by the Exchequer i in paying maintenance allowances 
to tuberculosis patients are in my opinion adequate for the 
purpose in view.—Dr. SUMMERSKILL: Is not the Minister 
aware that the object of these allowances was to relieve the 

anxiety of the patients and to encourage them to undergo 
treatment, and that in view of the fact that the amount of the 
allowances in some areas is little different from the public- 
assistance rate, this purpose is not achieved ?—Mr. Brown: 

The primary purpose is to make it easier for persons suffering 
from pulmonary tuberculosis to receive treatment without 
deterrent anxiety. I believe that there is a widespread wel- 
come for this development. 

_ Mr. F. MESSER: Is the Minister aware that in point of fact 
some of the categories in the memorandum are actually 
receiving less than the public-assistance scale ?—Mr. BROWN : 

.The memorandum gives full information on the whole subject. 
Dr. SUMMERSKILL asked the Minister why he was granting 
allowances to patients suffering from acute tuberculosis and 
withholding them from chronic and incurable cases.—Mr. 
Brown replied: I would refer to the reply given on Oct. 28. 

- Dr. SUMMERSKILL: Is the Minister aware that the treatment 

of the tuberculous in this respect is the most inhuman that 
can be devised, because the patient who is refused an allow- 
ance knows therefore that he is incurable ?—Mr. Brown: I do 
not agree with that. Tho problem put to me was an industrial 

. one. I asked the Medical Research Council to set up a com- 
mittee, which they did, under Lord Dawson. I got their re- 
port, and allowances were settled for the first time and we got 
100% grant from the Exchqeuer on a war basis. The larger 
problem falls to be considered with the whole question of 
dependants’ allowances for-sick persons. 

Mr. H. MoNet asked the Secretary of State for Scotland 
how many applications from tuberculous patients for treat- 
ment or dependants’ allowances had been refused since the 
‘inception of the scheme on the grounds that the applicants 
were not suffering from acute pulmonary tuberculosis or were 
‘unlikely to be fit for work within an ascertainable period.— 
Mr. T. Jonnston: Returns from all Scottish local authorities 
except two show that at Oct. 15, as compared with 1503 
applications granted, 594 had been N on the grounds 
stated in the question. 


Miniature Radiography in Scotland 


Miniature radiography sets have been allocated to the 
corporations of Glasgow and Edinburgh and to the county 
council of Lanark. The Glasgow set has been delivered 
and the corporation are now arranging for the appointment 
and training of the team which will operate it. 
of supply are however delaying deliveries of the other sets. 
(Mr. Johnston replying to Mr. McNeil.) 


Mass Radiography Apparatus for Russia 


- Iu reply to a question Mr. Brown said: An offer recently 
made on behalf of the Government to present to the Soviet 
government two of the mass radiography units now being 
‘manufactured in this country has been accepted. They are 
to be sent to Russia almost immediately, and I learn from the 
Soviet Ambassador that one is to go to Stalingrad and the 


other to Leningrad. Though our present resources of these 
machines are limited, I feel certain that the people of this 


country will wholeheartedly approve the sending of two of 
them for the benefit of the heroic people of Leningrad and 
Stalingrad. 


Staff Pay in Scottish Voluntary Hospitals 


Mr. MoNxTL asked the Secretary of State for Scotland if all 
Scottish voluntary hospitals were paying their staffs the in- 
creased scales recommended by the Taylor Committee.— 
Mr. JOHNSTON replied: I am informed by the Scottish branch 
of the British Hospitals Association that 77 of the 120 volun- 
tary hospitals in Scotland have decided to adopt the Taylor 
scales. Information with regard to the remaining 43 hospitals 
is not yet available, ` 


Medical Treatment of Prisoners of War 


Mr. R. W. SORENSEN asked the Secretary of State for War 
the number of prisoners of war, recently returned from Ger- 
many, who received surgical attention in Germany as the 
result of wounds received during the war; how many were 
fitted with artificial limbs by the German authorities ; and 
whether he had received a Report respecting the general 
surgical and medical treatment our soldiers received.—Sir 
JAMES GRIGG replied: Very few of these men were fitted with 
artificial limbs by the German authorities. Most of them had 
- reasonably effective appliances improvised in camp workshops. 
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In general there were few complaints from the prisoners about 
medical treatment, much of which was, however, carried out 
by British medical personnel. 2 


Paper Supply for Scientific Books 


Mr. Harvey asked the Minister of Production whether, in 
view of the need for an increase in the supply.of paper for 
books and especially for books of an educational and scientific 
character, he had now been able to make a larger allotment of 
paper for this purpose.—Mr. O. LYTTELTON replied: I have 
authorised an increase of 2}% of prewar consumption in the 
allocation to each publisher, and an addition to the reserve to 
meet special needs. As in the case of newspapers and periodi- 
cals, I shall expect the publishers to give special attention to 
the needs of the Services, 


Health Conditions in Freetown 


Major A. M. Lyons asked the Secretary of State for the 
Colonies whether he had had an opportunity of personally 
inquiring into the responsibility for the deplorable conditions 
of health, lack of fresh water, bad drainage and housing at 
Freetown ; and whether he could give the House an assurance 
that he was satisfied that improvement had been effected and 
would be sustained until these serious shortcomings had been 
completely: rectified.—Colonel O. STANLEY replied : The pre- 
sent unsatisfactory conditions at Freetown are primarily due 


to the enormous strain suddenly thrown upon the administra- 


tion of Sierra Leone by the exigencies of war and the conse- ~ 


quent great increase in its population. I am satisfied that the 
administration is doing its best to improve conditions as 
quickly as possible, but its efforts are very seriously hampered 
by acute shortage of skilled personnel and of essential 
materials, adequate supplies of which cannot be. expected to 
be available for a long time to come. 

Major Lyons: Can the Minister say whether the admini- 
stration which allowed this shocking state of affairs has been 


strengthened in any way ?—Colonel STANLEY : I do not think | 


that it is fair vo blame the administration for whatever may 
have been the conditions at the beginning of the war. The 
then existing system had to work under the then income of the 
colony, and. an administration which has had to work under 
those handicaps cannot be blamed for the result. Fortun- 
ately we have now altered that principle and in future the 
House will be able to help where a colony cannot do the 
requisite thing. 


— ee 


DOMESTIC SERVICE IN HOSPITALS 


THE Government have adopted the recommendations of 
the Hetherington committee on the wages and working 
conditions of domestic staff in hospitals. 
other institutions are to attract and retain domestic stafis 
of the quality which they require,” say the committee, 
“ every effort should be made to provide suitable conditions 
of accommodation and leisure.“ Some 10,000 more domestic 
workers are still needed in hospitals, and it is hoped that 
enough volunteers will now come forward to meet the shortage 
without recourse to the Minister of Labour's powers of 
direction. 

For mental hospitals in England and Wales the committee 
adhere to the agreements made between the Mental Hospitals 
Association and the workers’ union. For all other hospitals 
and institutions, voluntary or municipal, the minimum wage- 
scales for non-resident staff will range from 27s. 6d. a week 
for a maid of 15-16 years, to £3 5s. for cooks; for residents 
from £26 to £100 a year. Presumably a training in dietetics 
will carry a bonus. A 96-hour fortnight is recommended 
for all categories, with no extra pay for Sundays and bank 
holidays but time and a quarter for overtime. After 6 
months service the domestic worker will be entitled to an 
annual week’s holiday with pay, and in case of illness to 
3 weeks’ full and 3 weeks’ half-pay in the first year, 6 weeks’ 
full and 6 weeks’ half-pay in the second year, and 9 weeks’ 
full and 9 weeks’ half-pay in subsequent years, NHI benefit 
being deducted from sick pay. Resident staff will be allowed 
an additional 12s. 6d. a week during holidays and sickness. 
The committee urge the need for efficient canteens for non- 
resident staff and suggest a scale of charges for meals. The 
wage-scales and conditions of service, which are fully set out 


in a white-paper (Cmd. 6481. HMSO. 2d.), must be complied 


with by all hospitals applying to the Ministry of Labour 
for domestic workers. Hospitals will welcome the Minister's 

promise, reported in our Parliamentary columns, to deal 
with recruitment to this work in exactly the same way as to 
any other form of important national service. 


If hospitals and 
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Letters to the Editor 


OUTPATIENTS FIRST 


SR, — We are very glad to see in your leader of 
Oct: 30 reference to the need for improving the out- 
patient services at our large general hospitals. We 
warmly support your suggestion of a hostel and canteen 
for the use of the anxious relative, and for the out- 
patient who is undergoing X-ray or other treatment 
that does not necessitate the use of a fully nursed 
hospital bed. Considerable economy could, as you say, 


be effected. To the important reasons given in your 


leader pointing to the need for improvements, we 
would add the vital need in these days to avoid by 
every possible means the loss of working hours. 

We regret, however, that separate outpatient blocks 
are postulated. Those who have studied this question 
carefully over a long period of years feel that quicker 
and more efficient investigation of the outpatient can 
be effected by close liaison with the medical, nursing 
and social welfare service available for the inpatient, 
than by completely divorcing the outpatient from the 
inpatient. We believe that the continuity in medical 
investigation, in nursing, and in social welfare which 


would be secured by a single service for the inpatient and 


the outpatient—who, after all, are generally the same 
person—is of paramount importance. The separate 
block for outpatients ”’ 
would perpetuate the condition existing in most hospitals 
today, whereby one group of doctors, nurses and almoners 
would deal with the outpatient, and another group with 
the inpatient. 

In the hospital which we have the privilege to serve, 
the latest of the large voluntary hospitals built in this 
country, the following arrangements were deliberately 
planned to give a quick, full and efficient investigation 
to outpatients. | 

The hospital is vertically planned, with good lift 
service. The outpatients and inpatients, according to 
their disability, are accommodated on one floor. For 
instance, on the third floor of the hospital building, 


both medical outpatients and inpatients are dealt with. 


The lift and staircase lobby is the only dividing line 
between the in- and the outpatient. The floor possesses 
for these medical cases, whether in- or outpatient, 
its own almoner and clerks, its own clinical laboratory, 
its own cardiographic unit, and so on. The sister of 
the medical ward attends the outpatient clinics of her 
own physicians. She sees the man as an outpatient 
and knows all about him when subsequently he arrives 
in her ward as an inpatient. A fuller medical service 
is assured, inasmuch as at almost any hour during the 
day there is a physician, registrar, or house-physician 
available on that floor to see any outpatient who may, 
through urgency, come to the outpatient department 
on a day not appointed for the clinic. 

The same arrangements apply to surgical patients, 
and with the specialist departments the advantages are 
even greater, inasmuch as the special equipment, 
special operating theatres, special instruments, &Xc., 
can be used for both inpatient and outpatient. Further- 
more, the nursing staff experienced in eye work, or in 
any specialist branch of medicine, is available for both 
inpatient and outpatient. ' 

One of us, having had 37 years’ experience of hospital 
-administration, would assure you that no economy in 


- expenditure or staff would be secured by divorcing 


inpatients from outpatients. The maintenance of two 
blocks, for each of which a dispensing service, a nursing 
service and a kitchen service has to be provided, would, 
on the face of it, appear to add to cost. The suggestion 
that such outpatient block would require only a 
comparatively small nursing staff to deal with tests and 
dressings,” is misleading and unjustified. 

We have put the result of much thought and careful 
planning to the test of experience at Westminster. 
We invite those interested to study the system at work, 
even in the adverse conditions obtaining after 4 years 
of war and a blitz. 

In conclusion, we would sound a note of warning. 
The existence of a highly organised, efficient outpatient 
service will by no means reduce the demand upon beds, 
as implied in your article. The better the outpatient 


a 


system which you advocates 


department, the greater the demand for beds. That is 


our experience. E. Rock CARLING 
Consulting Surgeon. 
CHARLES M. POWER 
House Governor and Secretary. 


TONSILS AND ANTIBODIES 


SIR. — Your leader shows a welcome spirit of tolerance 
for the pharyngeal lymphoid tissue. All tonsils except 
those of the newborn child contain living micro-organ- 
isms, picked up from food or air or both. Many of 
these organisms die, and to these the child is immune; 
others, to which he is not immune, live and produce 
toxins. From the tonsil these toxins pass to adjacent 
lymph nodes, and thence by efferent lymphatics to the 
tissues, evoking the formation of antibodies. The 
blood-stream carries the antibodies to the tonsil to 
destroy the organisms, the surplus antibodies remain- 
ing in the blood. The tonsil is therefore an inoculation 
organ through which immunity is built up and the 
child enabled to resist the infections current in the 
community in which he lives. Few children, if any, are 
born immune to all food or air-borne infections ; most 
of them have to pass through many such infections be- 
fore healthy adult life is reached. An attack recovered 
from may therefore he regarded as a stepping-stone 
towards increased immunity. The same duties are 
shared by the adenoid mass and the lymphoid follicles 
scattered about the mucous membranes. of the body, 
including the Peyer’s patches (which of course deal 
mainly with food-borne infections). 

The crypts of the tonsil, however, form ideal breeding 
places for organisms, and though no such crypts are 
present in the adenoid mass it contains spaces between 
its folia in which organisms can lodge and multiply. 
Because of their size and structure the tonsils and 


Westminster Hospital, 
S.W. 1 s 


‘adenoids are a more important section of what you 


have called the antibody factory than the smaller 


lymphoid follicles scattered about the mucousmembranes. 


During childhood, then, they have important work to. ` 
do which is interrupted by their removal; and unless 
they are harbouring an organism to which no further 
immunity is possible they should be left where they are. 
Reasons usually given for removal of tonsils are: 
recurrent sore throats; and tonsillar sepsis or enlarge- 
ment. If sore throats are an essential phase in the 
acquirement of immunity, removal for this reason 
cannot be justified. There ‘are different degrees and 
forms of sepsis, but it is impossible to assess these by 
inspection. In the sense that they- all carry micro- 
organisms all tonsils are septic ; but the mere presence 
of organisms does not tell us that the production of 
antibodies has ceased. Large tonsils have been accused 
of hindering breathing and swallowing, but these are 
imaginary dangers. It is quite common to see a per- 
fectly healthy child with very large tonsils, and mere 
bulk does not imply failure in performance. 
Three main reasons given for the removal of adenoids 
are: mouth breathing; recurrent colds; and dis- 
charging ears. The adenoid mass, like the tonsils, 
enlarges when it is inflamed, and in that state might 
block thd airway ; but the condition is temporary, and 
the adenoid mass must rarely be large enough to obstruct 
breathing at other times. At operations on children 
for nasal obstruction it is not uncommon to find the 
adenoid mass quite small; such children, however, 
usually have a mucous or mucopurulent nasal discharge 
coming not from the adenoids but from the sinuses. 
In most of these cases transillumination shows an 
opaque sinus on one side or both. Sinusitis is accom- 
panied by enlarged turbinals and these usually cause 
more obstruction when the child is lying down than 
when he is standing, so that the noise of obstructed - 


breathing is more troublesome at night than in the 


daytime. Nasal obstruction in children, then, is often 
due to recurrent enlargement of the turbinals which 
may in turn be due to an infected ethmoid labyrinth. 
Small doses of potassium iodide (grains 4—3, depending 
on the age of the child) stimulate the mucous glands of 
the nose and drain the sinuses by increasing secretion. 
Like recurrent sore throats, recurrent colds have their 
place in the process by which immunity is acquired; 
so that they do not indicate adenectomy. Removal 
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of adenoids is sometimes successful in reducing or 
stopping aural discharge- in subacute or recurrent 
cases, many of which would have recovered in any case. 
In chronic cases it usually fails. Primary acute otitis, 
on the other hand, often follows removal of adenoids. 
The main function of the tonsil and adenoid mass, 


then, is to pick up organisms from food or. air or both, 


and to grow. those to which an immunity is required. 
Until it is evident clinically that they contain an 


organism to which immunity is impossible, it would 


appear unwise to remove them. 
Liverpool. - P. W. LEATHART. 


, COUNTING LEUCOCYTES 

Sm,—In vieW of the limited supply of standard 
pipettes for counting leucocytes, I have been encouraged 
to publish an alternative method, based on that of 
Strong for counting red cells, which has been found 
satisfactory. : . 

3-mch Wassermann or Kahn tubes are fitted with corks 
(preferably rubber bungs), the latter being numbered in 
indelible pencil on the upper surface. From a clean 1 c. em. 
graduated pipette 0-38 c. em. of dilute (2%) acetic acid, 


- suitably coloured, is accurately measured into each tube 
which is then stored upright. Blood is taken into a 20 o. mm. 
hemoglobin pipette, blown into the acid and the pipette 


washed out. The cork is replaced and the tube, held in the 
right hand, is briefly shaken, with a circular movement, 
against the fingers of the left hand so that fluid does not 
reach the cork. The number of the tube is noted on the 
request form. l 


For the count, after similar but more thorough shaking, a 


sample of the dilution is transferred by means of a capillary 
(or hæmoglobin) pipette to a Neubauer counting chamber. 
The dilution is 1 in 20 and, if the cells in the four corner 


squares, each 1 sq. mm., are counted, the total is multiplied — 


by 50. 
If distilled water and acetone are carried, the pipette 
is readily cleaned and dried, and will serve for a round 


of blood-counts. It is much easier to get an even 


suspension in the tubes than in the bulb of the standard 


-pipette, and safe transport of the specimens is simplified. 


Claybury Emergenoy Hospital, 
- ‘Woodford Green. F. C. O. VALENTINE. 


CONDITIONS OF MEDICAL SERVICE 


Sir,—It was with great interest and still greater 
pleasure that I read in your issue of Oct. 30 the letter 
signed by 238 members of the British Medical Associa- 
tion. Not long ago, I, like others of the younger 
members, felt so disgusted at the policy of the BMA 
that I resigned membership. Working, as I was at 
that time, in a rather remote area, I was unable to 


attend the meetings of the local branch, as to do so 


can afford to 


would have meant nearly a day’s absence from my 
practice. Only senior and well-established practitioners 
take risks of this kind, and unfortunately 
these same persons are not only very often reactionary 
in their outlook, but they have also quite definitely a 
vested interest at stake. These, on the whole, are the 


people who attend BMA meetings and their viewpoint 


ing to see it coming to life at last. 


is reflected in the decisions of the Annual Representa- 
tive Meeting. The more enlightened minority has 
always been more or less inarticulate, and it is encourag- 
It is, I hope, after 
all the little leaven ” that ! will leaven the whole lump.” 
It has always seèmed to me remarkable how little 
concerned a certain section of the profession appear to 
be with the welfare of the community, and how greatly 
concerned over the welfare of the doctor. ` | 
With the present shortage of doctors, which cannot 
be remedied. all at once but which will persist for many 
years yet, surely the only way of meeting fairly the 


ver- increasing demand with a strictly limited supply 


is by organising a salaried medical service for the whole 
country. Before the war doctors, sad to say, often. 
congregated where there was money and not where 
there was need. | 
The same issue of THE LANCET contains another 
letter in very different vein—that of Dr. Thomas 
Nelson. I must take exception to the suggestion that 
the present National Health Insurance capitation fee 
works out at sixpence per visit or consultation—I think 


that is what is inferred in the jibe about state dope.” 


CONDITIONS OF MEDIOAL SERVICE 


. work, or else ‘unnecessary work. I have: known a 


is high time a stop was put to the sentimental- and 
-of competition and the ennobling effects of struggle and 


expense of radiological or pathological investigations, 
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On. this assumption the practitioner. earning £1100 a 
year from his panel would be seeing on the average 
120 insured patients every day! ss 2 

The chief objection to the panel system, or indeed 
to any competitive system, is that the more patients one 
has the less attention one can give them. Payment 
at ‘‘ piece-work rates does not necessarily improve 
matters as it may encourage either hurried imperfect 
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small local friendly society discontinue payment, to 
doctors on a piece-work basis and substitute a capitation 
fee, simply because they discovered that a gréat many 
quite unnecessary visits were being paid. The medical 
profession, unfortunately, is no more honest than the 
rest of mankind. . r 
Finally, does not a full-time salaried state medical 
service get rid once and for all of that dreadful anachron- 
ism whereby the young doctor must needs buy a prac- 
tice before he can, with any hope of security, give his 
services to the community? Most of us have to borrow, 
and have consequently a millstone round our own (and 
our wives’) necks for many years. Those lucky ones, 
who have been fortunately born, start in practice with 
sips handicap. Academic qualifications and prac- 
tical experience should be all that are required in order 
that a man may serve the community to the full. It 
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mischievous nonsense talked about the alleged virtues 


self-denial. i 
Aberdeen. _JoHN H. WILSON. - 
SR, — The first happy days of a doctor's life are those 
spent at hospital as a senior student or as a resident. 
They are happy because his mental powers are devoted, 
without inhibition or ulterior motive, to the arts of 
clinical examination and the diagnosis and treatment 
of disease. Competition may be keen, not only between 
student and student but also between student and 
teaching staff; criticism is freely exchanged over 
successes and failures; but competition and criticism 
are always friendly. ö ö . 5 
Many members of my profession spent happy days 
in active service on land or at sea in the last Great War. 
They had little time to consider the pros and cons of a 
professional Service career; their only anxiety was to 
serve. Neither the Army nor the Navy is devoid of 
regulations, but it is certainly the rarest occurrence for 
either the enjoyment or the efficiency of a doctor’s 
work in these Services to be hindered because he is a 
“ slave of the state.” . 5 N 
In general practice the doctor's environment is pro- 
foundly different. There is little or no friendly discus- 
sion with his colleagues in regard to his own patients ; - 
indeed he is too often justified in his fear lest one of his 
patients should be seen by a colleague. The failures 
of each doctor are pounced upon by another, his suc- 
cesses pass with praises unsung and are cynically attri- 
buted to a divine providence protecting the patient. 
Diagnosis is often influenced by the patient’s desire, 
which has to be considered, while the doctor’s bread- 
and-butter depends on pleasing that patient. Not 
infrequently the diagnosis is determinedly made by the 
patient with the emphatic statement I don’t feel like 
work, I think I want a week’s rest,“ after which state- 
ment clinical examination assumes a secondary import- 
ance and treatment is often not expected. Should 
clinical examination reveal no evidence of disease, the 
week’s sickness would be granted rather than lose the 
patient or (what is more important) the bread-and-butter 
that he represents. It is difficult for the doctor to 
adopt a higher code of behaviour, for it is considered: 
very proper to give the patient the benefit of the doubt. 
Efficient examination is hindered at every turn by the 
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often too expensive for the patient to bear, while the 
personal inconvenience and loss of time in obtaining such 
investigations at a voluntary hospital, under their 
present organisation, deters the patient from such a 
course. is is a criticism of the organisation of such 
hospitals, not of my colleagues, who devote so much of 
their valuable time to their service, | 
Treatment sometimes has to be given when it is 
totally unnecessary, because the power of money gives 
8 
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the private patient the right to demand such treatment, 
while the power of a state contract (which is completely 
one-sided) gives every insured patient an equal right. 
On the other hand, some treatments sadly necessary, 
such as physiotherapy for the most prevalent of all 
diseases in this country—namely, rheumatism—or 
psychotherapy for the ever-growing number of functional 
ailments, are often not instituted, either because the 
patient cannot afford unavoidably expensive private 
treatment or because he cannot get it at a hospital 
without all the vexations of passing through the pre- 


liminaries of the general outpatient department. 


Some of us, though engaged in general medical 
practice, have had a good many years’ experience of 
part-time service in the municipal hospital services, in 
which capacity, if no slave of the state, one is at least 
the servant of a municipality. Here again a doctor 
can live and work in the atmosphere of work for work’s 
sake. He is brought into intimate contact with the 
whole-time salaried medical officers of such hospital, 
the association being as delightful as the associations of 
student days. Indeed the atmosphere is in all respects 
similar, with a complete absence of money values, a 
complete absence of jealousy, inhibitions, and ulterior 
motives. 

It is of course true that in these vast municipal 
services free choice of doctor ” is as meaningless as it 
is for the 18 million or more of the population who rely 
so largely upon the voluntary. hospitals for the diagnosis 
and treatment of most diseases other than mild ailments. 
In oe ‘case does the patient, recommended to a 
hospital, ever make his attendance depend upon this 
choice of a particular member of the hospital’s staff. 

At its worst, could a whole-time state medical service 
be anything but a vast improvement on private medical 
practice at its best? I do not seek publieity and 
therefore must sign myself 


A GENERAL PRACTITIONER. 


DIPHTHERIA IN IMMUNISED CHILDREN 


SR, — In your issue of Oct. 16 (p. 490) you refer to 
the high incidence of diphtheria in immunised children 
in Dublin ; and you state, apparently by way of explana- 
tion, . . . but it should be noted that 35% or more 
of the children immunised in Dublin are estimated to have 
received only a single dose of alum precipitated toxoid.” 

A short time ago I made a detailed study of diphtheria 
statistics in Dublin, the results of which were in part 
published (Irish J. med. Sci. April-May, 1943). During 
the years 1935, 1936 and 1937 children received one 
injection of APT. Before that time they received 
three injections of TAF or TAM, and since then two 
injections of APT, each of 0-56 c. om. Up to the end 
of 1942, 35-1% of the children immunised had received 
only one injection of prophylactic. The extent to 
which children immunised in 1934, when they received 
three injections of TAF, subsequently contracted 
diphtheria may be compared with the extent to which 
those immunised in 1935 and 1936 with one injection 
of APT contracted the disease. Of 9383 children 
immunised in 1934 with TAF, 78 had contracted the 
disease up to the end of 1942, giving an attack-rate of 
8-4 per thousand. Of 30,180 receiving one injection 
of APT in 1935, 219 had contracted the disease up to 
the end of 1942, and of 11,193 receiving one injection 
of APT in 1936, 109 had contracted diphtheria by the 
end of 1942, giving attack-rates of 7-3.and 9-8 per 
thousand respectively. These figures do not suggest 
any difference between the protective effect of one 
injection of APT and that of three injections of TAF. 

I have shown in my paper that there may be no 
difference between. the protective effect of two injections 
of APT and that of one injection. This has been shown 
by comparing the attack-rates in those immunised by 
the two methods for the year of inoculation and two 
subsequent years, allowing a period of three months 
after immunisation to elapse before counting the cases. 
taking into consideration also the age-distribution of 
the immunised and fluctuations in the virulence of the, 
disease. Thus thé fact that so many received only one 
injection of prophylactic does not in itself explain the 


gh incidence of diphtheria in immunised children. Not- 


withstanding the high proportion of children (75% of the 
child population at the end of 1941) who have received 
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immunising injections, thé returns for the present year 
show a higher incidence of diphtheria in Dublin than ever 
before. While evidence in favour of any influence of the 
present prophylactics on the incidence of diphtheria in 
Dublin is open to question, it does appear that the risk 
of a fatal issue is less in those who have been inoculated 
than in those who have not. 


l of Pathology, , AFFNEY j 
School of Pa ol oge Ponty. College 5.0.4 f 


STERILITY AND IMPAIRED FERTILITY 


Sır, — The statement under this heading in your issue 
of Oct. 9 (p. 457) directs attention to the frequency of 
(physiological) sterility and to the need for an extension 
of facilities for its further investigation and treatment. 
With this part of the letter of your sixteen correspondents 
we are in agreement. | 

We do not, however, agree that consideration of all 
available data strongly suggests that the barren and the 
very small family reflect lower fecundity rather than 
excessive unwillingness to reproduce.” We believe that 
a definite pronouncement on these questions cannot be 
made until much more evidence becomes available. 
For example, we require to know the fertility trends in 
the major social groupings and the variation in the size 
of families according to social and economic levels, by 
date of and age at marriage. These are data which can 
only be ascertained. by census inquiries. Meanwhile, 
there is much evidence that a major influence in the crea- 
tion of the modern small family is voluntary réstriction of 


. fertility and that this has had its origin in changed social 


and ecomomic standards. Thus, so long as there is no 


adequate evidence of a difference in the innate fertility ` 


of different groupings it would seem to besafe to assume, 
for example, that the small families of the professional 
classes are due to voluntary restriction. 

From the demographic standpoint, the central question 
at the present time is whether infecundity has increased 
in such a way as to play a part in the decline in fertility. 
At present there is no evidence to show that such an 
increase has played any part at all. There is no reason 
for thinking that fertility is any more affected by this 
cause now than it was 70 years ago, when the birth-rate 
was over 30 per thousand. In the effort to raise fertility, 
undoubtedly everything should be done to help parents 


- who are involuntarily sterile; but the main object of 


policy must remain that of changing the social and 
economic conditions and the attitudes of normally fecund 
parents so as to favour the large rather than the small 
family. 

R. M. Titmy 


A. M. CARR-SAUNDERS. SS. 


D. V. GLASS. JAMES YOUNG. 
EARDLEY HOLLAND. C. P.. BLACKER. 
HORDER, 


Population Investigation Committee, 
69, Eccleston Square, London, S. W. I. 


A CHIEF’S FORESIGHT 


Sir,—Your peripatetic correspondent is not quite 
correct in his reference to the Kikuyu: the Kikuyu are 
essentially agricultural. It was the Masai who sold their 
precious cattle to Liebig’s to get the money to pay for 
M & B 693 to cure their gonorrhea. The credit for this 
transaction is undoubtedly due to the patience and 
persuasive powers of the medical officer who taught the 
chiefs that the sterility of their women was largely caused 
by Neisser’s organism and could be cured by drugs. 


Devoran, Cornwall. JAMES H. SEQUEIRA. 


MepicaLu MAN- POwER.— The Minister of Health in circular 


tion of the Medical Personnel (Priority) Committee that 
for the present the war-time establishment of hospitals shall 
not be increased and that no posts shall be upgraded. The 
post of medical superintendent is not covered by the recom- 
mendation but in considering applications from local authori- 
ties for permission to create these posts the Minister will 
feel bound to have regard for the committee’s suggestion. 

Last May the Minister informed public-health medical 
officers of military age that they must obtain his permission 
before applying for a new post. This procedure has now 
been extended to women medical officers holding whole-time 
public-health appointments who are over military age, but 
who were born after March 5, 1896. 5 
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. 2881 has passed on to hospital authorities the recommenda- . 
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FREDERIC JOHN, POYNTON, 
=. | MDLOND, FROP ` 


Dr. F. J. Poynton was born at Kelston Rectory, 
Bath, on June 26, 1869, and after an absorbing life as 
a London consultant, with rheumatism as his main 
interest, it was to Bath he retired to excogitate his 
experience, and there after surviving the blitz he died 

e of a heart attack’ on Oct. 29 
He was educated at Marl- 
borough and University College, 
Bristol, entered St. Mary's 

Hospital with a scholarship 
and qualified in 1893. Seven 
years later he was appointed 
to the staff of Great Ormond 
_ Street, to follow in the steps of 
his master, Cheadle, and after 
another three years he became 
assistant physician to Univer- 
sity College Hospital, with 
charge of the children’s ward. 


tested as a clinician and teacher, 
‘revealing ` the _eagerness 
benefit medicine and the vivid 
approach to the child's person- 
ality which assured his profes- 
F . | isonal career, combined with 

the honesty of purpose and the mischievous frankness of 
speech that endeared him to students. 
was publishing a steady stream of work on rheumatism 
in relation to the heart, in association now with David 
Lees on cardiac dilatation and again with Broadbent 
on changes in the myocardium.: The year 1913 was the 
_ climax, for it was then that he collected in one volume 
- the outcome of fifteen years of research with “Alexander 
Paine, upholding the view that acute rheumatism is to 
_be looked on as the result of infection by a diplococcus 
of the streptococcal group. They did not maintain that 
this invasion was the whole explanation, but the presence. 


Press Portratt Bureau 


„of the organism in the tissues was an essential factor 


in the disease. At.the international congress of medicine, 
held that year in London, ‘he also asserted that Paine’s 
diplococcus, injected intravenously into rabbits, would 
produce any and every form of chronic arthritis. The 
controversy over these observations, at one time acute, 
has mellowed without dying away completely, as our 
correspondence columns showed in June of last year, 
- when the old war-horse lamented that all his specimens 
had been destroyed by enemy action: a loss, I think, 
10 English medicine —with which many will agree. 
That streptococci- play an important contributory part 
in the ætiology of acute rheumatism is now generally 
regarded as being true. | | 
At the College of Physicians he was Bradshaw lecturer 
in 1924, holding office up to senior censorship in 1930 
and after that meeting his colleagues regularly at the 
College Club. . He was at his best there and as chairman 
of committees, for which he always made himself master 
of the subject in hand. His Lettsomian, Harben and 
Long Fox lectures were all full of meat. In 1931 he was 
president of the British Pediatric Association. Outside 
London his work took him to the heart hospitals at West 
- Wickham and Lancing, and the orthopedic hospital 
at Winford. He also advised the National Children 
Adoption Association. N =," 
Of tbe man himself H. L. T. has sent us the following 
sketch. ‘‘ Poynton,” he writes, was a character and 
sometimes appeared almost wishful to be an oddity. 
He was a countryman, and deliberately retained a 
countryman’s characteristics with a certain scorn of 
personal appearance. Short and stocky in build, he was 
enormously strong. He held the curious record ‘of’ 
captaining a first-class .county cricket eleven after 
` attaining to the sober dignity of a fellow of the College 
of Physicians. His outstanding cricketing feat ,was 
achieved in two hours at Hove when he and Sammy 
Woods scored 305 runs at top speed for Somerset against 
Sussex, and he loved to recall the episode. In his 
cricketing days, he was always known as Joseph, and 
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- and his love of children.”’ 


During this time he was being . 


to . 


he was educated at the Leys School and Jesus College, 


All this time he 


disease, and was unremitting in his search for the 


ment but did not subdue his strenuous and active tem- 


galvanise it into alertness with 


And somehow into the rush of modern life he brought an 


j 
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in the pavilion at Lord's during the big matches he 
would be affectionately greeted by many old friends. 
He played hockey for Middlesex and had some skill at 
real tennis. He had a fine tenor voice and sang for 
many years in the choir of St. James’s. Church. Un- 
fortunately he allowed his professionalilife to be clouded 
by what he considered to be the unsympathetic attitude 
of the profession towards his researches on rheumatic 
fever, though his resentment never: extended to indi- 
viduals. When speaking in public and- at medical 
meetings he seemed to delight in. supporting. some 
illogical standpoint, and while he amused his audience 
he was not taken very seriously. But when he dealt 
with a sick child he had a knack of talking spontaneously 
as if they were equals and every child felt at ease with 
him. He was a delightful personal friend and à great pd 
companion on a holiday. He enjoyed every moment, [otl 
even when missing a critical short putt and backing his n E 
car by mistake on an outraged goat, which. instantly 
attacked him. Life was not too kind to him and some xa 
blows left their mark, but to the end he retained bis 
power of boyish enjoyment, his sincerity and his honesty 


WILFRID BURTON WOOD _.. =- 
| - MD CAMB., FRCP, DPH. > 
Dr. Burton Wood, who died at Panfield, Essex, on 
Nov. 3, just short of his 60th birthday, was a physician- 
scholar whose place will be hard to fill. Born at South- 
port,, the second son of Peter F. Wood of Chislehurst, . 


Cambridge, where he took his MA in 1908, and qualified 
two years later from St. Bartholomew’s Hospital. Hef: 
-then filled à series of house appointments before warf ~ 
broke out in 1914 and he joined the RAMC. He was. 
with a landing party in Gallipoli, was transferred to 
Mesopotamia, and later to the North-West Frontierf. 
Force, where he was mentioned in dispatches. ` After thet 
war he settled at Grays, where he became assistant MOH" Ma 
to Essex county, but soon returned to clinical medicine as ™ d 
physician to the London Chest Hospital and consultant 
for diseases of the chest to the Essex council. He did, Ù 
Pioneer work on pulmonary asbestosis when it appeared ak 
in the twenties and became an authority on pulmonary“ 
tubercle in children. With F. G. Chandler he worked and} e! 
wrote on the use of iodised oil in the diagnosis of thoracic 


relief of bronchiectasis. He had an extensive knowledge 
of English literature, wrote fluently and with a sure 
touch, and was a brilliant speaker. He was also no mean nw. 
artist, and his accurate perception of line and: contour} 

made bim an expert in the reading of the radiogram. 
Extensive travel had awakened his interest in post 
graduate study, and overseas students especially owed 
much to his wise tutelage. He had long been: ‘subject 
to coronary disease which limited his freedom of move- 


perament, and in his remote country cottage. he read 
much and wrote long letters. He is survived - by 
widow, a daughter of John Boston of Birkdale, and fo. 
their three childrens ae we 

Burton Wood, writes S. R. G., came into his own very 
late. The end of the last war found him on the North: apy 
West Frontier and he was a long time getting back toj] kn, 
work and finding his real niche in the medical world. 100 
When he did, it was characteristic of him that he spared] °% 
neither time nor labour, taking infinite pains with every- TA 
thing like the true artist that he was. His public speak- | aii 
ing was remarkable. I have seen him get up in a meeting SS 


E 


which had become utterly bored with dull speeches and u 
his humour and apt e 


quotation. At the hospital luncheon table he had a fm 


. Chestertonian wit which spared none of his colleagues, ma 


but we laughed at his gaiety and never took it amiss.] A; 
Wn 
eighteenth-century spaciousness. Chest physicians have aut 
a curious habit of making diagrams. Wood never didini 
that. His pictures were always three-dimensional and = 
well proportioned. And so, too, was his outlook. The Wu! 
day after the hospital had been half destroyed by a bomb fw 
and my own department had been blown to pieces I sx) 
received from him a copy of Lord David Cecil’s essay on Nag 
the English poets with the inscription on the fly-leaf ye 
‘ The City of God remaineth.”’ eg oe dau 
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JACK ARTHUR WAIN 
M B WITWATERSRAND, FR OCS E, DMR 


Dr. J. A. Wain died on Oct. 25 in Manchester at the 
Christie Hospital, where he was one of the radiotherapists 
at the Holt Radium Institute. He was born and edu- 
cated in South Africa, graduating MB, at the University 
of Witwatersrand, in 1929. After holding house- 
appointments at the Johannesburg General Hospital, 
‘he became resident medical officer at the Settlers 
Hospital, Grahamstown, for four years. Two years in 
general practice in the Cape Province followed, and in 
1987 he came to this country and took the FRCSE a year 
later. Wain became interested in recent developments 
in radiotherapy and visited the Holt Radium Institute, 
where he found the work appealed to him so much that 
he decided to make it his specialty. He was appointed 
to the staff, where he remained, except for nine months 
in Edinburgh to take the DMR, until his death. As a 
senior member of the Institute staff, he had charge of 
special clinics at the Manchester Skin Hospital, the 
Blackpool Victoria Hospital, the Royal Lancaster 
, infirmary, and the Wigan Infirmary. When war broke 

out his wife and baby girl returned to their home in 

South Africa, but Dr. Wain chose to remain with his 

Manchester friends and patients. He was 38 years of age. 


Dr. HERMANN GUNTHER died on Oct. 28, at the house 
' in Hampton Wick from which the family practice had 
been run since it was started by his father, Theodore 
© Gunther, in 1868. Hermann was born there in 1872, 
but during his early schooldays he shared the congenial 
l home of his uncle, Albert Gunther, FRS, at the British 
Museum. He attended University College School with 
7 his cousin R. T. Gunther, later to become curator of the 
Museum for the History of Science at Oxford. Against 
this background Hermann’s taste for natural history and 
archæology developed and when, after qualifying from 
University College Hospital in 1896, he joined his father 
in practice he spent his leisure in learning all about his 
+ own district. He was a distinguished member of the 
Surrey Archeological Society, and his fellow members 
L of the Japan Society often admired his collection of 
i netsukes, the carved buttons worn by the Japanese at 
b the end of their girdle cords. Gunther was also interested 
v in the history of railways, especially the old L & SWR. 
# Births, Marriages and Deaths 
w} 


BIRTHS 


ALMOND.—On Nov. 2, in London, the wife of Surgeon Lieutenant 
0 G. P. ond, RNVR—a son. 
co CAREY.—On Nov. 3, at Skegness, Lincs,,the wife cf Surgeon Lieut.- 
l Commander Fraser ey: RNVR—a daughter. 

9 DESMOND.—On Oct. 11, in Bermuda, the wife of Surgeon Lieut.- 
D: Commander A. M. Desmond, FRCS, RNVR—® son. 
y“ Drxon.—On Nov. 3, in London, the wife of Wing-Commander 
aut F. W. P. Dixon, FRCS, RAF—@ son. 
fw 1 tee Nov. 6, at Cheam, the wife of Dr. J. C. McEntee— 

a dau T. ; 

vi MELECK.—On Oct. 22, at Limpsfield, Surrey, the wife of Surgeon 
be ! eutenant Simon Meleck, RN 


v daughter. 
br RocHE.—On Nov. 5, at Beaconsfield, the wife of Mr. A. E. Roche, 


N FRCS— 8 son. . 

lle. RookE.—On Nov. 5, at Hove, Sussex, the wifo of Surgeon Lieu- 

tenant C. J. Rooke, RNvR—a daughter. 

on! MARRIAGES . 
| 7 BARNSLEY—CooK.—On Oct. 30, at Storrington, Alan Gabriel 

aoa Barnsley, lieutenant RAMC, to Edwina Eleanora Cook. 

ENTHAM.—On Nov. 6, at Poynton, John Tudor Lewis, MD, 
R to Cicely Bentham, 
DEATHS 


i CLAPHAM. —On Nov. 6, Edward William Clapham, mrcs, of Britford, 
be Salisbury, consulting anesthetist to the London Hospital. 

e CRONK.-—On Nov. 4, Herbert George Cronk, MB CANB., aged 89. 
ge: DANIEL.—On Nov. 8, at Epsom, Edgar George Clement Daniel, 


5 MB CAMB., aged 74. 
ch? Penron.—On Nov. 5, at Ilford, Charles Francis Kenton, MRCS. 
aud GALBRAITH.—On Nov. 2, at Tonbridge, Samuel Nicol Galbraith, 
w MB GLASG., DPH, late MOH for South West Kent, aged 59. 
Het . Nov. 3, at York, George Wilfrid Gostling, MB LOND., 
yer age ° 
ta GRANT-WJESON.—On Nov. 1, at Sidmouth, Charles Westbrooke 
yt Grant-Wilson, MRCS, aged 74. 
bur, _HoRGAN.—On Sept. 10, at Lisbon, David St. Helier Horgan, MB RUI, 


anb DO, surgeon RN. 
HORNE.—On Oct. 31, at Strathpeffer, John Howard Horne, MB EDIN., 
major IMS retd. ; 
STON.—On Nov. 1, at Petersfield, George Johnston, MD EDIN., 


) MROP. 

at LAFFAN.—On Oct. 29, in Torquay, Richard Charles Kirby Laftan, 
ie LRCSI & E, lieut.-colonel Rad retd. 

E Levis.—On Nov. 5, at Bath, John Samuel Lovis, MB NUT. 

e Woop.—On Nov. 3, at Shalford Green, Essex, Wilfrid Burton Wood, 

e fr MD CAMB., FRCP, DPH. 


Notes and News | 


PROSPECTS IN MEDICAL EDUCATION 
Convocation of the University of London has adopted two 
resolutions which bear on the future of medical teaching to 
men and women. Of the 12 schools of the university pro- 
viding clinical experience, one admits only women, two admit 
a limited quota of women, and the remainder do not accept 
women students. Thé West London Hospital, which gives pre- 
ference to women, is not yet a university school. Convocation 
passed the following communication to the Court and Senate : 
It is an essential part of the tradition and the public 
policy of the University that a woman seeking university 
education in London should not be placed at a disadvan- 
tage on the ground of her sex. In the opinion of Convoca- 
tion it is essential that prompt measures should be taken 
to give effect to this policy in the Faculty of Medicine 
by the provision of greater facilities for the medical 
education of women.” 
Attention was also directed to the great opportunities for 
medical teaching available in the London County Council 
general, special and mental hospitals, the provisions made 
there for research and pathological work, the domiciliary and 
midwifery services of the council, and the school medical 
services. Convocation, impressed by these opportunities for 
the development and enrichment of medical education in 
London, urged the Court and Senate to explore them in con- 
sultation with the council, with a view to the closest possible 
coöperation. 


IN MEMORY OF PRINCESS TSAHAI . 

Dr. Margaret Balfour, Lord Davies, Mr. Somerville Hastings, 
FRCS, Lord Horder, FROr, Sir Philip Manson-Bahr, FRCP, and 
Miss E. Sylvia Pankhurst have signed an appeal issued by the 
fund for gifts to help in establishing a hospital in Ethiopia in 
memory of Princess Tsahai, daughter of the Emperor Haile 
Selassie. She trained as a nurse in this country and died at 
the age of 22 soon after her father’s restoration to his throne. 
The Emperor has given a partially constructed hospital on 
the outskirts of Addis Ababa, near the hot springs. The first 
unit ‘will accommodate 100 beds, and will comprise adminis- 
trative offices, a general hospital, and a children’s section. 
There are at present no separate wards for sick children in 
Ethiopia. The treatment and study of tropical diseases should 
occupy a major share in the activities of the hospital, and it is 
also hoped to provide a medical and nursing school. The 
Memorial Hospital council is sending immediately £3000 to 
roof the partially built hospital ; .£22,000 will be needed to 
complete the structure, and a further sum to equip and endow 
the hospital. The target is £100,000. All inquiries should be 
sent to thehon. secretary, 3, Charteris Road, Woodford Green, 
Essex, and donations to Lord Horder, c/o Messrs. H. Reynolds 
& Co., 9, Greenhalgh Walk, London, N.2. 


EGHAM -REHABILITATION CENTRE 

TRR Ministry of Labour has established a residential centre 
at Wood Lee, near Egham, Surrey, for men who, after an 
accident or illness, need reconditioning to make them fit to 
resume their usual occupation or to take a course of training 
for another one. The centre is intended for men between 
18 and 50 who have passed the convalescent stage ; admission 
is at present restricted to 100 men who have been discharged 
within a year from one of the Services or from a hospital in 
Civil Defence Regions Nos. 4-6 and 12, but accommodation 
is being extended. The courses will last 6-8 weeks and will be 
supervised by a medical officer, but medical treatment and 
nursing are not provided. Board and lodging and travelling 


expenses will be provided by the Ministry, and a man will 


receive a weekly allowance of from 9s. to 248. a week, according 
to age, with extra payments for wife and children and upkeep 
of his home. 


. ESCAPISM IN SMITHFIELD 

St. Bartholomew’s Hospital has seen the paintings, draw- 
ings and sculpture of its staff in the first art exhibition held 
there since the beginning of the war, From a huge war 
poster by the exhibition’s secretary to the charming miniatures 
of one of the nurses the variety was great; from the compe- 
tent paintings of Sir Harold Gillies to the work of one of the 
porters all the talent in the hospital was well represented. 
Gillies chose a subject near to home in Wet Sunday in 
Marylebone,” the best of his contributions. The physicians 
inclined to more delicate expression in water-colour, and 
Dr. Geoffrey Bourne showed himself no mean artist with a 


T., ; 
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Sussex landscape aad an impression of Chiswick Reach 
painted ‘with a subtle mistiness almost reminiscent of the 
physician’s art. Dr. Hinds Howell contributed a strong, 
delightful woodland landscape. ` Among the other water- 
colours one by a student was outstanding ;* an oak tree by 
an English lane in the soft light of an October morning was 
the subject, and the i impression was satisfying. This escap- 
_ ism—this deliberate turning to lighter thoughts and lighter 
- subjects—was the keynote of the show, with the dismal 


exceptions provided by the secretary, who introduced a - 


skyline. of shattered masonry with morbid persistence. Ex- 
pressive figures in plaster, wood and ivory by Miss Beth 
Jukés, were the work of a capable artist, and Mr. Brian 
Brooke had chiselled two heads in stone during his spare 
time from surgery. ~ 

There was creditable evidente: of fresh ideas struggling for 
expression, and though the successful paintings stood out 
like guqi deeds in a slightly imperfect world the indications 
were that medicine and culture still go hand in ‘hand. 


-University of cambridge 
On Oct. 30 the degrees of MB, B CHIR were toond by 
‘proxy on J. W. Fawcett. 


Royal Còllege of Surgeons of England 

The annual meeting of fellows and members will be held at 
the College, Lincoln’s Inn Fields, London, W. a 2, on Thursday, 
Nov. 18, at 2.30 PM. | . 


Royal. College of Physicians of kelana 

At a meeting of the college on Oct. 18, Dr. W. G. Harvey 
was elected. president. Dr. Harvey was, till he retired last 
year, one of the physicians to the Adelaide Hospital, Dublin. 
He. has been a fellow of the college since 1908. 


Royal College of Physicians of Edinburgh 
At a meeting of the college held on Nov. 2, with Dr. Charles 
McNeil, the president, in the chair, Dr. Ian Murray (Glasgow) 


and Dr. Harry Stalker (Edinburgh) wers introduced and took 


their seats as fellows. The Hill Pattison-Struthers bursaries 
in anatomy and physiology, and clinical medicine wero 
awarded to W. R. Brown and P. D. Kemp respectively. 


Royal Society 
- The Copley medal has been sanded: to Sir Joseph Barcroft, 
` FRS, for his work on respiration. and the respiratory function 
of the blood, and the Davy medal to Prof. I. M. Heilbron, 
D SO, FRS, for his contributions to organic chemistry, especially 
to the chemistry of Paral products of e 
importance. 


Royal Society of Medieine 


At a joint meeting of the sections of physical medicine and 


disease in children on Wednesday, Nov. 17, at 4 rm there 
will be a. discussion on anterior poliomyelitis, The opening 
speakers are to be Major William Stewart, USAMC, Dr. Queenie 
May and Mr. Eric Lloyd. On Nov. 18, at 2.30 pm, Brigadier 
Hugh Cairns will deliver his presidential address to the section 
of neurology. He will speak on gunshot wounds i in the head 

and afterwards there‘ willbe: a discussion. Cases will be 
shown at the meeting of the section of dermatology at 4 PN 

on the same day. On Nov. 19, at 4 pm, Dr. Albert Sharman 
will read a paper to the section of obstetrics and gynzcology 
on some recent studies and investigations in sterility. On 
the same day at 4. 45. Tu the section of radiology will meet to 
discuss the organisation of a fluoroscopic service for the 
civilian community. The openers are to be Dr. Maurice 
Davidson, Major Peter Kerley, Dr. P. D’Arcy Hart and 
Wing-Commander R. R. Trail. 


Campaign. against Colds 


For the third winter in succession the Ministry of Health, in 


coöperation with the Ministry of Information, is launching a 
campaign to reduce the spread of colds, influenza and other 
droplet infections. The public will again be urged to “help 
to keep the nation fighting fit ” by avoiding careless coughing 
and sneezing. Posters, veliicle bills, window displays and 


films will be used. As before, copies: in 35 mm. sound and 
(9 minutes), and of 


16 mm. sound of “ Breath of Danger ” 
„The Nose Has It (5 minutes) may be borrowed from the 
Central Film Library; Imperial Institute, Kensington, 
London, S. W.7. Breath of Danger ” may also be borrowed. 
from the Central Council for Health Education, Tavistock 
House, Tavistock Square, W. C. I, which made it. The council 
also offers health leaflets and posters for sale to local 
authorities. a 


NOTES AND NEWS r. 


Eugenics Society 


- On Tuesday, Nov. 16, at 5 PM, at the rooms of the Royal 
Society, Burlington House, Piccadilly, W. I, Mr. R.. M. 


. Titmuss will speak on social environment and eugenics. Ea 


Paddington Medical Society bs ee 
On Tuesday, Nov. 16, at 8.45 pm, at St. Mary 8 Hospital, 


Paddington, W. 2, Mr. A. Dickson Wright will lecture. on 


recent advances in surgery. 


Royal Society of Tropical Medicine : and Hygiene 


A meeting will be held at 26, Portland Place, London, W. I, 
on Thursday, Nov. 18, at 3 pm, when Lieut.-Colonel Ernest 
Bulmer will read a paper on 5 diseases in Solds i in 
the Middle East. e 


Thoracic Surgery at Preston Hall Sanatorium 
Major thoracio surgery has been discontinued at Preston 
Hall, Maidstone, since Laurence O’Shaughnessy. was killed 


in France in 1940. It is now hoped to use Preston Hall as 


a centre for the surgical treatment of patients from all three 


institutions now under the.British Legion, the others being 


Nayland Sanatorium near Colchester, and Douglas House, 
Bournemouth. Surgeon Commander, G. A. Mason has 
appointed thoracic surgeon. to the British i Logica, Village 
from Nov. 1. 


Faculty of Radiologists i 


— 


The diagnosis section will meet at 32, Welbeck Street andon 
W.1, on Saturday, Nov. 20. at 10. 30 AM, when Captain P. P.- 


Hauch, RCAMO, will speak on pneumoroentgenography of the 
knee-joint, Dr. E. Rohan Williams on venous mtravasation 


during utero-salpingography, and Dr. John Wilkie on a case 


of Albright's disease. 


Bernhard Baron Grants | ö 
The Charities Fund have made a grait of £30, 000 to Gusen 


— 


-~ 


Charlotte’s Hospital to provide more accommodation for 


maternity.cases. The grant is conditional on a section of the 


partly built nurses’ home being completed by the end of next 


year. The -fund has also granted £10,000 to the British 


Empire Cancer Campaign and £5000 to the Robert Je ones s and l 
Agnes Hunt Orthopædic Hospital. 


London Association of Medical Women's Federation 
At a meeting to be held-at BMA House, Tavistock Square, 
London, W. C. I, on Saturday, Nov. 20, at 3 pm, Dr. Ian 


Skottowe will discuss some current methods of treatment in 


psychological medicine. 


Medical Casualties | z 

The following casualties among RANC officers have been 
announced: ; 

Wounded.—Captain E. M. Leyland, MR EDIN., Captain F. M 
Steel, MB GLASG., Pand Captain J. R. Tocher; MB ABERD. 

Prisoner: -of War. —Maior K. O. Hutchin, aB GLASG, - 


Tse makers of Insulin A. B. and Nalin Wellcome brand 
announce that, following the adoption of improved production 


methods, the prices of these products will be reduced on Jan. I, 


1944, to correspond with those now in force for H-A-B: Insulin 
and Insulin Hospital Packing (BWCo). In consequence the 
issue of hospital packings will cease on that date and the 
makers will supply. Insulin A. B. or Insulin Wellcome ’ 
brand whenever insulin is ordered. 

IHA epidemic of . poliomyelitis in Malta Aided by 
Prof. H. J. Seddon (Lancet, Oct. 30, p. 549) occurred between 
November 1942. and March, 1943. 


r 


Appointments 8 


CLX NE, D. G. Wilson, BM OXF p, MROOG : temp. gynmcologist to the 
Hampstead Gencral and North-West London Hospi 

NEWELL G., MD GLASG., DPH: temp. MOH, s aa MO for 

Bith a and MO to the River Blyth port Phealth duthorit y. 

Norris, D. C., MD. LOND., FRCS: part-time surgical registrar to the 


11 A E ee at the Royal National Orthopœdle 


Hospital, London. 


PARRY-EDWARDS, O. J., MB DUBL. ‘asst MOH and school MO for 


Anglesey and medical superintendent of Valley Emergency . 


| e 
SAMES. C. P., MB LON D., FRCS: part - time surgical registrar to the 


b department at tho Royal National: r 
Hospital, London. 


The fact that goods made of raw materi in short supply owing 
to nae Conditions are advertised tn this pend should not be taken. 
us an indication that they are necessarily available for export. 
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PATULIN IN THE COMMON COLD 
COLLABORATIVE RESEARCH ON A DERIVATIVE 
OF PENICILLIUM PATULUM BAINIER ` 


1. Introduction 
HAROLD RAISTRIOK, SC D CAMB, RS 


PROFESSOR OF BIOCHEMISTRY IN THE UNIVERSITY OF LONDON, 
AT THE LONDON SCHOOL OF HYGIENE AND TROPIOAL MEDIOINE 


WORKERS in this laboratory have been engaged for 
some years in a systematic study of the metabolic pro- 
ducts of the lower fungi (moulds). A large number of 
these substances has been isolated in a state of purity 
and in many instances their chemical structure has been 
determined and some of them have been synthesised. In 
the last two or three years the antibacterial activity 
in vitro of some of these mould metabolic products has 
been investigated (Raistrick and Smith 1941, Oxford, 
Raistrick and Smith 1942, Oxford 1942 (a) and (b), 
Oxford and Raistrick 1942, Birkinshaw, Raistrick and 
Smith 1942). Some time ago a metabolic product of Peni- 
eillium patulum Bainier which had not been previously 
encountered here was isolated and shown to have anti- 
bacterial properties; it has now been identified as 
anhydro -3 - 
3 acid, and has been given the shorter name 
o 66 in.“ j 

Soon after its isolation the new antibacterial substance 
was sent to Dr. W. E. Gye for another purpose. 
happened however that. at the time he had a severe 
common cold, and knowing that the antibacterial 
substance was equally effective against gram-positive 
and gram-negative organisms he tested it on hime elf, 
The outcome was sufficiently encouraging for him to 
repeat the test on other members of his staff, and the 
results obtained justified the extension of the trials in a 
series of controlled experiments. We were fortunate in 
enlisting the help of Surgeon Vice-Admiral Sir Sheldon 
Dudley, Medical Director-General of the Navy, and 
through his good services a fully controlled trial was 
carried out by Surgeon Commander W. A. Hopkins at 
a Naval establishment. The results obtained by Com- 
mander Hopkins have been examined statistically by 
Prof. Major Greenwood. In the meantime work was in 
active progress in this laboratory to determine the opti- 
mum conditions for the formation of the new anti- 
bacterial- substance, and also to settle its chemical 
structure 

The results of this collaborative research are given in 
detail below and it will be seen that the clinical possi- 
bilities of patulin are promising. Since, however, it is 
desirable firmly to establish the value of the preparation 
and its complete freedom from danger. when used. as 
proposed, the material will not be-released for general 
issue pending the completion of further large-scale con- 
firmatory trials. ements have been made with 
the Therapeutic Research Corporation of Great Britain 
for the manufacture of adequate quantities of the pure 
antibacterial substance for these trials. 


u. Biochemistry and Chemistry 
J. H. BRE SW ZS. E. MICHAEL 
D 80 LEEDS, FIO PH D FREIBURG, AIC 


ARTHUR BRACKEN HAROLD RAISTRICK 
B 80 LOND SO D, CAMB, F RS 


(London School of Hygiene and Tropical Medicine) 


Filtrates from cultures of two strains of P. patulum 
Bainier grown on Raulin-Thom medium completely 
inhibit the growth of Staph. aureus at dilutions of 1 : 80 
to1:160. The substance causing this inhibition has been 
isolated in pure crystalline form in yields, with one 
strain of P. patulum, of more than one gramme per litre 
of culture filtrate. The pure antibacterial substance 
completely inhibits the growth of Staph. aureue at a 
concentration of 1 : 64,000 and is believed to be anhydro- 
3-hydroxymethylene - tetrahydro -- pyrone -2-carboxylic 
acid of structure 1. 0 

The experimental evidence on which this suggested 
structural formula is based is as follows. Patulin is a 
colourless, beautifully crystalline substance with a 
melting point of 111° C. and the empirical formula, 
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_ O,H,O,. It has one active hydrogen atom in the mole- 


ydroxymethylene - tetrahydro - y - pyrone -- 
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cule in pyridine solution, no carbon methyl group and 
is optically inactive. It forms a mono- 2: 4-dinitro- 
henylhydrazone and a phenylhydrazone and thus con- 
ains the eee It also forms a mono- acetyl 
derivative. e believe that the keto-enol grouping, 
-CH,.CO- Z -CH = C(OH)- is the grouping which 
furnishes the active H atom, gives the mono-2: 4- 
dinitrophenylhydrazone amd phenylhydrazone (as the 
keto form) and the acetyl derivative (as the enol form). 
An aqueous solution of patulin is neutral to litmus and 
does not titrate as an acid. Hence it cannot contain a 
free -COOH group. However, on treatment with an 
excess of cold N/10 aqueous sodium hydroxide for 2-3 
hours nearly 2 equivalents of acid are unmasked. The 


0 0 | 0 
5 i i 
Hat” c ch Hzc ‘e=cHOH Hec” NCH2 


hae ec. co- Ho CH.COOH Het, /CH.COOH 


Structure I Structure 2 Structure 3 

solution, at first colourless, becomes bright yellow and 
now gives a strong red colour with ferric chloride whereas 
the parent substance gives no colour with this reagent. 
We suggest that these facts can be readily explained by 
assigning structure 2 to the, at present, unisolated 
hydrolysis product which would thus be 3-hydroxy- 
methylene-tetrahydto-y-pyrone-2-carboxylic acid. 

The position of the carbonyl, = CO, group as y to the 
potential carboxyl group in structure 1 was established 
as follows. On heating patulin with concentrated 
hydriodic acid there is formed, in good yield, a crystalline 
iodo-acid, O, H, O, I, which was shown to -be y-keto-e- 
iodo-n-hexanoic acid, CH, I. CH. CO. CH,. CH, COOH, 
which, on reduction with zinc and HCl, gave y-keto-n- 
hexanoic acid, CH,. CH,. CO. CH.. CH,. OOO. 

It will be seen that the above iodo- acid contains one 
carbon atom less than the parent sub ce (i. e., C. 
against O,). The position of attachment of this missi 
carbon atom was shown to be £ to the potential carboxy 
group in structure 1, as follows. Patulin was reduced 
catalytically with hydrogen and Adams’s platinum oxide 
catalyst. The resulting syrup, on further reduction with 
concentrated HI and red phosphorus, gave the lactone 


of #-methyl-y-hydroxy-n-hexanoic acid, CH,. CH,. 
CHOH.CHCH,.0OH,.COOH and oe ee acid, 
CH, CH, CH, GH CH, H, COOH. 


inally, when patulin is hydrolysed by boiling with 

2N. H, SO,, there is formed almost 1 molecule of formic 
acid, and in smaller yield a monobasic acid, Ce H,O., 

according to the equation 

12H60. + 2H, 0 —— H.COOH + C,H,0, 

The acid, C. H,O., has been conclusively’ shown to be 

optically inactive tetrahydro-y-pyrone-2-carboxylic acid 

of structure 8. Since it has already been shown that the' 
‘grouping, almost certainly the hydroxymethylene group, 

= CHOH, which gives rise to the formic acid, is attached 

to.the carbon atom £ to the COOH group, the immediate 

precursor of formic acid and tetrahydro-y-pyrone-2- 

carboxylic acid of structure 3 must have structure 2. 


Phe abstraction of water from structure 2 to give a 


structural formula depicting the known properties of 

patulin leads to structure 1 or one of the tautomeric 

forms. | 
Experimental 


History and description of cultures. TWO cultures 
identified as strains of P. patulum Bainier were used 
throughout this work. They bear the LSHTM cata- 
logue numbers P 189 and Ad 77. We are indebted to 
our colleague, Mr. George Smith, for the following 
description of these two strains: 


Strain P 189 was obtained from the Centraalbureau voor 
Schimmelcultures, Baarn, Holland, in 1935, as P. Lagerheims 
Westling, CBS isolation. The type strain. of Westling’s 
species is not available for comparison, but Westling’s descrip- 
tion (1911) is sufficiently definite to leave no doubt that P 189 
is not his species. Thom places P. lagerhetmé in the biverti- 
cillata-symmetrica, while the CBS culture. is a member of the 
asymmetrica-fasciculata, and is very similar in general 


x 
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appearance to P. urticæ Bainier, a well-defined and easily 
recognised species of which there are two strains in the 
LSHTM collection. It differs however from P. urticæ in its 
more restricted growth, in lack of odour and in its less complex 
type of penicillus, and fits very well with Thom’s description 
of P. patulum Bainier (Thom 1930). The CBS seem to have 
some doubt as to the correctness of their identification of this 
strain, since, after being listed in 1934 and 1935, it did not 
appear in the 1936 and subsequent catalogues. Unfortunately 
it is impossible, under present ‘conditions, to ask the CBS 
their reason for the withdrawal. 

Strain Ad 77 was isolated in 1926 by J. H. V. Charles from 
condenser water. It was one of the species used by Birkin- 
shaw and others (1931) in an investigation of glucose meta- 
bolism by species of Penicillium, but was not definitely 
identified. In culture on liquid media, as used in this investi- 
gation, it is indistinguishable from P 189. On agar media the 
two are indistinguishable in the early stages of growth, but 
after about two weeks Ad 77 begins to show somewhat more 
marked fasciculation and more definite zonation than P 189. 
The differences, however, are no more pronounced than would 
be normally expected in different strains of the same species. 


CULTURAL CONDITIONS 


Patulin is produced by both mould strains, P 189 
and Ad 77, on a variety of synthetic liquid culture 
media, but we have found that a Raulin-Thom medium 
of the following composition gives the most con- 
sistently reliable results : 

Glucose, 75 g.; tartaric acid, 4 g.; diammonium tartrate, 
4g.; (NH.) HPO, 0-6 g.; K. CO,, 0-6 g.; MgCO,, 0-4 g. 
(NH.) SO, 0-25 g.; ZnSO,, 7H. O, 0-07 g.; FesSO., 7H. O. 
0-07 g.; distilled water, 1500 ml. 

This medium was distributed in 350 ml. amounts 
in each of a number of one litre conical flasks plugged 
with cotton-wool. The flasks were sterilised by auto- 
claving and each flask was then sown with a spore 
suspension in sterile distilled water of P 189 or Ad 77 

repared from cultures grown for about two weeks on 

er-wort agar. The flasks were then incubated in the 
dark at 24°C. for 12-14 days. We are indebted to 
Mr. Smith for the preparation of the cultures and the 
moculation of the flasks. > 

Growth of both strains of fungus on the above medium 
was vigorous. In the early stages the upper surface 
was white, changing towards the end of the incubation 
period to light green. The reverse of the mycelium. was 
a characteristic brick red. The metabolism solution 
gradually changed colour fròm an initial very pale 
-yellow to brownish-yellow. 

The course of the formation of patulin was followed 
by frequent assays during the incubation period of the 
antibacterial potency of the metabolism solution against 
Staph. aureus LSHTM strain. The serial dilution 
method of assay was used (Oxford, Raistrick and Smith 
1942), and we are indebted to Mr. Smith and Mrs. 
J. M. Webb for the results obtained. When the anti- 
bacterial activity had reached a maximum, usually on 
the 13th or 14th day of incubation, the flasks w 
harvested. Details of typical experiments are given in 
the table. ` 

ISOLATION AND PURIFICATION 


At the end of the incubation period the metabolisi 
solution was separated by filtration from the mould 
mycelium and the clear filtrate was evaporated, without 
further treatment, in vacuo, at a bath temperature of 
40-45° C. to about a twentieth of its volume. Patulin 
may be separated from the concentrate by either of the 
1 methods, depending on the apparatus avail- 
able : 


(a) If a satisfactory continuous extraction apparatus is 
available the concentrate is extracted with ether in such an 
apparatus. 
| (b) If such an apparatus is not available the concentrate is 
extracted three times with an equal volume each time of ethy] 


acetate. The combined ethyl acetate extracts are washed 


with a little water, dried over anhydrous Na, S0, and evapor- 
ated in vacuo to remove as much of the ethyl acetate as 
possible. The residual oil, which may partially crystallise, 
is then extracted with ether and the small amount of dark 
insoluble material is removed by filtration. 

The ethereal solution, whether obtained by method 
(a) or (b), was diluted with ether and passed through a 
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column of AI, O, (BDH for adsorption) which had been 


previously washed with dilute HCl and dried at 100°C, 
The column was then washed with an equal volume of 
ether and the combined filtrate and washings were 
evaporated to small bulk. The ether concentrate was 
held at 0° C. for 24 hours and pean separated in large 
, colourless tablets which are ost analytically pure. 
These were separated by filtration, washed with ether and 
dried. Further concentration of the mother liquors 
gave a second crop of somewhat less pure patulin. 

_ The final ethereal mother liquors contained a number 
of other metabolic products, some of which have been 
obtained in a state of purity though none of them shows 
any antibacterial properties. A description of these 
products is reserved for a later communication. 


DETAILS OF SOME TYPIOAL EXPERIMENTS 


Residual Yield of 
Incuba- glucose Method atulin 
Strain of | tion by Dorine 
P. patulum | period | polari- 5 meta- 
(days) meter bolism 
(%) solution 
1:45 0-70 
1-50 075 
0:74 1-26 
0-86 1-09 


Typical experiment with P. patulum, strain Ad 77.—No. of 
flasks, 52; incubation period, l4 days; residual glucose, 
0-61% ; pH, 4:9. Inhibition of Staph. aureus—l : 160 com- 
plete; 1: 320 partial. Volume of metabolism solution 
treated, 16-2 I.; final volume after evaporation ‘in vacuo, 
about 1 1. 
dissolved in 1-6 l. of ether, passed through a column of Al,O, 
(200 g., length 20 in., diameter 1 in.) and washed with 1-5 I. of 
ether ; p to 250 ml. First crop of patulin: wt. 
19-6 g., 110° C.; colourless tablets. Second crop of 
patulin (ex 80 ml. of mother liquor): wt. 1:6 g., MP 110° C. 


The material obtained as a first crop from the ether 
concentrate is already sufficiently pure for most pur- 
poses. If desired, it may be obtained in a state of 
complete purity and constant MP (111° C.) by re- 
crystallisation from ether, benzene or chloroform. 


GENERAL PROPERTIES 


Patulin crystallises from ether in colourless, compact 
prisms or thick plates, often of a considerable size. 
MP, 111°C. (with some decomposition). 
54-64, 54:56; H, 4:15, 413%; N, nil; OOH,, nil; 
mol. wt., 5 in dioxane (Dr. A. E. Oxford) 
171 4 10%. C,H, O. requires C, 54.55; H, 3.98%; 
mol. wt., 154. i a et 

In a Zerewitinoff estimation carried out in pyridine 
at 23° C. the substante gave methane corresponding to 


1:08 active hydrogen atoms per molecule and in anisole | 


at 22°C, 0:42 active hydrogen atoms. A C-methyl 
group estimation carried out by the Kuhn-Roth method 
gave 0:75% CH,; theoretical for 1, C- methyl group, 
9-74%. Patulin therefore contains no C-methyl group. 
Patulin is optically inactive. It is soluble in water 
and in most of the commoner organic solvents except 
light petroleum, When a 1% aqueous solution is shaken 
with an equal volume of ether at room temperature 
about 85 % of the substance is dissolved by the ether. 
Under comparable conditions ethyl acetate extracts 
715% and amyl acetate 62%. An aqueous solution of 
patulin is neutral to litmus and does not titrate as an 
acid. The substance gives no reaction with aqueous 
ferric chloride or with Schiff’s reagent for aldehydes. 
It reduces Fehling’s solution strongly on heating and 
immediately decolorises soda-alkaline potassium per- 
manganate in the cold. It also slowly reduces 
55 silver nitrate with deposition of metallic 
8 Ver. 3 e j 
The substance completely. inhibits the growth of tbe 
LSHTM strain of Staph. aureus at a concentration of 
1 : 64,000 and partially inhibits growth at 1: 128,000. 
A freshly made solution of patulin in distilled water 
is colourless, but after standing for about ł4 days at 


Method of extraction (b); 65 g. of residual oi] | 


Found: C, 
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room temperature a yellow tinge is observable and the 
solution now gives a reddish colour with ferric chloride. 
Acid is also produced. Thus 10 ml. of a M/20 aqueous 
solution, after standing for 17 days at room temperature, 
required 1°65 ml. of N/10 NaOH for neutralisation to 
phenolphthalein. When a solution of patulin is treated 
with KIO; little or no action occurs, but after a pre- 
liminary cold hydrolysis of patulin by N/10 NaOH (see 
below) there is a rapid utilisation of 2 mol. of KIO, (in 
+ hour) with the production of 1 mol. of formic acid 
and about 0-8 mol. of CO,. No volatile aldehydes were 
detected. ; 

DERIVATIVES OF PATULIN 


(1) Acetyl derivatitve.—A mixture of acetic anhydride, 

5 ml., and anhydrous sodium acetate, 1 g., was boiled. 
After cooling to 100° C., 1 g. of finely powdered patulin 
was added, the mixture shaken and allowed to cool to 
room temperature. . Water, 20 ml., was added with 
stirring and the acetyl derivative rapidly crystallised. 
After chilling, the crystals were collected. Wt., 1-18 g.; 
MP 116-117°C. On recrystallisation from 50% aqueous 
ethanol, acetyl patulin separated in colourless prisms, 
MP 118° C., re-setting on cooling and re-melting at the 
same temperature. Found: C, 54:99, 54°98; H, 4:03, 
4-12 ; - methyl, 7:87, ‘765%. ©,H,0, (ie. 
OH, O, O · CO · OH,) requires C, 55:11; H, 4:11; 1 CH,, 
766%. Since patulin contains no carbon-methyl 
groups the Kuhn-Roth estimation of carbon-methyl 
groups in acetyl patulin indicates clearly that this 
compound is a monozacetyl derivative. 
acetyl derivative gave 0-31 active hydrogen 

idine at 25° O. and 0:24 active 


atoms per mol. in pyri 
hydrogen atoms in anisole at 20° C. 

. Brady’s reagent (2:4-dinitrophenylhydrazine in 
aqueous 2N HCI; 50 ml.) was added to a solution of 
the acetyl derivative (0-1 g.) in ethanol (10 ml.). The 
yellow crystalline precipitate which separated after some 


time was collected and 5 from methanol. 


It proved to be the 2: 4-dinitrophenylhydrazone of 
pon (see next section), with -the same crystalline 

orm, behaviour on heating and analysis. Found: 
C, 46.19; H, 3-26; N, 16:9%. C,,;H»O,N, requires 
O, 46:72; H, 3-02; N, 16:8 55 The acetyl derivative is 
thus very easily hydrolysed by cold dilute mineral acid. 
` (2) Mono-2 : 4-dinitrophenylhydrazone. — Brady’s re- 
agent (2 : 4-dinitrophenylhydrazine in 2N. HCl, 500 ml.) 
was added to a solution of patulin, 0-2 g., in water, 

20 ml. The yellow crystalline precipitate which first 

Ai penite after 15 min. was separated by filtration after 
3 hours, washed with water and dried. Wt. 0-1 g. It 
was recrystallised from methanol and formed long yellow 
needlles, which on heating turned red at 185° C. and as 
the température was raised to 310° C. gradually darkened 
without melting. Found: C, 46-83, 46-83; H, 3-36, 
8-10; N, 16-4, 16:5 %. C,3H;,0,N, requires C, 46-72; 
H, 3-02; N, 168%. That this derivative is a mono- 
2: 4-dinitropbenylhydrazone is indicated by the analysis 
and: by. the fact that it gives a red colour with alcoholic 
potash (Neuberg reaction). It is insoluble in aqueous 


sodium carbonate. Its blood-red solution in aqueous . 


‘potash . mes yellow on acidification. 


13). Phenythydrazone.—A, warm (T about 50 C.) filtered l 


solution of: phenylhydrazine hydrochloride, 1 g., in 
water, 25 ml., was added to patulin, 0-2 g. Patulin 
tapidly dissolved and glistening orange plates separated, 


MP 152-153° C. Found: C, 63-50; 06; N, 
11-24%. C,;H,,0,N, requires C, 63-93; H, 4-94; N, 
117 /0 · 


The derivative is not a pyrazoline since it gives: a 
negative Knorr’s reaction with K,Cr,0, and cone. 
3 ge . 
ALKALINE HYDROLYSIS OF PATULIN 


(a) In. the cold with excess of NaOH.—A M/20 aqueous 
solution of. patulin, 5 ml., was treated in a stoppered 
flask with an excess of N/10 NaOH, 10 ml. A bright 

ow colour developed, and after standing at room 

mperature for 2 hourg 5:20 ml. of N/10 HCl was 
required for neutralisation to pH 7 (bromothymol blue, 
fugitive end-point). The acidity unmasked is therefore 


equivalent to 4:80 ml. N/10 acid; theoretical, for 2 


equivalents of acid, 5-00 ml. The neutralised solution 
(solution A) was acidified by the addition of 10 ml. of 
N/10 HO! and this solution was held at room tempera- 


’ 
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ture for 24 hours, after which time 9-25 ml. N / 10 NaOH 
quired for neutralisation to bromothymol blue, 
pH 7 (solution B). The decrease in acidity, probably 

ue to ring closure, is therefore 0-75 ml. of N/10 acid; 
theoretical, for complete ring closure, 5:00 ml. of 
N/10 acid. . , 

No deep-seated change appears to take place on 
treating patulin with an excess of cold sodium hydroxide 
as described above since no formic acid could be 
detected (cf. section de) below) so that it may be con- 
cluded that reversion from structure 2 to structure 1 
can only be brought about to a small extent by simple 
acidification. This conclusion is supported by the fact 
that in solution A patulin (and/or its reaction products) 
had an antibacterial activity of 1:800; in solution B 
1: 2, 000; and in the control untreated solution 1: 60,000. 
Further, both solutions A and B gave a strong red colour 
with ferric chloride whereas the parent substance gives 
no colour with this reagent. ; 

. (b) In the cold with 1 equivalent of NaOH.—A solution 
of patulin, 0:462 g. (= 3 reas we in water, 20 ml., 
was treated with cold N/10 NaOH, 30-00 ml. ‘The 
mixture, which reached a maximum yellow colour in 
+ hour, was held at room temperature for 18 hours. 
Final pH, 6-5. The ‘antibacterial activity of this 
solution was about a third of that of a freshly made 
aqueous solution of the same concentration (0-462 g. of 
patulin in 50`ml. of water); 40 ml. of the alkali-treated 
Wt. (cor- 
rected) of unchanged patulin recovered = 0-1176 g. 
= 32% of that originally present. 

The experiment was repeated, adding the NaOH more 
slowly. To a solution of patulin 0-154 g. in water, 10 ml., 
a few drops of thymol-phthalein were added. N/10 
NaOH was now added drop by drop from a burette to 
the first tinge of blue. Further NaOH was added from 
time to time as the blue colour disappeared until a total 
of 10 ml. had been added. The mixture was held at 
room temperature overnight and was then extracted 
with ethyl acetate. Wt. (corrected) of patulin recovered 
= 0-0453 g. = 29% of that originally present. 

(c) On heating with excess of NaOH.—More extensive 
aroan of patulin takes place when it is heated 
with NaOH. This was demonstrated as follows: 

A solution of patulin, 2-0039 g., in water, 5 ml., and N/i 
NaOH, 50-00 ml., was made.. On standing for a short time the 
solution became bright yellow and gave a red ferric chloride 
reaction. It was then boiled, under refſux and in an atmos- 


phere of oxygen-free nitrogen, for 40 min., when the colour 


of the solution changed to reddish-brown. Titration of the 
solution, which no longer gave a colour with ferric chloride, 
showed that 24:1 ml. N/l acid had been formed (calculated 
for 2 equivalents of acid, 26-0 ml.) 

Thus 1-85 equivalents of acid per mol. of patulin had 
been formed, which quantitatively is substantially the 
same as is formed on cold hydrolysis (see section a), 
but. qualitatively is quite different, since formic acid 


was shown to be one of the products of hot hydrolysis 


as follows: „ e e oe 

N/l H, SO. (25 ml.) was added to the neutralised solution 
and the volatile acids were separated by exhaustive distilla- 
tion in vacuo at 40-45° C, The distillate was titrated with 


..N/1 NaOH, and 9-0: ml. N/1 NaOH was required for neutrali- 


sation = 0:7 equivalent of total volatile acids. The 
neutralised distillate was evaporated to dryness. Estimation 
of the formic acid content of the dried residue by Fincke’s 
method (1913)—i.e., by reduction af HgCl, to Hg, CI. 
showed it to contain 0-675 equivalent of formio acid. 


The hydrolysis solution, from which volatile acids, 
been removed, contains a mixture of substances 
none of which has been satisfactorily characterised. 


ACID HYDROLYSIS OF PATULIN 

A solution of patulin, 1-068 g., in 2N H,SO,, 50 ml., 
was boiled for 6 hours under reflux in a stream of 
nitrogen which was bubbled through standard baryta. 
No CO, was formed during the hydrolysis. The hydrolysis 
solution was brownish- yellow; 1:8 equivalents of acid 
were formed during the reaction (in other experiments 
1-86 and 2-0 equivalents of acid per mol. of patulin 
were formed). e volatile acids were separated by 
exhaustive distillation in.vacuo as described in section (c) 
of alkaline hydrolysis. They amounted to 0:785 and 


` 
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0-82 equivalents per mol. of patulin in separate experi- 
ments and {ón estimation by Fincke’s method (1913) 
were shown to consist exclusively of formic acid. The 
identity of the volatile acid as formic acid was con- 
clusively proved by isolation as the lead salt which was 
obtained as Iong colourless needles from water. Found: 

„ 847; H, 0-66; „ 693%. Calculated for 
O,H,0,Pb:C,,808; H, 0-68; Pb, 69:7%. 

The solution from which the volatile acids had been 
removed was extracted with ether in a continuous 
extraction apparatus. The yellow ether extract was 
dried over anhydrous sodium sulphate. On removal 
of the solvent there remained a pale yellow syrup 
(wt. = 0-52 g.), which parnaliy crystallised on standing. 
It was tiled and the solid material was crystallised from 
ether-light petroleum (boiling-point 40-60° C.) and puri- 
fied for analysis by. sublimation in a high vacuum. 
Found: O, 49-96, 49-60; H, 5-65, 5:62% ; equivalent 
by titration, 145:6. 
580%. Equivalent, titrating as a monobasic acid, 144. 

The recovery yield of the purified hydrolysis acid was 
only about 10%, but large losses were unavoidable 
because. of the nature of the primary ether ‘extract 
which undoubtedly contains other hydrolysis products, 
the nature of which has not 
theless, in spite of the sm 
that acid hydrolysis of patulin proceeds ideally according 
to the èquation: ` 


C.H.O, -+ 2H,0 — C. H. O. + H.COOH 


General properties of the acid hydrolysie product, 
C,H,0,—The acid crystallises in colourless needles, 
MP 120°C. It is very soluble in ethanol or chloroform, 
moderately soluble in ether or benzene, and insoluble in 
light petroleum. It is optically inactive. It gives no 
appreciable colour with aqueous ferric chloride. Itisa 
strong acid, blueing congo-red. It titrate sharply as a 
monobasic acid and without indication of the presence 
of a lactone grouping. It is almost devoid of anti- 
bacterial activity since it only gives partial inhibition 
. 205 growth of Staph. auréus at a concentration of 
The acid gave 1-39 active H atoms in pyridine at 
18° C. and 0:52 atom in anisole at 18“ 0. A Kuhn-Roth 
estimation gave only 0'35 carbon-methyl groups, so 
that it is improbable that the substance contains such a 
grouping. It is not acted on by Malaprade’s KIO, 
reagent (1934). Hence it cannot have a hydroxyl 
group attached to either of the carbon atoms adjacent 
o the CO grou 


' A solution be a the acid, 0-71 g., in ethanol, 50 ml 


was shaken in hydrogen with an active catalyst epared 
from PdCl, 0-2 g., and norite, 0:5 g. Only 6'0 ml. of 
hydrogen were absorbed in 30 min. (calculated for 
uptake of 1. mol. of hydrogen, 110 ml.). Hence the 
acid does not contain a double bond. 

Derivatives of the acid, C,H,0,.—Identification as 
tetrahydro-y-pyrone-2-carborylio aeid (structure 3). 

(a) 2: 4-Dinitrophenylhydrazone.—Brady’s reagent, 30 ml., 
was added to a solution of the acid, 0-10 g., in water, 2 ml. 
The resulting orange-yellow precipitate (0-15 g., MP 192° C.) 
was recrystallised from 80% aqueous ethanol. The dinitro- 
aa fo ha a was thus obtained as orange-yellow needles, 
| 197° ©. Found: C, 44:07; H, 3:93; N, 17-15%. 
OI H: :O, N. requires C, 44-42 H H, 3°73 ; N, 17:26%. 

(b) p-Phenylphenacyl ester—The acid, 0:1084 g., was 
titrated with N/10 NaOH 7-44 ml. (equiv. 145:6). The 
solution was evaporated in vacuo to 2 ml. and the concentrate 
was heated with p-phenylphenacyl bromide, 0:2045 g., and 
ethanol, 8 ml. The crude reaction product, 0:16 g., was 
recrystallised from light. petroleum (150 ml., BP 60-80° C.) 
and the ester was obtained as colourless shining plates (MP 
139-140° C.). A mixture with authentic, synthetio, p-phenyl- 
phenacyl ester of -tetrahydro-y-pyrone-2-carboxylic acid (MP 
139° C.) melted at 139:5° C. Found: C, 70-92, 71-20; 
H, 5-48, 566%. Cs H. O, requires C, 71:01; H, 5:36%. 

A mixture of the hydrolysis acid, C. H. O. (MP 121° C.) 
and authentic synthetic tetrahydro-y-pyrone-2-carboxylic acid, 
purified by fractional sublimation in a high vacuum (MP 
120° C.) melted at 120 ·5˙ C. 


ACTION OF CONCENTRATED HYDRIODIO ACID ON PATULIN 


a) Isolation of the reaction product.—A mixture of 
patulin, 0-5 g. and cone. HI, 15 ml. (4, 1:7) was heated 
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in a Zeisel apparatus in a stream of CO, The bath 
temperature was slowly raised during 1 hour to 130° 0. 
and maintained at this temperature for a further J hour. 
The mixture: was cooled, diluted with water and 
extracted 4 times with an equal volume of ether. The 
ether extract was washed with water and then wth 
aqueous sodium thi te and the ether was removed 
by evaporation. The crystalline residue, an iodo-acid, 
0-55 g., was recrystallised from light petroleum (BP 
60-80° C.), giving colourless, broad 
Found: O, 28:77; H, 8-75; I, 49-85%. C. H, O,. I 
requires O, 28°15; H, 3:54; I, 49-57%. 

(b) General properties of the todo-acid.—The iodo-acid 


does not contain a carbon-methyl group. Found: 


-OH;, 08%. O H, O, I requires for 1 carbon-methyl 
group, 587%. Perhaps the most striking property of 
the iodo-acid is the ease with which iodine is. quanti- 
tatively eliminated as hydriodic acid in aqueous solution. 
This was demonstrated as follows: 

The iodo-acid, 0-0980 g., was 
titrated with N/10 NaOH to phenolphthalein. The substance 
slowly dissolved, and at the point where all the substance had 
dissolved 5-00 ml. N/10 NaOH had been used. The substance 
continued slowly to neutralise more NaOH like a lactone. 
The final titration value after 3 hours (stable for 1 hour) was 
7-63 ml. N/10 NaOH, giving an apparent equivalent of 128-4 
(calculated for C. H. O. I, titrating as a dibasic acid, 128-0). 


The HI produced during the above reaction was 


| estimated as follows: 


The neutralised solution was acidified with N/10 H,SO, 
(8 ml.) and extracted five times with ether (20 ml. each time). 


On removal of the ether an oil, 0-05 g., remained. The ether- . . 


extracted solution and washings were treated with AgNO, 
and the precipitated AgI was weighed. Wt. of AgI = 0-0889 g. 
= 49:03% I in the original reaction ‘product. C. H. O. I 
requires 49:57% I. l l 

(o) Reduction of the iodo-acid with Zn and HCl: 
identification of y-keto-n-hexanoic acid.—A. mixture of 
the iodo-acid, 0:5 g., zinc filings, 5 g., and 6 N HO, 
15 ml., was heated on the water bath for 14 hours. A 
further 10 ml. of HCl was gradually added during the 
reduction. The residual zinc was separated by. filtration 
and the clear colourless. filtrate was mixed WA Bracy e 
reagent (2: 4-dinitrophenylhydrazine in 2N. H 
200 ml.). The orange needles which quickly. appeared 
were separated by filtration, washed with dilute HCl 
and water and dried (wt. = 0:29 g.; MP 190° C.). The 
crystals were recrystallised twice by dissolving in warm 
ethyl acetate and adding light petroleum, and. were 
finally obtained as orange-yellow needles (MP .190° C.), 
not depressed on admixture with an authentic synthetic 
specimen of the 2: 4-dinitrophenylhydrazone of y-keto- 
n-hexanoic acid (MP 190° C.). Found: C, 46°97, 46-83 ; 
H, 4:71, 4-55 s N, 17°8, 17°95 %. i 0,,H,,0.N. requires 
C, 46-45 ; H, 4°55: N. 18-05 9%. . ` N 

The identity of the substance obtained by reducing the 
iodo-acid with Zn and HCI as y-keto-n-hexanoic acid, 
CH.. CH.. CO. CH.. CH.. COOH, was confirmed by converting 
a specimen of it, which was isolated by ether extraction of a 
second reduction, into its p- phenyl yl ester. This 
derivative was crystallised from hot aleohol and was obtained 
as colourless needles (MP 79° C.), not depressed on admixture 
with an authentic synthetic specimen of the p-phenylphenacyl 
ester of y-keto-n-hexanoio acid (MP 79° C.) Found: O, 
73°50, 74 · 4 : H, 6:23, 6:03 %. CHO. requires O, 74-06; 
H, 6:22%. 7 

(d) Oxidation of the iodo-acid with KMnO,: isolation 
of succinic acid and an acid C,H,,O,.—The iodo-acid 
1-024 g., was suspended in N/10 NaOH, 80 mi., and 
shaken until dissolved. After standing overnight the 
theoretical amount of Ag,SO, (0:6236 g.) was added 
and the peepee AgI was removed by filtration. 
To the filtrate N/1 NaOH, 8-0 ml., and “KMn0O,, 
0:8428 g. (2 atoms of oxygen) were added at room 
temperature. After standing for a few hours the 
precipitated MnO, was separated by filtration. The 
solution required 6-60 ml. of Ny H, SO, for neutralisa- 
tion. A further 12 ml. of N/1 H,SO, was added and the 
volatile acids were removed by evaporation to dryness 
in oe The solid residue was extracted with ether, 
and by 
extract two crystalline fractions were obtained. 


lades (MP 94° C.). 


suspended in water and. 


aded addition of light petroleum to the ether 
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filtration and the alcohol removed in vacuo. 


H, 83-67; N, 16-41%. 
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Fraction 1.—After purification this fraction (wt. 0-04 g.) 
finally melted, at 186° C., not depressed on admixture with 
authentic succinio acid (MP 186° C.). Found: O, 40-76, 
oe H, 519, 514%. Cale. for CH. O.:; C, 40-67; 
» 512%. | | 
Fraction 2.—Wt. 0-09 g. after purification. This fraction, 
which separated in the earlier fractions as eolourless prisms 


or plates, melted at 102° C., raised to 104° C. by sublimation - 


in a high vacuum. Found: C, 44-08, 44-06; H, 6-08, 5:87%. 
Equivalent, by titration, 167. C. H., O, requires C, 44:44; 
H, 622%. Equivalent, titrating as a monobasic acid, 162. 
This acid has evidently arisen by the reaction -CH = CH. -> 
-CHOH-CHOH-. Further evidence of the presence of a 
double bond and of its position relative to the CO group in the 
hydrolysis product arising by the action of water on the 
iodo-acid is afforded by the action of phenylhydrazine. 
le) Action of. phenylhydrazine on the iodo-acid in 
presence of water.—The iodo-acid, 0:2 g., was treated 
with a -filtered solution of phenylhydrazine hydro- 
chloride, 0-4 g» in water, 10 ml. containing crystalline 
951 0 acetate, 0-8 g. Colourless needles (0-04 g.; 
MP 104° C.) separated, which on recrystallisation from 
hot water were obtained in very long slender needles 
(MP. 105°O.). Found: C, 65-83; H, 6-33; N, 
O,,H, O N, requires O, 66-08 ; H, 6-46 ; N ° 
This derivative is a substituted pyrazoline since it gives 
an intense purple colour with Knorr’s reagent (conc. 
H, SO, and K, Cr, O,). Hence the parent substance 
OH, O, from which it arises contains the grouping 
-CH = OH-CO.-. It is clear therefore from the 
evidence in sections b, c, d and e that the acid obtained 
by the action of water on the iodo-acid has the con- 
stitution, OH, = CH.CO.CH,CH,.COOH. 
Condensation of the iodo-acid with malonic ester.— 

The iodo-acid, 3-0 g., was esterified with a slight excess 
of ethereal diazomethane. There was a vigorous evolu- 
tion of nitrogen. The ether was evaporated and the 
residual iodo-ester was used for the condensation. 

Metallic sodium, 0-27 g., was dissolved in ethanol, 
5 ml., and the solution was treated with diethyl 
malonate, 1:88 g. After 20 minutes the iodo- ester was 
added and the mixture was heated on the boiling water 
bath for 2 hours. The reaction product, 2-91 g., was 
extracted with ether and distilled in vacuo. The main 
fraction (1-03 g.; BP 160-164 C./ 1 mm.) was hydrolysed 
by boiling under reflux with conc. HCl, 2 ml., for 9 
hours. The water and HCl were removed in vacuo and 
the residual crude solid was crystallised from ether 


(wt. 0-61 g.) and purified for analysis by sublimation 


in a high vacuum. Colourless, clusters of plates, MP 


133°C. Found: C, 51.21; H, 6-33; C-methyl, 0-54 %. 


OCH: O; requires C, 51-05 ; H, 6-43; for 1 C-methy] group, 
8.0 %. Since this acid does not contain a carbon-methyl 
group the position of the iodine atom in the original 
jodo-acid is fixed as on the terminal carbon atom. The 
iodo-acid therefore has the structure CH,I.CH,.CO.- 
OH. OH,. COOH and is .y-keto-e-iodo-n-hexanoic acid. 
The condensation product above, CH, O;, is y-keto- 
suberic acid, HOOC.CH,.CH,.CH,.CO.CH,.CH,.COOH. 


CATALYTIC HYDROGENATION OF PATULIN 
(a) With palladium-norite-catalyst : | aad of 2 atoms 
of hudrogen.— A solution of patulin, 12 g., in ethanol, 
100 ml., was hydrogenated at ordinary pressure in the 
resence of a Pe aon ee catalyst prepared from 
5 g. of PdCl,; 1690 ml. of hydrogen (corr.) was 
absorbed in the first half hour and the hy 
was stopped after a total uptake of 1924 ml. H, (corr.). 
(Theoretical for uptake of 2 atoms of hydrogen per mol. 
of patulin, 1745 ml.). The catalyst was removed by 
A colour- 
less, water soluble oil (12-6 g.) remained which did not 
crystallise. A solution of this oil, 0-4 g., in water, 
50 ml., was treated with Brady’s reagent, 100 ml. A 
heavy precipitate rapidly formed (wt. 0-50 g.). It was 
crystallised from ethanol and then methanol and was 
obtained as orange flattened needles (MP 201° O.). 
Found after drying in high vac. at 110°C.: C, 45-90; 
C,,H,,0,N, requires O, 46-43; 
H, 3-60; N, 16-66%. This compound is thus the 
2: Sn opan A cater scr of dihydro-patulin, C,H, O., 
from which it follows that patulin itself contains at 
least one double bond which can be saturated by cata- 
lytic hydrogenation (1 mol. H,). 


‘of hydrogen.—A solution of patulin, 


and norite, 0-5 g.; 1377 ml. = 
in the first 10 minutes and a total of 160-9 ml. H, (corr.). 


genation 


i 
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) With palladium-norite-catalyst:: - „ of 4 atoms 

atulin, 0-5 g., in ethanol, 
8 ml., was hydrogenated ab ordinary pressure with a 
palladium-norite catalyst 


pre 
H, (uncorr.) was absorbe 


ared_from. Pdaft,, 0-2: giy 


i 


— 


in 20 minutes, when uptake was negligible and the - 


experiment was terminated. 
of 4 atoms of hydrogen per mol. of 
After removal of catalyst and solvent a colourless syrup 


. (0-51 g.) remained which could not be induced to 
talline An aqueous solution of the syrup gaye 
is 


crys 
only a trace of precipitate with Brady’s reagent. 
therefore probable that uptake of 4 atoms of 5 
r mol. of patulin under the above conditions leads to 
he saturation of one double bond (i.e., -CH = CH- to 
25 115 i ).and reduction of the carbonyl group = CO 


(c) With Adams's platinic oxide catalyst: uptake of 
4 atoms of hydrogen.—A solution of patulin, 5-0 g., in 


ethanol, 75 ml., was hydrogenated at ordinary pressure 


‘with Adams’s PtO, catalyst, 0-2 g. (Voorhees and Adams 
1922 ; Gilman 1932, p. 452). en no further uptake 
of hydrogen was observed a further 0-2 g. of catalyst was 
added and the hydrogenation was continued. The total 
uptake of H, at N. T. P. was 1580 ml., without correction 
for the hydrogen absorbed by the PtO, ; theoretical for 
uptake of 4 atoms of hydrogen = 1455 ml. The deep 
red solution thus obtained was shaken with air to 


in vacuo. The product was a dark red oil (wt., 5:60g.) 
which reacted acid to litmus, 


d) Reduction of the PtO, hydrogenation product with 
HI and red 5 < identification of B-methyl- 
caprolactone and B-methylcaproic acid.—A mixture of the 
above oil, 5-60 g., hydriodic acid (a, 1-7), 50 ml., and 
red phosphorus, 2-5 g., was heated 
3 hours at a bath temperature of 150-160° C. After 
cooling. the mi 
extracted with ether, the free iodine being removed 
from the ether by shaking with aqueous thiosulphate. 
On removal of the solvent a clear red oil (3°74 g.) re- 
mained. is was heated for 45 minutes under reflux 
with zinc, 20 g., and 6N, HCl, 50 ml., to remove com- 
bined iodine, and then re-extracted with ether. The 
ether solution contained a mixture of neutral substances, 
lactones and free acids. These were separated by the 
usual methods (see Birkinshaw, Oxford and Raistrick 
1936) and gave the following fractions: 


(1) Neutral substances.—0:03 g. of oil which was not 
examined further. 


(2) Lactonee.—Wt. 0:56 g. This fraction was converted 
into the phenylhydrazide as follows. A solution of it in 
ethanol, 2 ml., and phenylhydrazine, 0-56 g., was heated on 
the boiling-water bath for 2 hours. After cooling, ether was 
added and the solution was chilled. A crystalline product 
(wt. 0-12 g.; MP 142-144 C.) separated and a further crop 
(wt. 0-18g.; MP 128-132“ C.) was obtained from the mother 
liquors by evaporation to dryness and extraction of im- 
purities with ether. The crude material was crystallised 
several times from ethanol to give finally colourless glistening 
plates, MP 152° C., not depressed on admixture with the 
phenylhydrazide prepared from synthetic #-methylcaprolac- 
tone (see section e below). Found: C, 66:49; H, 8-45; 
N, 12.45; C-methyl, 8.05%. C: H. „O, N, requires C, 66-07 ; 
H, 8:53; N, 11-86; for 1 C-methyl 636 %, for 2 C-methyl, 
12-72%. : 


(3) Free acids.—This fraction was distilled in steam. The 
distillate required 1-75 ml. N. NaOH for neutralisation to 


phenolphthalein. The neutralised distillate was evaporated 


to 2-0 ml. and the concentrate was heated with p-phenyl- 
phenacyl bromide, 0:48 g., and ethanol, 8 ml. There was 
isolated from the reaction mixture, as the main fraction, a 
crystalline solid (wt. 0°16 g., MP 48-51°C.). Reerystallisation 
from light petroleum gave colourless plates (wt. 0-09 g., 
MP 61-51-:5° C.). A mixture of this substance with authentic 
synthetic B-methylcaproic acid p-phenylphenacyl ester (MP 
52-52-5° C.) melted at 51-52° C. Found: on the degradation 
product C, 77-41; H, 7:37%. C, H, O, requires C, 77°75; 
H, 7-46% . «(The MP of B-methyleaproic acid phenylphenacyl 
ester is given by Quebedeaux and others (1943), probably in 
error, as 61—62° C.). go 


(Theoretical for uptake ~ 
patulin = 145:5- ml.). 


. coagulate the Pt, filtered and the alcohol was removed 


under reflux for 


e, it was diluted with water and 
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(e) Synthesis ‘of : the . phenylhydrazide of B methyl x- 
h ydrony-n-hexanoic acid. ¢-Bromodiethylketone. (33 g.; 


Pauly 1901) was condensed: with sodium malonic ester; 


nas ‘by dissolving metallic sodium, 46 g., n 


= -, ethanol, 50 ml., and adding diethyl malonate, 32 


The resulting condensation product, diethyl f. propionyl- 
Bas malonate,. was: isolated from the reaction mixture 


manner and was obtained as an almost. 


n colourless oil (wt, 14-9 f., BP 116-118°0./8 mn, ). 


This ester was hydrolysed; and decarboxylated to the 
o solution which does not cause an 


corresponding keto acid, by boiling it with 2 N. H, SO,, 
150 ml., for 48 hours, when CO, evolution ceased. The 
‘cooled reaction mixture was extracted with ether and 
the acid was transferred to sodium carbonate solution. 
It was liberated by HCl and again extracted with ether. 
On ‘removal of the solvent, B-methyl- V 
acid remained as a pale yellow oil, wt. 6-6 g. 
This keto acid was now reduced to the corresponding 
-hydroxy acid. It was dissolved in ethanol, 50 ml., and 
to the boiling solution metallic sodium, 11- 6 g., was 
added during 10 minutes. Then 95 ml. of ethanol was 
gradually added so as to dissolve the remainder of the 
sodium in } hour. The cooled reaction mi was 
- diluted with water, 100 ml., the ethanol removed in 
vacuo and the residue ‘acidified with 46 mil. of a mixture 
of conc. H,SO,, 50 g., and water, 50 ml. The acidified 
mixture was boiled for 5 minutes, cooled and extracted 
with ether. The ether extract was washed with aqueous 
ium N On removal of the solvent there 
remained 5:61 g. of an oil, fractional distillation of 


which gave 3 · 61 g. of the lactone of B-methyl-y-hydroxy- ' 


N- hexanoic-acid—i. e., 8-methy] caprolactone as a colour - 
| less oil (BP 225-2306 C. {762 mm 
k A mixture of this lactones = I 1 ml., z phenylhydrazine, 
1 mil., and ethanol, 4 ml., was refluxed for 2 hours. The 
resulting phenylhydrazide was isolated and purified as de- 
scribed above under section (d) 2 lactones, and the phenyl- 
. hydrazide of B-methyl-y-hydroxy-n-hexanoic acid was 
thus obtained as colourless glistening plates, MP 151° O., 
alone or in admixture with the phenylhydrazide obtained 
E the degradation of patulin. Found: C, 65:94, 65-79 ; 
8-49, 8:52 ; 5. N, 1 ‘0, 11 · 9%. iH, ON. requires 
; 66-07 ; H, 8-53; N, 11-86 %. 

5 wish- to thank the Therapeutic Research Gissoraiion of 
Great Britain for providing a number of synthetic referencé 
samples which were of great value in identifying breakdown 
‘products of patulin. We have had many helpful discussions 
during the course of the work with the'research staffs of the 
Corporation. One of us (S. E. M.) is indebted to the’ Corpora- 
tion for a grant ‘which has enabled him to take part in the 
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III. Preliminary Trial in the Gen cg 
W. E. GYE, MD EDIN, FRS 
DIRECTOR OF THE IMPERIAL CANCER RESEARCH FUND 
LABORATORIES ` 


The Shesryationa made in this laboratory: with 
paiaka ‘which was. originally supplied: by, Professor 
istrick for chemotherapeutic tests in cancer,. were 
uncontrolled and are therefore of no solid scientific. ‘value, 
but since they. formed the starting-point of Commander 
ay kins’s investigation it may be of some interest, to 
a note to this report. 
- ac en the supply of patulin was received I was in 
the 55 stage of a severe common cold which had 
kopt me indoors for two daya: A. watery solution of 
own aprengti but probably, judging by subsequent 
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original strength. 
patulin was made about 9 pm. A night o 
rest, the first for three. days, was obtained and next 
morning I was completely well and back at work. 


medical and non-medical 


febrile cold which was later diagnos 


next mor 


r in these cases was perfunctory ; 
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tests, at least 1 in. 1000, was prepared bent the nasal 
assages ‘were thoroughly douched it. The 
louching caused some „but since it’ was Polowa 

our by a. clearing of the nasal passages: i 
twice with solutions of about a, tenth the 


was repeate 
The third and last a application of 
bed 


Experiments were next made to determine the st 
20500 reciable amount 


of pain after nasal douching ; 1 in 20,000 is practicall 


painless and solutions of this strength ‘buffered wit 
repared and offered 95 . 


6-0, were 
friends for trial. The 
obtained cannot be set down in exact form but ‘most 
of the reports were sufficiently favourable to warrant a 
real trial under carefully controlled conditions. 
Medical friends who used the solution provided, .as 
would be expected, most useful anton One 
volunteer, Dr. A. P., treated what a appeared i to be a 
èd as influenza ; 
patulin did not reduce the temperature or shorten the 
duration of the disease but it did prevent the nasal 


phosphate at pH 


‘symptoms and signs of the common cold which so often 


confuse the diagnosis of true influenza. Another 
medical friend, Dr. B. P., treated his cold and at once 


‘obtained alleviation ; running at the nose started : 
and was again checked. This continued 


for several days when it became obvious that the antra 
were full of pus. The antra were washed out and the 
patient had no further trouble.. 

people regard the common cold as an annoying 
19 18 le minor illness suitably treated with contempt ; 
those few who are subject to 5 attacks, each of 


which lasts several weeks and makes life.a misery, do 


not take such a light-hearted view. The following notes 
have been provided by Dr. B. D. P., who suffers severely 
and frequently: 


Nov. 20-24, 1942. Kept indoors with a violent infectious 


cold. Nasal passages blocked. No pos Violent sneezing. 


Nights disturbed. 

Nov. 24. Forenoon: nose ; Neuralgi io pains 
bones of face. No fever but feeling miserable. 1 12. 15 og 
gargled and douched nasal passages with solution of patulin. 
Nasal passages cleared almost immediately. Gargling and 
douching repeated at 2.15, 4.45 and 9.15 pm. , Slept nearly 
10 hours breathing freel 


y. 
Nov. 25. “Woke with nasal passages clear and dry. No- 
cough. . Slight huskiness of voice. 
. 7.30 am. No further treatment. Returned to work. 


Gargled and douched at 


A sapper, RE, had a severe cold of 2 days’ duration. His 
nasal passages were. douched with a freshly prepared solution 
of a strength of 1 in 5000; the douching was repeated twice, 
the last time at 10 pm. Relief from the nasal stoppage and 
associated symptoms was quickly obtained and a good night 's 
rest followed. Next day the cold was better and no further 
treatment was needed. 

These are the strikingly. successful results. Of pro- 
fessional observers, one only, Dr. J. M., reported no 


improvement at 


The reports received from non medical friends were 
not sufficiently exact either as to duration of illness, 
symptoms or effects of treatment to enable one to reach 
any conclusions. Several found nasal douching difficult 

or too much bother to carry out and co 


1 to exaggerate the beneficial effects. 

ance it appeared that freshly prepared solutions of 
1 in 5000 to 1 in 10,000 give a good chance’ of rapid 
amelioration of symptoms or even of a Ta uick cure; 
with weaker and. old solutions the chances of alleviation 


diminish. 


Postscript. —Since the note above was EN an 
opportunity to treat a cold from the beginning has 
occurre 


The cold. started in the early hours of the morning with 


sneezing, headache and a hot running nose.: The first treat- 
ment was made at 11 am the same day ; the nasal 

cleared rapidly and the watery. discharge ceased. At, 5 PM 
all the signs of a cold returned and treatment was renewed. 
Again relief was obtained but at 10 ps nasal discharge of 
clear fluid began again. Treatment before retiring to bed 


v 
* 


SB EN SRA we SFF ER ww 


S Bers 


wJ pE ERE 


EKF 


ag sa” 


FS SFS ZB EE as FEELS 


Ce ir Be ws Rm 


ae on ee OO ya la 


i= 


Ma My ot TEUN ad 


3 LANCET] 


: gave a good night’s rest but symptoms returned next morning. 


g the second day nasal douching was.carried out three 
times, but in spite of immediate relief to nasal blockage: the 


cold was not cured. On the afternoon of the third day the 


cold finally cleared up. On the evening of the third day 
one small fleck of green pus was obtained by blowing the nose. 


Thus the cold was not cured in the early stages but 
relief from nasal stoppage was obtained; this early 
od of a cold may be the period of virus infection and 
if it is it may be said from this closely observed case 
that patulin has no effect on the virus. The secondary 
stage of infection with gram-positive and gram-negative 
organisms was completely prevented and since it is an 
almost invariable rule that the purulent process con- 
tinues with me for at least a week, e proved to 
be of great value. 


xv. Biological Properties; Extended Trial in the 


Common Cold 


W. A. HOPKINS, MD DUBL, MROPI 
SURGEON COMMANDER, ROYAL NAVY 


Preliminary experiments have been carried out to 
estimate the action i in vitro of patulin against a number 
of the more'common pathogenic aerobic organisms. 
For the reasons put forward by Fleming (1838) the 
bacteriostatic power of the drug has been estimated 
rather than its bactericidal action. In order that the 
results might be comparable with those obtained with 
other mould . the method adopted was, in the 
main, the serial dilutional technique used by Oxford 
(1942) in a similar investigation. 

Serial dilutional method.—Standard heart broth at pH 7-2 
containing 2% € goo; 1% peptone and 0-5% NaCl was used 

as the basal medium. The solution of patulin was prepared 
= weighing 25 mg . of the substance into a 100 c.cm. flask, 
adding 90 o. om. ae sterile distilled water and dissolving by 
gentle warming. The resulting solution was then quickly 
brought to boiling-point, cooled rapidly and brought up to the 
100 C. cm. mark with sterile water. This gives a 1: 4000 
solution of patulin. The sterile basal medium was tubed in 
4 c.cm. quantities and to each tube was added graded dilu- 
tions of patulin—e.g., 1 c. om. of 1: 4000 solution added to 
4 c. om. of medium gives a 1 : 20,000 dilution; 0-8 c. em. of 
1: 4000 solution plus 0-2 O. m. of sterile water a 1: 25,000 
dilution, and so on, using increasing quantities of sterile water 
and decreasing quantities of patulin solution. Thus each 
tube contained 5 c. m. of liquid, 1 . om. of sterile water 
being added to the control tube. Different of 

solution were prepared as the work proceeded and 
they “elves necessary. 

‘Both cultures obtained from the National Collection 
of Type Cultures and organisms isolated in the laboratory 
where the investigation was carried out were used for 

In the former case three successive generations 
(each of 24 hours) were grown in the basal medium 
before the test was carried out. 

e tubes containing the sterile basal medium plus 
the dilutions of patulin were inoculated from glucose- 
broth cultures of the test organisms, a standard loopful 
(0-004 c.cm.) to each. Except in the case of weakly 
growing organisms all cultures were diluted 1 in 1000 
in the Sterile basal medium before use. After sowing, 
the cultures were incubated for 24 hours at 37°C. and 
were then examined. Complete inhibition of- growth 
was shown by the absence of any turbidity, partial 
inhibition by a growth which was obviously less than 
that in the control tube. 

All tests were carried out in duplicate and have been 
atid using different samples of patulin. 


Experimental Findings 


From table 1 it will be seen that patulin possesses 
bacteriostatic powers against a number of gram-positive 


and gram-negative aerobic organisms. The position with 
regard to the anaerobes is still under investigation but 


preliminary results show that the substance is active 
against this group also. 

TARA with other mould products which have been 
isolated during recent years, patulin differs from peni- 
cillin, gramicidin and citrinin in that it shows no selective 
differentiation between gram-positive and gram-negative 
microbes. In this respect the g is comparable with 
penicillic acid, and indeed the inhibitory figures pub- 
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lished for the latter compound (Oxford 1942) are very 
similar to those shown in table 1. Patulin is very much 
less active than is penici agai -positive 

organisms, but the position is reversed with regard to 
the coli-typhoid salmonella group. For example, while 
patulin gives complete inhibition of Salmonella typhi 
at a dilution of 1 in 50,000, and 337000 inhibition of 
Bacterium coli at a dilution of 1 in 33,000, the figures for 
5 (Abraham et al. 1941) are 1 in 10 „000 and less 

han 1 in 1000 respectively. In the same way, with the 


dysentery group patulin is a more efficient growth 


l inhibitor than penicillin, the pence for Ba dysenteriæ 


Shiga being 1 in 50,000 for the former 
20,000 (Abraham et al. 1941) for the latter. l 
Effect of serum,—In order to estimate the inhibitory 


drug and 1 in 


wich if any, of serum the dilution tests were repeated 


with the addition of 10 % fresh human serum. Staphylo- 
coccus aureus, Streptococcus pyogenes and Strep. 


moni were used as test organisms and the results 


obtained are shown in table Ir. 
5 observed. 

Effect of pus.—In view of the projected trials of the 
substance in the treatment of common cold, it was 
important that its activity in the presence of pus should 
be estimated. This was carried out using pus broth ” 
as described by Florey and his colleagues ( 11941 ), and 
with Staph. aureus, Strep. pyogenes and Strep. pneumonias 
as test organisms. , 

The pus was first “ thinned ” by incubation at 37° C. for 
3 days, and after centrifugalisation one part of the super- 
natant fluid was diluted with two parts of broth to give a 
33% pus broth. After filtration through a Seitz EK filter 


In no instance was any 


TABLE I—BACTERIOSTATIO AOTION OF PATULIN USING 2% 
GLUCOSE BROTH 


Limiting dilution for 
ares inhibition Notes 
O m — — E : 
} Complete Partial None 
Staph. aureus... | 50,000 95 80,000 | Coag. + vo from 
| abscess 
Ditto .. | 33,000 8 50,000 | Coag. + ve from 
osteomyelitis 
Ditto . . | 33,000 | 50,000 | 100,000 | Two strains: 
| an Noro 3095 and 
Ditto 50,000 100,000 Noro 3761 
Sirep. pyogenes 80,000 100,000 Langs gba oa A 
Ditto 33,000 | 50,000 | 80,000 | Noro 2432 
Strep. pneumonia 80, 000 100,000 | Group 3 
S.typht 50,000 80,000} «.. 
Ditto 50,000 be 80,000 | Noro 2128 
S. typhi. para A 80,000 100, 000 150,000 
S. typhi, para B 50,000 = | 80,000 
Ditto 33,000 50,000 | NOTO 14 
Bact. coli 33,000 ` | 50,009 | 80,000 | Noro 86 
B. dysenteriæ ‘| 80,000 100,000 8 
, Flexner |- 
B. ayomini oa 50,000 | 80,000. | 100,000 à 
B, proteus . | 33,000 | 60,000 | 80,000 | Noro 401 
M. catarrhalis .. | 80,000 | 100,000 | 150,000 


varying dilutions of patulin were added to this broth, which 
was then inoculated in the usual way with the test organiama, 
incubated for 24 hours at 37° C. and examined. bro 
without the addition of patulin was used as a control and the 
test was carried out in parallel with 2% glucose broth. 


The results in table n show that in no instance was 
any antagonistic effect observed. 

Effect on leucocytes.—The in-vitro effect of patulin 
on the phagocytic activity of leucocytes has been tested 
11058 the method described by Thrower and Valentine 
( ). 7 

Saline dilutions of the. drug were prepared ranging from 
04% to 0:0125% ; 0-2 c.cm. of each dilution was added to 
an equal volume of reconstituted blood and the tubes ekan 
incubated at 37° C. for 3 hours. A tube containing saline 


Th morbidity-rate. ` In the United 


. examination of the brain showed 


. 
e 
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‘TABLE II—DILUTION TESTS, SHOWING THAT.SHRUM AND. PUS 


vo NOT INTERFERE .WITH -BACTERIOSTATIO HFFEOT OF 
TAT x a 
a ae Hi hest dilution producing complete 7 
aggre as BO ee ak Medd” ee 5 .. lubibi tion 
enen N glucose [Glucose broth] pas broth 
; : E . uco iuc ro 
Ca Sun o | ES Roth. 710 % serum Pus broth 


` 
9 


Staph. aureus . 


eus . 33,000 33,000 „ 33.000 
‘Strep. pyogenes `’ .. 30,00 30,00 80,000 
Sirep. pneumonia .. | 30, 000 80,000 30,000 


without the addition of the drug was used as the control. 
After 3 hours incubation a standard drop of héat-killed three - 


| atulin phago- 
cytosis is inhibited ; it is reduced at 0:025% but un- 


' TABLE NI—DETERMINATION OF LETHAL DOSE IN MICE | 


. Intravenous No. ot Deaths within | . Mortality 
dose (mg./20.g.) mice 3 days 2 So. 
025.. | 30 | E-A 166, 
0 20 128 . 5 
10 20 Ets ga} 85 
1s 56 „ 5 


100 
grossly hemorrhagic. On section the capillaries showed 
acute dilatation and the alveoli were packed with red 
cells. Similar capillary damage, but to a less degree, 
was seen in the liver, spleen and kidneys. Histological 

cedema, congestion 
of the vessels and a round-cell infiltration. | 
The average lethal dose for a 20 g. mouse when the 
substance is administered subcutaneously is also in the 
region of 0-56 mg. When this amount is given dissolved 
in 0-2 c. cm. of water death usually takes place within 24 
hours. Changes similar to those described when the 


intra venous route was used were found on autopsy. 


With smaller doses (0:25 mg. and 0-125 mg.) the mice 
survived but injection was followed first by cedema of 
the tissues and later by necrosis at the site of inoculation. 


The findings in a rabbit are very similar. r an 
intravenous injection of 50 mg. (0-25 mg. per 20 g. body- 


weight) the animal went into convulsions and died at 


14 houts. At autopsy, pleural and pericardial effusions 
were 


resent and the organs showed the same changes 
8B in. he mice. l a ; aa e ; a 
R - Treatment of the Common Cold 


o All epidemiological studies on the common cold go 
. to show that the disease is prevalent throughout the 


world and that it is ayvery important factor in the 


is responsible for more absenteeism and loss of efficiency 
than any other disorder or group of disorders. Although 
-@ cold is usually regarded as a nuisänce rather than a 
serious complaint, there can be no doubt that repeated 

attacks (and the average incidence is two attac 
: person per annum) lead to serious and sometimes 
„Aisäbling complications. 
For years past a cure for the common cold has been 
sdught, and numerous so-called: specifics, have had their 


Thus the type of case treated was an acute or subacute 


gdom the complaint 


per 


every 4 hours. 


taken as the limi 
was equally diluted buffer solution. 


advocates. None of these. specifics, however, has 
fulfilled its early promise, and, as the saying goes, if a 
cold is treated energetically it will get well in seven 
days, while if left to itself it will get well in a week. 

When. patulin was isolated and preliminary tests 
in vitro had shown that it possessed. bacteriostatic 
powers against a number of gram-positive-and gram- 


negative organisms, a few observers decided to give the 


drug a personal trial in the treatment of common odd. 
The results were encouraging and it was felt that the 
substance merited further trial in a larger group, under 
controlled conditions. An investigation was therefore 


arranged in codperation with the authorities at a large 


naval depot. o ö 7 e 

Common cold is a generic term applied to a number 
of conditions affecting the respiratory tract, and it was 
essential for an investigation such as this that some 


limited definition of a cold would have to be adopted 
and that only those cases which conformed to that 


definition should be included in the series. The 


definition adopted was in the main that of Horder 


(1982) —an acute: specific catarrh. involving the upper 
respiratory tract, and in most cases the nose and 
pharynx. A cold runs a benign course of 3-10.days, with 
pyrexia and constitutional’ disturbance.. ,Horder allows 
‘some degree of sinusitis, laryngitis or tracheitis in his 
definition, but patients presenting themselves with such 
complications on first attendance were not included in 
this series. Moreover, patients with severe headache, 
body: achés, and in whom the diagnosis between 
influenza and common cold was indefinite were excluded. 


rhinitis with or without pharyngitis, and with or without 
slight pyrexia and constitutional disturbance—in other 
words, what the man in the street, who may be sneezing, 
with his nose ‘‘ stuffed up or running and a dry throat, 
ane 1 thoroughly miserable, calls a cold in the 
ead. oe ee a, “es a 
The investigation was carried out in two · parts: 
‘ Group 1.—A controlled series in which half the patients 
were treated with patulin and half with a control fluid... 
~ Group 2.—In which selected observers suffering from colds 
were given supplies of patulin and asked to keep careful notes 
of their progress... 
| PREPARATION AND ADMINISTRATION: | — 


Patulin ead well in a phosphate buffer- solution 


adjusted: to p prepared as 
follows: a | cre. 

27.231 g. acid potassium phosphate (‘ Analar ) is dissolved 
in a litre of distilled water; 57 o. em. of N/10 sodium hydroxide 
is added to 250 c.cm. of the phosphate solution’; the resulting 
solution is well mixed and then made up to a litre with 
distilled water. | SO ee an es 
The stock solution of patulin is prepared by: dissolving 
0-050 g. of the substance in 5 c.cm. of the buffer solution 
and diluting to 100 c.cm. with sterile distilled. water. 
This stock solution keeps well; a supply which was 
kept for 3 months showed no evidence of deterioration. 
For ready use one part of the stock solution is diluted 
with nine parts of sterile distilled water to give a 


6. This buffer solution is 


1: 20,000 solution of substance; two parts with eight, 


parts of water to give a 1: 10,000 solution, and so on. 
The solutions for use were prepared freshly each cay 


and were used within twenty-four hours. The strengt 
used were 1: 20,000 in the first batch, 1 :.10,000 in the 


second, and 1: 6000 in the third batch. In group 2 2 


1: 10,000 solution was supplieegCC. 

= The solution of patulin was applied locally to the 
nasal passages and nasopharynx. Patients in. group 1 
were treated by a sick-berth attendant who sprayed the 
nose and throat with a De Vilbiss atomiser. Patients 
in group 2 either sniffed it up from the palm of the 
hand or instilled it into the anterior nares with a 
pipette ; some of the patients in this group paride Seed 
with the solution.. The patients in group 1 were treated 
Some of the patients in.group 2 applied 
the treatment every 2 hours, others every 4 hours. 


l 5 4 c. om. of fluid was used on each occasion, 
an 


in most cases treatment was continued for 2448 
hours. A few patients in the first batch. were treated 
for three days, but in the later batches 48 hours was 
it. The control fluid used in group, 1 
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RESULTS IN GROUP | | 

Treatment of group 1, which was subdivided into 
three batches, was carried out at a Naval depot. Colds 
were rife at the time, and after a broadcast on the 
subject ample yolunteers were forthcoming. The patients 
were first examined and the form here illustrated was. 
filed up ; if they conformed to the definition of common 
cald they were then directed to an attendant who 
treated alternate cases with a solution of patulin and the 
remainder with the control fluid. 


Date_/ /43. Name Age Rating 
Headache — Shivering Coryza a 
Body pains Sore Throat Cough 

Other symptoms 

Contact ? Subject to colds ? 

Present condition :— T. P. R. 

Eyes — Nose 

Fauces à 

Chest 

Date. Time. Treatment. Progress - 


Duration of symptoms before treatment | 
Duration of symptoms after treatment 
COMMENTS :—, 


Form used in Group |. The reverse has space for the findings. on direct 
A _ examination and culture of the nasopharyngeal swab. 


A The patients themselves did not know that the series 
was being controlled and were under ‘the impression 
that they all had had the same treatment. With the 
third batch, to prevent the possibility of any bias on 
the part of those conducting the trials, until the results 
of treatment had been assessed, none of them knew 
which was the treated group and which the control. 

Treatment was repeated four-hourly during the day, 
and the ponents were seen at the end of 24 hours and 
again at the end of 48 hours, at which times improvement 
or otherwise was assessed. The assessment of results 
was by no means easy, for a cold, apart from rhinorrhea, 
has but few objective signs, and one was forced to rely 
largely on the patient’s statement. However, every 
effort was made to check a patient’s statement that he 
was cured by physical examination and by interrogation 
as to why he had said so. | | 

As might be expected, a certain number of men, both 
treated and controls, had made up their minds that 
they were going to be cured, and claimed complete 
alleviation of their symptoms when asked how they felt. 
Further questioning in such cases elicited the fact that 
although they felt better they were still suffering from 
such symptoms as some nasal discharge, a stuffed-up 
nose in the morning, &. Only those. men who, after 
questioning, were found to be completely symptom-free, 
and. who, on examination, had no objective signs were 
classified as cures, In the first batch an attempt was 
made: to divide the patients into three groups; cured, 
improved and worse, but because of the difficulty in 
assessing Improvement this method was abandoned, and 
patients in the subsequent groups were classified as 
cured or not cured. For convenience in statistical 
analysis, the figures obtained in the first batch have 
been treated in a similar fashion, the improved and 
worse cases being classified as “not cured.” `The 
results obtained are shown in table Iv; it will be seen 
that in each batch the treated patients show a much 

higher percentage of cures than do the controls. 


PROF. RAISTRICK AND OTHERS: 


‘histories of the cured cases are as follows. 
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A large number of. the cured patients noticed a great 
improvement after the first application of patulin, and 
were completely cured within 24:hours. The response 
to treatment could almost be: described as dramatic; 
men who had been feeling miserable with a constant nasal 
discharge and a raw. throat during the day anda stuffed- 
up: nose on waking in the morning, reported 24 hours 
er treatment had been begun that they felt quite fit. 
and that their nasal passages were dry and clear. 
Other patients improved more tices G but ex- 
perience showed that if complete cure did not take 
lace within 48 hours it was unlikely that patulin would 
ave any apparent effect on modifying the: course of 
the cold. , 5 ees as “een 
No ill effects were observed after treatment. Some 
patients (especially those in batch 3, when ‘a 1: 5000 
solution was used) 1 of a transitory stinging 
in the nose, immediately after they had been sprayed, 
and a number noticed that for about half an hour after 
treatment they had a profuse nasal discharge. That 
these effects were not due either to the buffer solution 
or to mechanical action is shown by the fact. that none 
of the patients in the control group reported similar 
symptoms, 7 , ae crane eo 
The failures may be divided. into two groups—(a) ` 
patients who did not improve in any way, and (b) 
patients who showed transitory improvement which. 
was not maintained or in whom camplications developed. 
The second group is of some interest and mention may 


be made here of a relevant personal experience. => 
For many years I have had at least one severe cold each 
winter. These attacks may be described as typical common 
colds; they start with vague malaise, a dry throat and slight 
pyrexia and are closely followed by sneezing, profuse nasal. 
discharge and completely blocked nasal passages on waking, 
in the morning. The acute symptoms usually persist for. 
4-5 days and are followed by a purulent nasal discharge which 
laste for about a week. A few years ago one of these attacks 
culminated in a severe pan-sinusitis, which, however, cleared 
ug with conservative treatment. During the time that 
patulin was undergoing clinical trials I noticed the pre- 
monitory symptoms of a cold, and 12 hours later when the 
attack had fully developed I started treatment using a 
1 : 10,000 solution of patulin every 4 hours. Next morning 
i.e. some 20 hours later—I woke up feeling completely 
cured and without a trace of nasal discharge or blockage of 


TABLE IV—RBESULTS IN GROUP I 


E 


CONTROLS 


TREATED 
5 : P Reco- % Teco- F Reco- | % reco- 
atlents vered | vered Patients vored | vered l 
1. January 54 24 44 41: 1 2-4 
2. February 23 16 70 26 3 12 
3. April 18 15 88 18 4 22 
Total 95 55 58 88 f 8 94 


the nasal passages. The same night, however, symptoms of 
sinusitis (pyrexia, pain close to the inner canthus of the 
eye, together with generalised headache and vomiting) made 
their appearance. l = 

Two of my colleagues had similar experiences; after 
the of patulin they noticed distinct but temporary 
improvement, but shortly afterwards both developed. 
sinusitis; like myself, both had had previous attacks. 
It is probable that any focus which the solution cannot 
reach will keep the infection active in the nasal passages, 
and some of the failures in the treated group may have 
been due to the existence of a previous sinusitis. -In 
2 patients clinical and radiological evidence of such a 
condition was found; neither of these patients im- 
proved, but neither became worse nor complained of 
symptoms suggestive of an acute sinusitis. 


RESULTS IN GROUP 2 
Some 14 patients complaining of colds were given 
supplies of patulin and asked to keep notes of their 
progress. Of these, 10 reported a complete and rapid 
recovery. Of the remainder, one felt much better and 
3 noticed no improvement whatsoever, . Typical case- 
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Can 1. . (Notes supplied by Dr. M. Maizels.}—A married 


woman, who usually has two bad winter colds, which always: 
develop in the same way: thickness in nose, running eyes, sore: 


throat. The cold is bed for 3 days and clears up in about 
3-4 days. On the evening of Feb. 2 she noticed dryness and 
stuffiness of the nose and sore throat. Next morning she 
felt she had.a:very heavy cold coming—sneezing, fullness in 
ears, serous: discharge from nose, eyes watering and throat 
dry at the back, but felt well in herself. She feels sure that 
this would have developed typically without treatment. 
Treatment began at 12 noon on Feb. 3; patulin was instilled 
as drops in the nose and snuffed up from the hand; the 
throat was gargled with patulin. Snuffing and ing were 
repeated at 2.15, 4.15 and 6.15 pm on Feb. 3 and on the 
morning of Feb. 4. At 5 Pm on Feb. 3, the patient said, 
her nose was streaming and the cold was getting worse. She 
_ woke up on Feb. 4 quite well. : „ 


. Casp 2.—A man, who reported with a “ streaming cold * 


of one day's duration. The predominating symptoms were 
malaise, headache, profuse nasal discharge and sore throat. 
Examination revealed a subfebrile temperature, slight faucial 
inflammation and acute rhinitis. Treatment consisted of 
1: 10,000 patulin every 4 hours during the day, and 24 hours 
after beginning treatment the patient reported that he was 
completely symptom-free. This was confirmed by examina- 


tion. As a sufferer from colds he was convinced that his cold 
would have dragged on for a week or longer had he not been 


Cass 3.—A man, who reported with a heavy cold of several 
days duration. The predominating symptoms were a thick 
ponin! nasal discharge during the day and completely 

locked. nasal passages, together with a sore throat, on waking 
in the morning. Treatment consisted of 1: 10,000 patulin 
every 4 hours during. the day. After the first application the 
discharges became very profuse and watery; 48 hours later 
all discharge had ceased and the nasal passages were clear 

In addition to these cases, 27 WRNS personnel were 
treated with patulin. The results are given in the 
following report by the officer in charge of the trials.. 

“ The first bottle of the substance was. provided for my 
office staff and myself to try. The.results were so successful 
that other officers asked to be allowed to use it, and have sent 
their ratings for treatment. As far as possible we have used 
it, as instructed, before a cold has lasted more than 24 hours 

% Twelve officers and 14 ratings have reported completely 
successful results after not more than 24 hours’ treatment. 
Included among these was a girl motor-transport driver who 
has had a series of very heavy colds; not a single attack has 
developed since she has used the solution. One officer and 
one rating reported partially successful results. Both of 
these are sybject to colds which seem deep-rooted and last 
for 2-3 weeks. Both reported that the treatment gave them 
considerable relief and made them feel much less heavy 
headed, but the cold itself did not clear up immediately. 
The one real failure was in an officer who gets very heavy 
oolds, accompanied by aches and pains and usually a rise in 
ee It did not seem to have any definite effect in 

r case.. 


BACTERIOLOGY 


The bacterial flora of the nasopharynx was investi- 
gated in a number of patients in the controlled series. 
Swabs were taken before treatment was started and 
again when the patient was ‘discharged cured, and an 
attempt was made to estimate both whether any 


organism predominated in the series as a whole, and 


whether any change took place in the bacterial flora 
after treatment, T T -E 
All the swabs examined yielded a mixed growth, and, 
although different organisms predominated in different 
individuals, no one organism was predominant in the 
series. The most commonly found microbes were 
Strep. pneumoniae, Micrococcus catarrhalis, and strepto- 
cocci, both alpha and beta. 
to warrant any definite conclusions, but the impression 
gained was that after treatment with patulin a distinot 
reduction of organisms took place. 

Five cases of clinical influenza were treated with a 
1: 10, 000 solution of patulin, used in exactly the same 


way as in colds. In these cases the onset was sudden, 


headache and generalised pody pans ‘were the pre- 
dominating symptoms, and ap 


‘active than penicillin agai 


The series was too small 


from a dry cough. 
the respiratory. tract was not affected. Pyrexia per - 


sisted for 4-5 days. The course of the disease did no 


appear to be influenced in any way by the drug. 
J Disco 
The xtiology of the common cold is not yet fully 
understood. Some workers adhere to the virus hypo- 
thesis, while others are convinced that organisms such 
as pneumococci, M. catarrhalis, streptococci, &., are 
primary causes. With the ætiology and pathology of 
he complaint in such an unsatisfactory position it is 
difficult to give any considered opinion on the merits 
of a new curative agent, and the task is made more 
dificult because the duration and severity of colds 


. varies enormously with the individual, time and place, 


and because the common cold is a self-limited disease. 
For these reasons it isfelt that although the results of 
the trials described in this paper are encouraging, no 


definite claims can be made for patulin until it has been 


given more extended trial in different localities. 

Patulin is about equally bacteriostatic to both gram- 
positive and gram-negative organisms; it is much less 
gram-positive organisms 
but much more so against gram-negative ones. l 
The bacteriostatic power of the substance is un- 
affected by the presence of serum or pus. | 

The phagocytic 5 of leucocytes is unaffected 
by a 1 in 8000 solution, but inhibited by a 1 in 2000 
solution. l 
The lethal dose for mice is about 0:5 mg. per 20 g. 
body-weight, whether the substance is given intra-. 
venously or subcutaneously Subcutaneous adminis- 
tration produced necrosis at the site of injection. 

During the first four months of this year patulin 
was given a trial in the treatment of common colds 
which were prevalent at a naval establishment in the 
south-east of England. Solutions of the substance were 
sprayed into the nose or snuffed up from the hand, 

The results obtained were encouraging, 57% of the 
treated cases recovering . within 48 hours, 
compared with only 94% of the controls. 

No ill effects were observed. Te y 


My thanks are due to Professor Raistrick for supplies of 
patulin ; to the Royal Naval authorities, both executive and 
medical, at the depot where the trials were carried out for 
their coöperation; to Surgeon Lieut.-Commander H. W. Clegg 
for his help in the animal toxicity tests; and to SBPO 
Geoffrey Smith, who assisted me both in the bacteriological 
work and clinical trials. l 

I wish to thank Surgeon Rear-Admiral O. F. O. Sankey 
for permission to publish this paper. 
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The purely statistical question which arises in Com- 
mander Hopkins’s work is a simple on ing that 
the treated and control populations do not differ in 
material way, except in regard to the fact of. treatment, 
what is the probability that such divergent percentages 
of cure would emerge? l : 

It is evident that if two batches of penhies are tossed, 
the respective percentages of heads are likely to 
differ, and the probability that any. particular difference, 
or a, greater difference, would occur can be readily 
calculated. The principle involved in this stock case is 
fundamentally the same as in our problem, subject 
to a consideration I shall discuss later on. a 

The fundamental data are given by. Hopkins in his 
table Iv. The three sets—January, Fe and 
April — are not in pari materia and must not be aggre- 
gated. There is no reason why the proportion of cures 


SESBSBBFTBESBe ~## SVs n 


GSS PMP RSP SESE Ea dh 


BAF ef ZEB EELS p> 


I RABAB oe ee rene DNY O s415 oS. e mD see 


2 er 


— 
„ 


l- ROF- Sod 


2 


LATO Ne Ta 


Seas. Uw 


THE LANOET} 


should be the same in different months. Common sense 
unlikel 


suggests that the differences of percentages are y 
to be chance ” happenings and it will be enough to 


apply an exact test to the set most favourable to the 


hypothesis of chance deviation—the third set. Applying 
such a test (see Fisher, Statistical Methods for Research 
Workers, pp. 94-95) it is found that in random pampig 
ag wide a di ence in favour of.the treated woul 
occur about 3 times in 10,000 trials. It is therefore an 
i In one respect, however, treated 
larger orti 2 ti Hp 7 ar 
proportion of patients with symptoms 

of not more than one week’s duration (44-4, against 33-8). 

t, as following table shows and common sense 
suggests, this is not pronao y material, unless there 
were a special process of selection, or self selection—viz., 
only patients with especially obstinate ” colds pre- 
senting themselves for. treatment. 


= ~ TREATED ` CONTROLS 
— Reco- | % reco- Reco- |% reoo - 
Patients vered vereda P ationta| vered | vered 
Symptoms of i 
ane week or 76 63 | 5 79 
Symptom s | l 
over one 20 22 3 13-6 
week sa l | 


It could, of course, be tested by subtabulation, but, 


in view of the. fact that in the first two series the pro- 
portions of treated and controls TEn bows Pilar of not 
more than a week’s duration were virtually the same 
(87-0 and 85:1 %), and in these series the divergence is 
greater, the arithmetic is needless. We may certainly 
say that, taken as a series, the probabilities of drawing 
each pair from a common universe are extremely amall. 

That conclusion is all that purely statistical reasoning 
can establish. To revert to the illustration, if an 
experiment were made with batches of coins fresh from 


the mint, and their respective percentages of heads 


differed in such a way that, tested as these data have 
been tested, a probability of, say, less than 3 in 10,000 
emerged that they came from a common universe, no 
sensible person would infer that the mint coins were 
biased. He would conclude that either (1) the samples 
were not in pari materia (there had been some “ trick ” 


in tossing), or (2) a very improbable event had happened 
—as it would, on the average, some 3 times in 10,000 


trials. He would do so because the a priori improb- 
ability of bias in the mint coins is exceedingly great. 
In our case there is no such a priori improbability that 


the antibacterial substance might accelerate a cure; 


that it does do so is a tenable hypothesis. But, and 
this is the point always to be had in mind, what the 
statistician has shown is not that the odds are so and 80 


many thousands to one in favour of the hypothesis that 


the antibacterial substance does cure, but only so and 
80 many thousands to one inst the chance that such 
results would emerge without some differentiation 
between the groups. Whether at other times and in 
ups differently chosen the same differentiation would 
found can only be known when further trials have 
been made. 
I am indebted to my colleague, Dr. W. J. Martin, who 
earried out the arithmetical tests. 


INTERSTITIAL EMPHYSEMA 


AFTER EXTRACTION OF A LOWER MOLAR 


KENNETH MCFADYHAN, x ROG 
MEDICAL OFFICER TO THE POST OFFICE 


AT 10.10 am on May 22, 1943, a male postal worker, 


aged 49, had his lower left second molar extracted 


under local anesthesia, The tooth was broken durin 


the first attempt at extraction. A further injection o 


local anesthetic was made and the roots successfully 
extracted, but with difficulty. The patient arrived home 
at 11 Au, and on looking in a mirror was shocked to find 
the left side of his face very swollen. At I pm he found 

t difficulty in swallowing solid food. At 2 pm he 
fay down to sleep but had to sit up because of respiratory 
embarrassment. | 


DR. MOFADYEAN : EMPHYSEMA AFTER HKTRACTION OF MOLAR 


America. 
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He was seen, at 6 PM. At this time the upper line of 
demarcation of the facial swelling was immediately below 
the left molar bone, at which point the swelling stood out 
for about 4 inch. From this point the swelling gradually 
increased as it descended to the mandible, and then. decreased 
towards the base of the neck. The upper part of the swelling 
was firm; on palpation it presented a sensation of sponge 
rubber, and sounded like it on percussion. Here it was 
difficult to perceive air crepitus. Below this the swelling 
was softer and air crepitus was easily audible to the naked 
ear. On ausculation air itus could be heard throughout 
the entire ing to the of the neck. The su 
sternal fossa was cane ‘out with a soft swelling in whi 
crepitus was easily d. There were no signs of emphysema 
in or around the orbit. The soft palate on the ‘affected side 
was bulging over the posterior igs of an upper denture, 
while the left side of was swollen to a point 
half way towards the mi ine. There was no unusual 
laceration of tissues at the site of extraction, nor was there 
any suggestion that bleeding had been more than usual. 
There was no increase in the swelling after he was seen, and 
in his opinion there had been little increase after he reache 
home. The condition took a full week to subside. 


Prof. H. A. Harris suggests that there was probably 
& laceration of either the mylohyoid muscle in the floor 


E , 


_ of the mouth or of the. buccinator muscle in the vestibule 
of the mouth. In the former case, air may pass down- 
wards into the loose deep fascia of the neck and upwards. 


over the mandible anterior to the masseteric fascia and 
the overlying parotid gland. In the latter case, air may 
pass medial to the buccinator and backwards towards 
the pterygomandibular raphe and the soft palate ; also 
lateral to the buccinator in relation to the space occupied 
by the corpus adiposum buccsm. The passage of air 
from face to neck or vice versa could take place near the 
anterior margin of th 
the mandible, along the loose fascia surrounding the 
external i (facial) vein and : 
Two cases of interstitial emphysema r maxillan 
molar extraction are referred to by Colyer an 
Sprawson (1942), one reported by Turnb (1900), 
and another by Binns (1935). In Turnbull’s case a 


` 


e masseter at the lower border of 


bugler had bug ed immediately after the dental extrac- 


tion, while in Binn’s case the patient’s wife said that 
he had tried to blow through a choked pipe shortly 
after the extraction. Two cases of emphysema after 
mandibular molar extraction have been reported in 
In the first, reported by Schaefer and Williams 
(1933), the condition was ascribed to the use of com- 
ressed air irrigators. In the second, reported by 
opkins (1935), the extraction was of an impacted 
mo and apparently required a lengthy operation. 
Hopkins found the na Pelee to extend upwards to 
the scalp and down to the breasts. Another case, 
reported in France by Houzeau (1936), followed an 
cay and complete: extraction of a lower rigbt third 
molar; no explanation was offered. | + 
A case of unilateral interstitial emphysema of the 
face was reported by Kirby in 1919, but this developed 
as the result of drying the pulp cavity of an incisor root, 
to which it was intended to fit a crown, with an electro- 
pneumatic hot-air syringe. Extraction was performed 
after the development of the emphysema. The root was 
found to have a large apical foramen. Kirby does not 
state whether it was an upper or lower tooth. p- 
In the case now reported no suction or compressed air 
was used. The patient said that on the way hdme 
he kept the left side of his face covered with his hand 
because his jaw was aching, and that he kept his mouth 
closed to prevent cold air getting into his mouth. It 
is possible that local pressure on the cheek óverlying 
the socket was ainful , though general pressure over 


the side of the face was comforting. Thus, with the 


mouth kept firmly aaa bat air may have been driven 
into the vestibule to blow out the cheeks and keep 
pressure off the painful socket. | 
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TUBERCULOSIS SURVEY AT A MENTAL 
HOSPITAL BY MINIATURE RADIOGRAPHY 
W. E. SNELL J. F. MacManon 
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Loo r * ` LEAVESDEN LCO 8 . 
F. R. Q..HEAÀF, MD CAMB, x ROT 
„ PRINCIPAL ASSISTANT MEDICAL OFFICER TO THE LCO i 


Ir has long been recognised that there is a high inci- 
dence of pulmonary tuberculosis in mental hospitals. 


Mott in 1909 investigated the tuberculosis situation in 
all the London county asylums and estimated that 2% 
of the patients were suffering from active pulmonary 
tuberculosis and he pointed out the difficulties in the 
diagnosis of these cases. The rise during the last 
European war was. noted by Evans (1927); in 1918 
the mortality per 1000 residents in mental hospitals for 
| 5 was 51-8 all forms and 45-6 for pulmonary 

one. | | * 

More recently Deegan, Culp and Beck (1942) made a 
tuberculosis survey of a mental hospital in the United 
States, their attention being drawn to the problem by 
the unduly high incidence of pulmonary tuberculosis 
among the staff of the hospital. Their survey was made 
by X-ray examination of all patients and staff on 14 in. 
by 17 in. films, supplemented by sputum examination 
where possible; and they concluded that 2:2% of the 
patients and 1-5% of the staff had active pulmonary 
tuberculosis. They found that the determination of 
activity among patients was difficult and for this purpose 
relied chiefly on serial X-ray films. © ae 
In this country, Berrington and Greenwood (1942) 
recently made a survey of a mental hospi using 
primarily the erythrocyte sedimentation-rate (ESR) as 
an indicator and radiographing all those with an ESR 
over 14 mm.; 384 chest films were taken, and it was 
considered that 8% of the 1100 patients investigated 
penal X-ray appearances of active pulmonary tuber- 
culosis. 
Attention has recently been drawn to the problem in 
Parliament, when a reply by the Minister of Health 
showed that the number of deaths from tuberculosis in 
the mental hospitals of England and Wales in 1942 
was more than double those of 1938. l 

The report of the Medical Research Council on tuber- 
culosis in war-time also draws attention to the observed 
increase of tuberculosis in mental hospi and recom- 
mends that early diagnosis should be attained by 
periodico chest X-ray examinations of all patients in 
these institutions. | 

PRESENT INVESTIGATION 


In order to determine the incidence of pulmonary 
tuberculosis in the, Leavesden LCO Mental Hospital, it: 
was decided to examine all patients and staff by minia- 
ture radiography, which allows of much saving in time 
and cost as compared with full-size radiography. At this 
hospital there has been, since 1939, a considerable 
increase in the observed death-rate from pulmon 
tuberculosis among male patients, but not among the 
females (figs. 1 and 2). 1 

Method. — The existing 4-valve Dean model X-ray plant 
was adapted to the miniature technique by Messrs. Kodak 
Ltd. A special camera incorporated in a light-proof tunnel 
was constructed and this could be attached direct to the 
screen. The camera contained up to 100 ft. of film and was 
fitted with a Dallmeyer 2 in., focal length 0-5, lens and was 
used in conjunction with a Rotalix tube. The set was 
operated at 200 milliamps with an average kilovolt pressure 
(KVP) of 60 and exposure time, of 0.15 sec.; the latter 
remained constant for most patients, the kV being varied 
according to the thickness of the patient’s chest. The 
exposure time was kept as short as possible because these 
patients were liable to move. Identification cards were 
made out for each subject and these were photographed on 
the miniature film at the time of exposure. After careful. 
‘processing the films were examined by projection up to an 
approximate size of 8 in. by 8 in. 


In spite of the difficulty of marshalling and controlling 
these uncodperative and often resistant patients, it was 


found possible to X ray 50 in 30 minutes. Satisfactory. 
positioning of many of them was difficult, partly because 
deformities were common, and also because many could 
not codperate by keeping still or holding their breath ”’ ; 
as a result it was impossible to obtain satisfactory films 
in some cases. | 175 
Procedure.— 2035 patients (938 males, 1097 females) 
and 224 members of the hospital staff were investigated 
by miniature X-ray examination.. In order to complete 


the experiment, . bedridden and deformed and even 


resistant patients were examined on 15.in. by 12 in. 
films. Further, all those patients previously. notified to 
local authorities as cases of tuberculosis were similarly 
examined, so that in all 2271 inmates were the subjects 
of this survey and only 0-8% of the inmate population 
were unable to participate in the test. p= 


RESULTS 


Patienis.—Of the 2035 films, 153 were selected for 
re-examination on 15 in. by 12 in. films; of these 119 
were suspicious of pulmonary tuberculosis in varying 
degrees, the remainder having some deformity or 
abnormality other than tuberculosis. It was found 
that some of the patients discovered in this way had 
ey been suspect on clinical grounds. Of these 

19 cases, 12 males and 18 females showed evidence of 
widespread calcification in the lungs, while many others 


showed single or a few calcified nodules indicating that 


they had apparently recovered spontaneously from 
pulmonary tuberculosis. It was remarkable that only 3 
of ad nowy suspected cases showed X-ray evidence of 
cavitation. 


A full investigation was made in each of the 119 
suspects and comprised: physical examination; tem- 
perature and weight recoiling. sputum examination 
(when obtainable); blood ESR and'monoċyte-lympho- 
cyte ratio; the culturing of fæces and of products of 
gastric lavage for tubercle bacilli ; toux reaction ; 


and D’Amatos test (leucopenia after injection of tuber- 


). These diverse investigations, were called for 
because it was apparent that the distinction between the 
active and inactive case presented unusual difficulties. 
In these patients, a high proportion of whom are low- 
grade mental defectives, respiratory movements are 
poor and physical signs difficult to elicit, sputum is 
usually unobtainable because it is often swallowed ; 
indeed, no specimen was found to contain tubercle 
bacilli, while only 4 stomach washouts returned positive 
results despite. intensive search. Almost complete loss 
of the cough reflex in most cases makes the laryngeal 
mirror test of little use. Moreover, these patients are 
asymptomatic or are’ incapable of giving a connected 


account of themselves; cough is not a prominent 


feature and since the war a considerable percentage of 
all inmates have lost weight. ; 


Some of these tests are admittedly of doubtful value 
in assessing the activity or otherwise of a case, but taken 
together they constitute a pointer. CertainJy we do 
not feel that a diagnosis of activity or otherwise should 


be made on the X ray alone. 


As a result of these tests and the X-ray films, 82 
new active cases of pulmonary tuberculosis have been 
discovered (19 male, 13 female) by the miniature 
survey, although only 4 of these have been confirmed 
bacteriologically. In addition about 50 cases show 
definite X-ray appearances of pulmonary tuberoulosis, 
and though these seem at the moment to be inactive 
they will require close future observation. 


In the 183 patients of whom 16 in. by 12 in. films 
only were taken, skeletal defects often made diagnosis 
dif cult. In all, 20 were selected as requiring full 
investigation and of these 4 were judged to be cases of 
active pulmonary tuberculosis. In addition, 7 showed 
evidence of widespread calcification in the lungs. A 
total of 36 active cases was therefore revealed. 


The “already notified ” cases of pulmonary tuber- 
culosis in Leavesden numbered 48 (28 males ; 20 females) 
and were examined radiographically on 15 in. by 
12 in. film; 19 (9 males, 10 females) showed either no 
evidence of pulmonary tuberculosis or minimal healed 
lesions only, and they could reasonably be removed 


. from the tuberculosis wards. 
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ASSOCIATION OF PULMONARY TUBERCULOSIS AND MENTAL * 


DEFECT | ; 
Active or. doubtfully active pulmonary tuberculosis 


was found in the following percentage in the various 


types.of defect, as a result of the radiographic survey : 


l Cases at risk % 
Idiots - ee wee ea 162 06 
Imbeciles .. a ee 907 2-5 
Feeble minded `.. +. 691 0-9 
475 2-5 


'Psychotics .. a es 
(M 4%, F 1-:8%) 


The relatively high incidence in the imbecile group is 
probably attributable to their degraded habits, and the 
diffloluty of supervising them when they are ambulant, 
The idiot group, on the other hand, includes a high 
proportion of chair cases who are relatively immobile 
and, although degraded in their habits, are under such 


strict h pieno control that they are in some respects 
less liable to contract infection than. higher-grade 
patients. | 5 Taro 


Age-incidenre.—The age-incidence of the 32 active 
cases was compared (fig. 3) with the numbers at risk in 


the hospital, the latter columns being reduced to 1/10th. 
It will be seen that the incidence of pulmonary tuber- 
culosis in these patients does not agree with the curves 
found in the general population. The incidence in 
younger patients is comparatively low and the higher 
age-groups are chiefly affected—e.g., there was an 
incidence of 4.4% in males aged 50-59, and 10 suspects 
occurred in the over 70 group. ai 
STAFF ae 

Miniature films were taken of all staff who consented, 
224 in number (M 105; F 119); 37 males and 5 females 
refused examination. Asa result, 9 large films were taken 
and 3 of these seemed to show evidence of pulmonary 
tuberculosis. It transpired that one was a previously 
notified case, one resigned before clinical investigations 
were completed and the third showed no clinical evidence 
of activity. \ 

i k TOTAL INCIDENCE ` 

The sum of the newly discovered cases, active and 


inactive, showing widespread calcification, and the cases - 


of tuberculosis which had previously arisen among 


the hospital patients indicates that about 6% of. the ` 


inmates, are suffering from or have at one time had 
pulmonary tuberculosis, while the present percentage of 
active cases seems to be between 2 and 2-5 %. This is about 
the same figure as was found in all the London county 
‘asylum by Mott in 1909 and by Deegan et al. in 1942. 


DISCUSSION y 


Although the "numbers of new cases of pulmonary 
tuberculosis disclosed are not: large, their segregation and 
the close observation of the apparently, inactive cases 
should help to reduce the future incidence of the disease. 


\ 


— 
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i l , Fig. 2 
The patients investigated are principally those suffer- 
ing from some form of congenital mental defect and it is 
quite possible that the incidence in other types of mental 
disease may be different. Mott, referring to the incidence 
of pulmonary tuberculosis at Leavesden during the years 
1903 to 1907, cites Dr. Elkins's figures indicating that 
30% of all deaths that occurred at Leavesden were due 
to active phthisis (95% of these were confirmed by 
autopsy). It is true that predominantly the same type 
of case is under care at Leavesden now and that the 
incidence of pulmonary tuberculosis and the death-rate 
from that disease is now high; but it would be quite 
unjustifiable to conclude that a high death-rate from 
tuberculosis is inevitable or even usual in institutional 
mental deficiency practice. Indeed, except for the 
high death-rate attributable to this cause during these. 
two great wars, the actual:number of deaths from, and 
the incidence of, pulmonary tuberculosis have steadily. 
declined. For example, during the years 1936, 1937 
and 1938, doa renee | tuberculosis was responsible for 
6-3%-of all male and 6-9% of all female deaths at the 
hospital. Furthermore, the incidence of pulmonary 
tuberculosis among female patients continues to be low | 


and the war-time increased fatality-rate is a phenomenon 


\ 


FEMALE. 


ee 


confined to the male cases. It is not within the province 
of this paper to speculate on why this is the case but it 
is manifest that improved aménities and care have 
improved the situation since Mott's survey. | 
The chief clinical interest lies in the type of pulmonary 
tuberculosis which has been demonstrated. These 
mental defectives lead an inert, vegetative existence, 
their movements being limited by deformity or lack of 
volition, their respiratory movements are reduced and 
the cough reflex itself. seems to be greatly depressed. 
In many of them the disease process itself appears to 
follow a subclinical and comparatively benign course, 
resulting in spontaneous cure. The lack of symptoms, 
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the rareness of cavitation and frank hemoptysis, the 
negative bacteriology and the incidence of widespread 
calcification, all su por this view. No doubt the 
ordered conditions of life in the mental hospital conduce 
to a favourable outcome. Not all cases, however, as is 
shown from the number of deaths from tuberculosis 
which are actually recorded, behave in this way, but 
even in these the disease runs an asymptomatic course 
until its ultimate stages. - 

„ Illustrating the acute type of case, is the fact that 
since the radiographic survey some 8 months ago, 15 
patients who were examined have died of pulmonary 
tuberculosis; 6 of these 15 were not suspected on 
examination on the miniature films and a recent review 
of these films fails to show any definite evidence of 
tuberculosis, though the X rays are of rather variable 
technical quality. A 15 in. by 12 in. film of good quality 
was taken of one of these patients at the same time, and 
this again shows quite clear lung fields; yet this patient 
had 8 of active pulmonary tuberculosis. within a 
month. | 

The post-mortem appearances of the lungs of these 
cases are interesting in that they show racemose and 
_ miliary tuberculosis, patches of consolidation, caseation 

and small recent cavities full of caseous material. In 
many, small intestinal ulcers ahd caseating lymph- 
nodes in the mesentery were discovered. In one case 
there was tuberculous disease in the temporal lobe of 
the brain and in another tuberculosis of the knee-joint, 
which might have been the primary focus of existing 
miliary spread. This type of very acute case seems to be 
becoming more noticeable since the beginning of the war. 


SUMMARY AND CONCLUSIONS 


Series of 2035 patients and 224 staff of Leavesden 
Hospital have been examined by miniature radiography. 
A group of 183 bedridden and deformed or 8 1 80 t 
patients and already notified cases have been examined 
on 15 in. by 12 in. A 
xhaustive clinical and pathological examination of 
suspects has been undertaken. , 
The examination detected 36 apparently new cases of 
. tuberculosis; in addition 87 cases, including 
7 showing widespread calcification, seemed to have 
inactive lesions. l 

Of the “already notified” cases 19 did not, in fact, 
show evidence of active pulmonary tuberculosis. 

The total incidence of tuberculosis (active, inactive - 
and cured) is estimated at 6%, of which 2% are active. 

The unusual clinical type of pulmonary tuberculosis 
in these cases is described. 

No case of active tuberculosis was detected in the 
hospital staff, but 3 were suspects.” 

Asymptomatic cases can be detected by chest X-ray 
examination. 

The miniature X-ray film proved its value in economy 

in time, labour and cost, but these patients provided a 
5 ly difficult group from which to obtain satis- 
actory films, and the routine use of 15 in. by 12 in. 
films would normally seem to be preferable, although 
the possible use of a 4 in. by 5 in. mass-radiography 
unit for large-scale surveys of mental patients should 
be seriously considered. 


We have to thank Dr. W. Allen Daley for the interest he 
has shown in this paper, Dr. R. M. Stewart for his assistance, 
and Dr. R. Cruickshank and Dr. H. Angell Lane for the patho- 
logical work; also Messrs. Kodak Ltd., for providing the 
apparatus and to their representative, Mr. J. L. Crooks, who 
was responsible for taking and processing the miniature 
films. 
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Society of Great Britain has made arrangements to send from 
London a representative collection of 49 volumes to form the 
nucleus of a pharmaceutical library for the Pharmaceutical 
Society of China, which now has its headquarters at Hsinchiao, 


Chungking. 
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AT a crowded meeting of the section of experimental 
medicine and therapeutics on: Nov. 9, with Dr. R. D. 
LAWRENCB, the president, in the chair, a discussion was 


opened on 
Penicillin 


Prof. ALEXANDER FLEMING, FRS, told how about 
fourteen years ago he had noted the inhibitory effect 
on staphylococci of the mould Penicillium notatum which 
had accidentally contaminated one of his plates. Being 
interested in ‘ natural antiseptics ” he had preserved 
and grown the mould and found that culture filtrates 
contained an inhibitory substance active against a 
variety of organisms. This he named penicillin. But 
the early filtrates were weak and attempts at concentra- 
tion failed until the brilliant success of Florey and his 
colleagues reported in 1940. 
became possible in suitable infections. For success it 
must be certain that the organisms are sensitive and the 
preparation of penicillin really potent. Because of rapid 
absorption and excretion, doses had be repea: 
frequently if an effective concentration of penicillin was 
to be maintained. After repeated penicillin injections 
it was possible to demonstrate inhibitory effects on 
streptococci or other sensitive organisms with blood- 
serum diluted 1:1000 and with urine diluted 1: 20, 000. 
The action was, as with sulphonamides, bacteriostatic 
and not bactericidal. On leucocytes and tissues ‘there 
was no toxic action and the synergistic effect of natural 
immunity processes should not bé forgotten. The most 


—— 


important step for future progress would be the analysis 


and synthesis of penicillin.. 
Prof. H. 
who had shared with him at Oxford the work of develop- 
ing penicillin. With cultures obtained from Professor 
Fleming, in media recommended by Professor Raistrick, 
they had produced penicillin in amounts which permitted 
extraction and purification. The potency and purity 
of the product for clinical use were now many times those 
of the earlier preparations and were such that dilutions 
of 1:50 million to 1:100 million inhibited streptococci 
and dilutions of 1:256 million produced changes in the 
morphology of the organisms. Penicillin was effective 
against a range of organisms which included staphylo- 
cocci, streptococci, pneumococci, clostridia, anthrax 
bacilli, gonococci, meningococci, and some others which 
though less sensitive might yet be brought within the 
scope of therapy. Coliform bacilli, Proteus and Ps. 
pyocyanea were insensitive ; so also, most unfortunately, 
was the tubercle bacillus. Penicillin should be 
handled to maintain its potency. It must be kept 
within a pH of between 5 and 7; it was destroyed by 
acids and alkalis, boiling, oxidising agents, some bacterial 
enzymes and heavy metals such as copper and lead. 
Its production on a large scale called for great skill and 
effort. Penicillin was non-toxic, and was not inhibited 
by pus, tissue autolysates, blood or serum. The number 
of bacteria present did not modify its effects ; there was 
no need to seek the minimum dosage. The drug was 
rapidly excreted in urine, bile and saliva but was not 
found in tears or pancreatic juice. Rapid absorption 
took place from muscle or subcutaneous tissue, but the 
drug was destroyed, if given by mouth, by the HOl in 
the stomach. Rectal administration was ineffective 
because coliform bacilli destroyed penicillin. In man 
it was well established that coccal,septicemic infections 
could be cured by parenteral administration in doses of 
15,000 units given every 3-4 hours. Failure were due 
to inadequate dosage, inactive preparations of penicillin 
or insensitive orga . Major Scott Thomson had 
found that 4% of staphylococci were resistant to peni- 
cillin. Local administration also yielded successful 
results in suitable cases where adequate access and 
sustained application of sufficient amounts could be 
secured. Developments in surgical technique were 
important in furthering the success of local treatment. 
Instillation of: solutions through tubes and insufflation 
of powder with an effective blower were the methods 
of choice. Through the codperation of the Army it 
had been possible for Brigadier Cairns and himself to 
try out penicillin in North Africa in the treatment of war 


— 


Thus penicillin therapy 


W. FLOREY, FRS, paid tribute to his colleagues 
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casualties. Their aim had been early treatment of 
wounds to prevent infection, and this first trial of peni- 
cillin in a new field had been highly successful. It had 
been possible by local and parenteral use of penicillin to 
close open wounds of soft tissues and bones. Under 
i conditions infection made impracticable the 
closure of any war wound more than 6 hours old. But 
with penicillin infection could be prevented so that 
wounds could be closed. As a result healing was much 
more rapid and restoration of function more complete. 
Professor Florey then showed a film—mostly in colour 
—which brought out clearly the technique of penicillin 
administration and demonstrated the admirable results 
of the new treatment under difficult conditions. 
Flight-Lieutenant D. C. BODENHAM, RAF, described 
the treatment of surface wounds with local applications 
of penicillin. The drug had been used in solution, as 
a powder diluted with sulphonamides and in a cream 
with. a lanette wax and soft paraffin base. Surface 
wounds, gutter wounds, sinuses and cavities had all been 
treated with good results using remarkably small amounts 
of penicillin. It was important, however, to recognise 
that in complex cavities, such as the knee-joint, and in 
older lesions penia alone could not be expected to 
effect cures. 
secure the best conditions for effective application of the 


penicillin, oa 

Colonel E. C. CUTLER, USAMC, described the com- 
bined method of local and parenteral administration of 
penicillin which had been used in treating wounded men 
from bombers. At the initial operation the wound was 
' trimmed and 10, 000-20, 000 units of penicillin was 
applied locally as a powder or as a solution in 500 c.cm. 
of fluid. Thereafter 10,000 units was given parenterally 
every 3 hours. Treatment was controlled by estimations 
of penicillin in the blood and by daily cultures. Most of 
the fesults were good. Four men with compound 
fractures from whose wounds clostridia were cultured 
all recovered. i | 

Mr. R. VAUGHAN HUDSON, FRCS, paid tribute to the 
research workers whose efforts had made penicillin 
available. He quoted good results from the treatment 
of wounds by local application of penicillin. Of those 
considered for treatment about half had to be excluded 
chiefly because the organisms were insensitive. Complete 
sterilisation was not essential for healing; blood-supply, 


trauma and local metabolism were important factors. 


Surgery had a part to play—abscesses must be opened, 
for example. Systemic treatment had given useful 
results, but an actinomycotic infection of the neck had 
relapsed with the primary infecting organism still present 
although the secondary staphylococcal infection had been 
eliminated. | | | 

Prof. R. V. CHRISTŒ, FRCP, had treated 104 cases by 
local application and 13 by systemic administration. In 
infants it was useful to give penicillin into the bone- 
marrow of sternum or tibia. Local application had been 
tried in 34 bone infections with sinuses ; all but 3 of the 
cases were of more than a month’s duration. Fourteen 
were cured, 13 were better and 7 unchanged. Surgical 
treatment must be combined with penicillin to ensure 
adequate access to the lesion ; presence of a sequestrum 
did not preclude success but the results were not so good. 
A variety of ‘soft-tissue infections had been treated, 
including sycosis barbe and impetigo. At first he 
treated only one side of the face in cases of sycosis 
barbe of many years’ standing, leaving the other as 
control. The treated side cleared up but relapsed when 
‘penicillin was stopped. But by treating both sides of 
the face, giving if necessary two courses each of about 
42,000 units, many cases were cured. It was certain 
that penicillin was so far the best treatment for this 
condition. From two lesions which became worse under 
treatment resistant organisms were cultured. The 
results in 5 cases of impetigo were very good. 

Lieut.-Colonel J. S. JEFFREY, RAMC, who had used 
penicillin in North Africa, said surgeons must not be 
upset by the appearance of pus due to gram-negative 
organisms in wounds treated with penicillin. In all 
wounds where there was a dead space such pus was to be 
expected ; it did not delay healing and could be dealt 
with by leaving an opening in the centre of the wound. 
There was no need to take out sutures because of such 
-gram-negative pus. 


t was necessary by surgical treatment to, 


Dr. Mary FLOREY described the good results from 
treatment’ of septic hands by surgery combined with 
local application of penicillin. Over 300 infections had 
been treated; most were due to staphylococci but the 
lesions were varied. Including all cases, even those 
treated while dosage and technique were in the experi- 
mental stage, she could report 250 with complete recovery, 
41 with improvement, and only 14 without benefit. The 
infections treated had been present for from 2 months to 
32 years before penicillin was used on them. In treating 
acute infections of the hand a controlled experiment was 
set up. A hundred septic hands were treated by current 
technique without penicillin and the results compared 
with another hundred where penicillin was used in addi- 
tiqn to the same measures as in the control group. In the 
penicillin group organisms disappeared more quickly, 
and there was also more rapid relief of pain, subsidence 
of swelling, and disappearance of pus. Healing was 
more rapid but above ail restoration of function in the 
penicillin group was very much better. In tendon sheath 
infection the advantage in this respect of the penicillin 
over the control group was especially striking. 

Major RoBINSON, USAMO, described the usefulness of 
penicillin in treating sulphonamide-resistant gonorrhea ; 
93 cases were cured by a single course of 100,000 units 
given in doses of 15,000 units intramuscularly every 3 . 
hours. Only 2 men were not cured by such treatment ; 
of these one responded satisfactorily to a second course, 
the other was the single failure in the series of 95 treated. 
No toxic effects were seen. Anterior and posterior 
urethritis, prostatitis, epididymitis—all responded well, 
although it was worth noting that the one failure had 
epididymitis. Thirty cases had so far been followed for 
a month after treatment but no relapse had been seen. 


In the general discussion Professor FLOREY explained 
that the Oxford unit was a purely arbitrary amount of 
penicillin which had been originally used’ for research 
purposes but was now employed in expressing clinical 
dosage. He did not feel that attempts to delay absorp- 
tion would improve clinical results; it was the rapid 
excretion by the kidneys that made frequent administra- 
tion necessary.—Major-General L. T. Poore wondered 
if Colonel Cutler had given gas-gangrene antitoxin to the 
men in whose wounds he had found clostridia.—Colonel 
CUTLER replied that antitoxin had been given.—Lieut.- 
Colonel JEFFREY said it was important to give antitoxin 
as well as penicillin in treating gas gangrene. In necrotic 
tags of tissue clostridia could persist. Penicillin would 
be unlikely to reach them but the toxin they formed 
would be absorbed and required neutralisation. Only 
antitoxin could do that although the penicillin would 
prevent spread of the disease.—Dr. ROBERT ORUIOK- 
SHANK agreed that the administration of gas-gangrené 
antitoxin was important and said it would be most 
unfortunate if the meeting were to form any different 
impression. i ; 

MANCHESTER MEDICAL SOCIETY 
AT a meeting of this society held on Oct. 6, Dr. A. 


RENSHAW read a paper on recent advances in the treat- 
ment of 

Rheumatoid Arthritis 
Differences he had noted in the mucosa of the small 
intestine when examined post mortem had led him to 
assume in this disease a definite deficiency of secretion 
from the massive digestive organ, and he claimed to have 


seen benefit from giving a preparation of erepsin orally 


to such cases and also to cases of early osteo-arthritis, 
fibrositis, spondylitis, Still’s disease, Paget’s disease 


with rheumatoid arthritis (1 case), and asthma with 


arthritis (1 case). He described the mode and time of 
administration of the erepsin preparation, the diet, and 
the avoidance of ancillary treatment. Of the 200 cases 
so treated 89-5% showed some improvement, and 
60% were able to return to work. Considerable patience, 
he said, had to be exercised, since relapses occurred on 
cessation of active treatment, with improvement again 
on recommencing treatment—as occurred in dealing 
with a deficiency disease. The lecture was illustrated 
by slides of post-mortem sections and a film, A brisk 
discussion followed, and in answer to questions Dr. 


-Renshaw said he had not examined the ereptic activity of 


the intestinal contents or the fæces in the cases during life. 
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Reviews of Books i e 


Diseases. Affecting the Vulva 
(and ed.) ELIZABETH Hunt, 


MD LPOOL. (Kimpton.. 
Pp. 140. 218.) i g 


THis is an extremely useful book since it codrdinates 


the viewpoint of the gynzcologist and the dermatologist 
about conditions affecting the vulva. Skin lesions of 
the vulva are often modified in appearance by conditions 
peculiar to the site, so that there is difficulty in differentia- 


ing even the most familiar. types of skin lesion. Con- 
fusion may arise, too, becguse sensitisation is often 


localised though the action of thé agent causing the 
reaction is generalised. Thus phenolphthalein, a common 
constituent of aperients, is cited as causing an acute 
erythematous rash of the vulva. The special irritability 
of the vulva to trauma or discharge makes pathological 
conditions of the skin in this area particularly common. 
The gynecological: aspects are well represented, and 
‘pathological conditions of the vulva are dealt with 
systematically. Dr. Hunt believes that kraurosis is a 
late stage of leukoplakia vulve or lichen planus, and she 
deprecates the use of huge doses of ovarian hormone 
which have been advised for this condition. The book 
contains details of treatment and numerous prescriptions 


which will be useful alike to gynecologists and general 


practitioners. : 
Manometric Methods 


As applied to the measurement of cell respiration and other | 


processes. (2nd ed.) MATOOLNM DIXON, PH D, SCD, FRS. 

(Cambridge Univ. Press. Pp. 155. l 

THE added list, in this second edition, of biological 
systems which have been studied and of the substances 
which can be estimated in this way, prove that mano- 
metric methods are being applied to an increasing 
variety of problems. Among the refinements of existing 
methods developed since the first edition are Dixon’s 
modification of the Dixon-Keilin method of measuring 
glycolysis in serum. The Theory of the Fenn respiro- 
meter which is widely used in America has been fully 
worked out, and manometers of greatly increased 
sensitivity are described; these so-called ultramicro 
methods allow the determination of exchanges of gas 
of the order of 0:001 c.mm: Among those described in 
some detail are Heatley’s microrespirometer and the 
Cartesian ‘diver .ultramicromanometer which was first 
suggested by Linderstrøm-Lang and worked out by 
Boell and Needham. A wise ‘balance has been kept 
between the methods only to be applied by a specialist, 
and those for, éveryday use in the laboratory. The 
attention given to many details which may at first seem 
trifling will be appreciated by everyone working with 
these methods: the author, in his wide experience, 
does not err on the side of over-cautiousness. A set of 
protocols of actual experiments given at the end of the 
book illustrates the working of different methods and 
will be useful to the beginner. Dr. Dixon’s book, 
already indispensable for the research worker using. 
manometric methods, will stimulate many branches of 
biological and applied research. 


Diseases of Infancy and Childhood 

' (4th ed.) WAILERID SHELDON, MD LOND., FRCP. (Churchill. 

Php. 748. 28s.) | | 1 
SINCE the last edition of this sound guide to peediatrics, 


the author of its foreword, Sir Frederic Still, has died 


and Dr. Sheldon pays a tribute to his memory in his new 
preface. Many of the advances in general medicine find 
their applications to diseases of children in the revisions 
and additiéns in this new edition, and part of a useful 
series of appendices copes with the sulphanilamide group 
of drugs and with the proprietary forms of the available 
vitamins. ‘Zhe chapter on the newborn baby bears 
testimony to an increased interest in and knowledge of 
children at this period of life, but the section on tetanus 
of the newborn omits the doubts that some authorities 
have cast upon the existence of this malady ; tetanus in 
older children, still a troublesome and dangerous con- 
dition, is unfortunately not considered at all.. The whole 
-book bears signs of painstaking revision and its standard 


of production, including a good index, shows little evid- 


ence of war-time difficulties. 


“REVIEWS OF BOOKS.—NEW INVENTIONS  ' 
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Chemistry and Methods of Enzymes: es 

J. B. SUMNER, professor of biochemistry, Cornell University ; 
G. FRED Bomers, instructor in biochemistry at the uni- 
' versity.. (Academic Press. Pp. 365. 35.) — — 
_ Tms volume is divided into four parts of which part I 


dealing with the general properties of enzymes is perhaps 


the most interesting. The second part deals with special 


enzymes such as esterases, enzymes concerned with carbo- 
hydrate metabolism and general metabolic processes. 
The third is concerned solely with oxidising and reducing 
enzymes, and the fourth with hydrases and mutases. 
The chapter on the hi hd enzymes is exceptionally 
good, and the index and references are of the high 


standard we have learned to expect from American 


publications. i | 

ANATOMY OF THB FEMALE PELvis.—In the review of this 
book on p. 510 of our issue of Oct. 23, we regret that the 
name of Dr. Smout’s coadjutor was inadvertently omitted 
F. JACOBY, MD, PHD, lecturer in histology, University of 


Birmingham, who contributed tha sections on the histology of 


the female reproductive tract and ovarian endocrine function. 
New Inventions . 


SPECTACLE ATTACHMENT FOR GAS-MASKS 
Dr. S. W. G. HARGROVE has devised a simple way of 
attaching spectacle lenses outside the windows of a service 
or civilian duty respirator, thus obviating the inconvenience 


of spectacles which become fogged or displaced inside the 
_.Fespirator. “A somewhat similar device had. been described 


by J. Bruce Hamilton in Australia (Med. J. Aust. 1942, ii, 167). 
The nose-pads and cross-pieces of the spectadlés are re- 
moved together with the side members. At the. original 

attachment of the nose-pads, a 
strip of wire 6-8 in. long is soldered 
and the wire is bent, into a’ circle 
around the lenses (fig. 1). This 
wire should have a cross-section 
not greater than the cross-section 
of the thread in the eye-piece of the 
respirator ; so that it will fit into 
the thread and hold the lenses in 
position. It should be springy— 
piano wire does well. The letters 
L or R should be placed on the 


' Fig. I-Attachment ready for lateral attachments of the steel rim 


insertion. A, lens; B, strong surrounding the lenses, so that the 
ee wire; C. side piece; lenses can be distinguished when 
, solder. . SEUN h 
; they are removed for cleaning. `The 

attachment is placed in position by compressing the wire 
circle between the thumb and first finger of the right hand. 
The inner soldered side of the lenses is first placed in 
position in the innermost thread of the eye-piece and the 
remainder of the wire then sprung into the innermost thread. 
The adjustment of the lenses in the eye-piece of the respirator 
can best be carried out by using a mirror. The respirator is 
placed over the face and the attachment is adjusted until the 
vision is correct. Fig. 2 shows the spectacles in position. 
The cost of this adaptation is about 6d. 1 gue 

With this attachment a man who wears spectacles can apply 
his respirator . 5 | ae 
as quickly as a 
man who does 
not, and if a 
gas - attack is 
expected the 
spectacles can 
beleftattached. | 
There are dis- 
advantages to 
wearing the 
lenses in the 
eye-piece of the. 
respirator.. The WVA —— 
1 fi Fig. cee respirator with lenses In position. 
the eye and refraction is inaccurate ; this can be overcome by 
allowing for this distance when the lenses are refracted by the 
oculist. It is not easy to keep the field of vision constant with 
a small lens set at a distance from the eye. With high refractive 
errors a prismatic effect is obtained to a certain extent by 
inaccuracy in centring the lenses. But from a personal trial 
Dr. Hargrove finds the advantages outweigh the disadvantages. 
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MOULDS AND COLDS 
WIDESPREAD ‘interest will be aroused by the group 
of reports at the front of this issue. These show that 
the beneficent genus Penicillium has provided us with 
another substance of therapeutic promise. From the 
mould P. patulinum, Professor RAISTRIOK and his col- 


leagues have isolated an active principle which they call 


patulin, and which they have identified chemically. 
This feat is part -of a series of researches of great 
potential value, but it may have immediate value too. 
An almost accidental observation by Professor GYE 
suggested that patulin might be useful in the treat- 
ment of the common cold, and the reports include an 
account of its trial for this purpose by Surgeon 
Commander HoPKINS among naval personnel at 
Chatham. 

The difficulties of such a trial are greater than may 
appear. A severe streaming cold has objective 
signs that leave no doubt of the diagnosis, but it may 
clear up suddenly in the absence of treatment. With 
a mild cold there may be no objective signs, the course 
varies, and the time of termination is often hard to 
determine. We lack any susceptible experimental 
animal save the inconvenient and expensive chim- 
panzee. In short, it is extraordinarily difficult to 
plan exact researches on the cold so as to eliminate 
psychological factors. Needless to say, the three 
naval trials were planned carefully with these dangers 
in mind. Alternate subjects received patulin and an 
inert fluid which they thought was patulin, sprayed, 
snuffed up or instilled from a pipette into the nose. 
In the third trial even those in charge did not know 
which was the treated and which the control group. 
The criterion adopted was “recovery within 48 
hours,” and in each of the three trials there was a 


strong balance of evidence in favour of the treated 


, tempted to regard these figures as conclusive. 


group: 44% recoveries against 2.4%, 70% against 
12%, and 83% against 22%. An effective remedy 
for colds would be so welcome that everyone will be 
But 
we understand that another investigation elsewhere 
gave results that were anything but encouraging, and 


we must await—with what patience we may—the 


additional evidence needed to demonstrate beyond 
doubt that patulin combats colds and (if so) how it 
does it. 

One may imagine a cold curè to work in one of 
several ways: for example, it may have pharmaco- 
logical properties leading to shrinkage of the inflamed 
mucosa; it may act chemotherapeutically on the 
causative virus; or it may have a similar action on 
secondary bacterial invaders. On the whole it seems 
least likely that patulin acts directly on the cold 
virus; if it did so, we should hardly read of rapid 


relief of symptoms only to be followed by recurrence 


and further relief by more patulin sprays or douches. 
The evidence of some immediate amelioration of 
symptoms is strong, but the very rapidity of the effeot 
is a reason for thinking that a pharmacological 
mechanism must be concerned. No evidence is 
offered as to whether patulin can act as a vaso- 
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constrictor or in other relatively simple way produce 
the local relief. Experience with ephedrine and 
similar remedies suggests that, while symptoms may 
be relieved, the course of the disease is unaffected. . 
Yet patulin is thought to have shortened the infection 
in many instances. Is its pharmacological action such 
an improvement on older remedies that it brings 
about this desirable end? Or do its. bacteriostatic 
powers come into play to keep secondary invaders 
at bay? Or has the symptomatic improvement 
deluded the subjects into thinking that the drug has 
actually cured them? 

Comparison with that other mould product, peni- 
cillin, is inevitable. Patulin has one immense advan- 
tage, its far greater yield—up to 1 gramme per litre 
of culture filtrate. But it is toxic compared with 
penicillin, both against leucocytes and in mice: 0°5 
mg. subcutaneously or intravenously will kill a mouse 
of 20 g. and smaller doses induce local inflammatory 
reactions under the skin. Patulin is bacteriostatio 
in vitro, even in the presence of serum and pus. We 
read that it is very much less active than is penicillin 
against gram-positive organisms, but the position is 
reversed with regard to the coli-typhoid-salmonella 
group.” In fairness to penicillin, it should be pointed 
out that a comparison is here made between pure 
patulin and such admittedly impure preparations of 
penicillin as were available two years ago. In fact 
patulin had very nearly equal activity against the 
various bacteria tested, activity of the same order as 
that recorded for penicillic acid and other mould 
products: against none was there activity of the 
order of penicillin’s against gonococci. What we 
still lack is evidence that patulin has antibacterial 
activity in vivo, and this knowledge is needed to help 
us to learn how patulin acts and hence what we may 
reasonably expect it todo. As a result of examining 
nasopharyngeal swabs of treated and control subjects, 
Surgeon Commander HOPKINS merely records an 


‘impression that a distinct reduction of organisms 


took place. 

We are glad to know that patulin ‘will not be 
released for general issue pending the completion of 
further large-scale confirmatory trials.” 1 This is 
especially desirable because the report we publish 
indicates that the use of patulin, as of other local 
remedies, may not be free from the risk of favouring 
the development of sinusitis. It would be a thousand 
pities for the public to have a cold remedy dangled 
before its streaming eyes before there is reasonable 
certainty of its efficacy ; and if it succeeds in some 
cases we must still be prepared for the possibility that. 
it will fail in others. Meanwhile, winter is upon us 
and its colds should be here in sufficient numbers to 
permit an early answer as to whether or not patulin 
will justify our hopes and prayers. 


ALEXIS AND TOM 


Tom, an American now aged 57, developed an 
impassable stricture of his esophagus after swallowing 
some extremely hot clam chowder 48 years ago. 
Ever since then he has taken all his food through a 
gastrostomy opening. For 3 years he has been 
laboratory assistant to S. WoLF and H. G. Woxsr, at 
the New York Hospital. Their observations on the 
1. The material for these trials: will be supplied. by the Therapeutic 

, 


Corporation of Great Britain under the brand name 
‘Te 
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cuff of mucous membrane round the stoma, the chang- 
ing appearances of which are strictly parallel with 
those of the rest of the stomach as seen with a gastro- 

scope, have already been mentioned in our columns. 
The results, which now appear in book form,? are as 


illuminating as those obtained by WILLIAM ,BEAv-. 


MONT.* in his famous investigations over a century ago 
on Alexis St. Martin, who had developed a gastric 


' fistula as a result of a gunshot wound of the abdomen. 


Whereas BEAUMONT was mainly interested in the 
chemistry of digestion, WoLF and Woryr have been 
primarily concerned with the influence of emotions. 
They found that secretory and motor activity.of the 
stomach is accompanied by increased vascularity of 
the mucous membrane. , When Tom was contented, 
the mucous membrane was pink,:a small quantity 
of acid gastric juice was constantly secreted, and 
contractions were weak and rhythmic. During 
digestion increased secretory and motor activity were 


accompanied by increased blood-flow, the mucosa 


becoming redder and thicker. Acute fright and 


continued depression led to diminution in gastric 


secretion and pallor of the mucosa. Acute resent- 
ment and anger, and continuous anxiety led. to 
hypersecretion, and hypermotility with congestion 
of the mucous membrane, which became thick, red 
and turgid, its appearance being exactly like what 


gastroscopists describe as hypertrophic gastritis. 


The congested mucosa was very vulnerable, a stroke 
or tap with a glass rod and slight suction producing a 
submucous hemorrhage, which was quickly replaced 
by a black spot or occasionally by a minute erosion. 
The latter was at once covered by mucus, and healed 
within 24 hours.. The hemorrhagic points and black 
dots often seen with the gastroscope are thus probably 
the result of injury of the congested mucosa by the 
instrument, or by the bulb of a Ryle tube introduced 


a day or two earlier for withdrawing fractions of a 


test-meal. Spots of bright blood in a test-meal are 
probably of similar traumatic origin. 

These observations explain the remarkable differ- 
ences in the incidence of hypertrophic gastritis 
recorded by different observers. Whereas some 


believe that it is extremely common both in civil life 


and in the Services, and discharge many men with 
this diagnosis, several experienced gastroscopists 
regard it as rare in civilians and almost non-existent 
in the Army. The gastroscopist who completely 
allays the anxiety. of his patient and causes little 
distress by his examination does not see a thick, red 
mucosa, whereas one who is less successful in these 
respects observes it often and comes to the erroneous 


conclusion that hypertrophic gastritis is common. 


Doubt had already been thrown on the significance 
of the condition by the observations of Maanus and 
Ropgers‘ who failed to discover any anatomical 
basis for it in specimens obtained by operation and at 
autopsies, though a recent gastroscopy had shown 
what they would have hitherto diagnosed as hyper- 
trophic gastritis. . 

When a patiefit with a chronic ulcer is suffering 
from pain, and when an ulcer has just bled or per- 


1. Lancet, 1943, 1. 435. . 


2. Wolf, S. and Wolff, H. d. Human Gastric Function, New York, 


3. Beaumont, W. Experiments and observations on the gastrio 
juice and the physiology of digestion, Plattsburg, 1833. | 
4. Magoni, H. A. and Rodgers, H. W. Si. Barts’ Hosp. Rep. 1938, 
L 0 ; ` 
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forated, direct inspection shows that the surrounding 
mucous membrane is swollen and congested, whereas 
in quiescent periods it is thin and- pale. This has 
generally been regarded as evidence that an attack 
of ulcer is due to active inflammation, whereas it now 
seems likely that the congestion is the result of acute $ 
resentment or anger, or chronic anxiety. Here we e 
have the explanation why the recurrence of symptoms 
and the development of hemorrhage and perforation 
are so often emotional in origin. A striking example 
of this was the exceptionally high. incidence of per- 
foration during the weeks when London was subjected. 


inetd 
arly 


to constant bombing. Wotr and Woxrr found that $u, 


Tom's erosions developed into ulcers if they were 9° 
constantly exposed to acid gastric juice. by wiping fe 
away the mucus which otherwise protected the fún 
mucous membrane. An erosion produced by friction fe" 
of insufficiently chewed food or hard pips and tough I 
skins and fibres on the very vulnerable congested $ë) 
mucosa of an anxious patient is likely to develop into 
a chrapje ulcer in a person with the ulcer diathesis, 
which manifests itself in a special tendency to f% 
hypersecretion and hypermotility and consequently of I 
mucosal congestion. " 

t 


ORTHOPÆDIC TRENDS ; 

“ Tue glory of children are their fathers,” said fr 
Sotomon. The heritage of the modern orthopædist I 
is a fine one; for their fathers were men of intellect fia 
and sincerity, who studied intensely the natural {å 
powers inherent in all living flesh. The pace of their jh 
work was more leisurely than ours, the diseases and fu 
deformities they treated called for no hurry, there fn 
was no need to accelerate nature, no need to rush || 
men back into the hurly-burly of war or even into {i 
industry. Their wound was a clean one, usually fr 
bloodless, rarely septic, and there was none of the fh 
mess and mush of immediate accident surgery; the Ii 
only mess they knew was the plaster mess. They fi 
had time to think, and they developed a deep appre- 
ciation of the principles of healing, the growth and 
repair of bone, cartilage, tendon, the mechanism and 
management of joint and muscle movements. Under 
the stimulus of necessity their descendants have come 
to apply, this knowledge to a wider sphere—acute 
traumatic surgery, sepsis, peripheral nerve surgery, 
the whole field of fracture surgery now comes within 
the orthopedic domain. But, as Trurta has 
written, “ With the correct philosophical approach 
comes the right technique.” 

In his presidential address to the British Ortho- 
pedic Association, published in these columns last 
week, GIRDLESTONE discussed this influehce of the 
orthopedic surgeon on the treatment of fractures. 
He urges the young orthopedist to cultivate first an 
intimate acquaintance with the ways and manners 
of the mesoblast. Between the fractured bone ends 
there lies not an inert coagulated lymph plug but 
living cells that demand blood if they are to survive; 
and strong skeletal traction strangles such cells. 


The osteoblast needs the stimulus of push if it 


is to thrive—such stress, as KxITH? puts it, is as 
necessary for its health as exercise is for the living 
body.” For the fractured femur GirDLESTONE thus 
advises fixed extension on the Thomas splint with 
skin strapping in the old-fashioned way. Much 


1. Keith, A. Menders of the Maimed, London, 1919. 
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has been written about the ingenuity of this Thomas. 


splint, and Kerra has pointed out how closely it 
follows nature’s method of splinting. In vertebrates 
there is a central bony support for the limb, whereas 
in crustacea. and insects there is an ensheathing 
support. The Thomas splint is the sheath with 
unnecessary parts cut away; in the Tobruk” 
. plaster, lately described by Buxton,* plaster is, used 


over the Thomas to complete the encircling sheath.. 


When to move or not to move the difficult joint 
fracture is always a problem. GIRDLESTONE advises 


early non-weight-bearing movements; thus in the 
knee, providing the limb is adequately slung, passive 


exercises can be started in 4-5 days, and active ones 
a few days later. For the fractured scaphoid 
adequate reduction is more important than union ; 
he would place the wrist in full dorsiflexion for three 
months, observing the greatest gentleness in changing 
the plasters. He thinks the field for grafting the 
fractured scaphoid but a small one, seeing that even 
in practised hands the operation is neither always 
successful nor devoid of risk of carpal damage. 
GIRDLESTONE painted rather an alarming picture of 
the Smith-Petersen pin ploughing its way through 
the femoral head’s vascular system. He suspects 


the pin of being a potent killer of heads, and. 


pointed out that it takes several years for an avascular 
head to be recast. The most important part of the 
treatment of the fractured femoral neck is reduction ; 
after that it can be held by the Thomas splint and 
Pearson flexion piece with Balkan frame extension, 


and perseverance with this simple method may well 


give results comparable to those of the pin. 
From his experience and wisdom GIRDLESTONH 
added a warning against attractive operations 
surgical: exercises more fittingly done on the cadaver. 
The warning is timely, for with modern illustration 
difficult technical procedures are made to appear 
simple, and the operator (alas, often the patient too) 
may find that between the seeing and the doing of 
the thing there is a hideous nightmare. A patient’s 
‘implicit trust should not be betrayed by such. ill- 
considered adventures: “The surgeon we want for 
ourselves and our children is one who will not operate 
if he can attain his purpose by conservative means, 
and who prefers a safe and simple operation to one 
which is attractive to perform, though perhaps a little 
dangerous.“ GIRDLESTONE elaborated three freedoms 
in the treatment of the fractured limb—freedom from 
pain, freedom from pins, where possible, and freedom 
of the circulation, remembering the need for subse- 
quent expansion. He might have added freedom 
of the patient from want. As HENRY Comman has 
said, there are no diseases, there are diseased indi- 
viduals.” The interlocking of orthopedics with the 
social services, home conditions, employment and 
compensation is now recognised as part of treatment. 
The President's address shows that an orthopedic 
mind, ably endgwed, can add much to the teaching 
of what is really yet the child of most orthopadic 
services—fractures. But will the orthopedist of the 
future have the time to think if he is to control, 
besides the standard orthopzedics, accident services 
(with all their implications), fractures, nerve injuries, 
rheumatoid arthritis and rehabilitation, and play 
his part in what is expected to be his greatest contri- 


2. Buxton, St. J. D. Lancei, Nov. 6, 1943, P. 564. 


bution, that of positive health? Life is short, a sigh 
of the wind says the poet. At the end of his years 
RUBENS lamented, “ Just. when I begin to know my 
art I have to die —and he only painted! A slow 
evolution of the orthopedists’ position and. influence 
is now taking place ; fractures are accepted as.coming 
within their department, but their full. control of all 
accident services (the establishment of a traumatic. 
branch) is still for argument. At the Royal Society 

of Medicine on Nov. 2 Piatt pleaded for a full place 
for orthopædists in the basic teaching of the under- | 
graduate. How large that place should be will have 
to be decided in the near future ; perhaps if progress 
is to be safe it should also be slow—as MONTAIGNE. 
Says, it is sometimes wise “‘ to keep water with one 
oar, with the other grate the shore.” Jn the mean- 
time it would be well if fracture centres took GIRDLE- 
STONE'S advice and made themselves responsible for 
instructing the doctors in their districts, teaching 
especially the principles. If these be understood, 
the craftsmanship of the technique will readily follow. 
Of immense worth in this war has been the discip- 
lining of hospitals by the regional organisation. 
Such control is not without its risk, and WArsON- 
JONES at the BOA meeting indicated the dangers of 
excess.’ But with careful selection of the right men 
there is in fact no such risk. The work of the 
orthopedic regional advisers in this war has been 
particularly happy and stimulating. | 


Acinotations 


PARLIAMENTARY MEDICAL COMMITTEE 
Moca of the real work of the Houses of Parliament is 
done without ostentation behind the scenes, and long 
before the collective voice of medicine was heard in the 
land there was a little group at St. Stephens conferring 
how medical issues could best be laid before the legislative 
assembly. This medical parliamentary group, which 
includes the medical peers, has made a practice of invit- 
ing to its round table one or another non-medical member, 
such as the late Sir Philip Magnus, whose sympathies 
were closely identified with medical objectives. More 
recently some of these elder statesmen have added poise 
and balance in dealing with ,wider issues of medicine 
outside strictly professional matters. With the presenta- 
tion of the white-paper in sight this would seem to be the 
appropriate time for widening still further the member- 
ship of the group so as to include the various interests 

which health workers have in common. 


“THE LAMP STILL BURNS” 

In producing this film on nursing—in many ways a. 
sound unprejudiced documentary—Mr. Leslie Howard 
had the help of the Ministry of Health. The clinical 
details are therefore accurate, though discreet almost to 
the point of primness. The main interest for the 
audience lies in deciphering the message of the story 
not an easy task, because two distinct propositions are 
here mated in uneasy union. One is that nursing is a 
great profession with great rewards ; the other that it is 
grossly marred for many women by unnecessary restric- 
tions on their private lives. Both are true of English 
nursing today, but in an attempt to do justice to both and 
offend nobody the film falls. into some dangerous trifling 
with principles. It was a mistake, perhaps, to make the 
heroine one of the rare women who finds in nursing a 
true vocation. No question but that such women make 
matchless nurses, or that they are as stirring to meet as 
any other man or woman absorbed by an ideal of service : 


but in our enormous nursing service of today they are 


` 
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naturally relatively scarce. 
but the bulk of our nursing must be done by girls and 
women to whom it is merely an interesting occupation 
comparable with school-teaching or secretarial work. 
Our nurse in the film is dismissed for a trivial piece of 


rebellion against rigid etiquette, but is taken back because: 


she agrees to accept without question the restrictions 
which she has just been condemning, with much cogency, 
before the hospital committee. 6 
‘there is not even a hint that in this surrender of her 


principles to her vocation she is in a sense betraying the 


many girls who do not share her passion for her job. 
And the determination of her (fabulously rich) admirer 
to fight for the reforms she wants until, as he says, she 
can have both a home and a job” has therefore the 
colour of a forlorn hope: this is a fight which the nurses 
must wage themselves, not delegate to friends outside 
the profession. | e E 
The film is partly based on Monica Dickens’s frank 
and pleasing book One Pair of Feet, but the grooming 
process of the studio has turned her hobby intoa horse 
of a different colour. She describes with insight and 
humour the lies, subterfuges and makeshifts to which 
nurses are driven by off-duty discipline ; and the narrow- 
ing effect on a student nurse of even one year in hospital 
is summed. up in the following lines: | 
“ Through working to routine and never to initiative your 
brain becomes like a car with a bad pick-up. It ticks over 
fast enough to cope with what is required of it, but its accelera- 
tion deteriorates until it is almost impossible to rev it up 
sufficiently to keep pace with anyone not similarly affected. 
One did not notice this in the hospital, where the conversation 
was unambitious and the humour unsubtle and chiefly lava- 
torial, but the moment you went among outside people you 
felt dull and inadequate.” 
That kind of truth was missing from the film, no doubt 
because the aim was partly to attract girls to nursing, 
not to frighten them off. But so much good acting and 
sensitive production might have been used more worthily 
on the theme: The reforms must come first, the nurses 
will follow.” Perhaps if the Ministry of Information 
had been invoked, as well as the Ministry of Health, that 
message would now be singing in the ears of our hospital 
authorities. - | 


: BACTERIAL ANEURYSMS 

BACTERIAL (or mycotic, to use the old term which 
should now be given up) aneurysms are scarce ; Garland ! 
found only 4 in 12,000 necropsies. In reporting 3 new 
cases, Chamberlain? discusses the 19 others recorded 
since Stengel and Wolferth's . review: of 217 cases in 
1923. For ingenuity no theory of causation has yet 
surpassed the original one advanced by Ponfick,* that 
such aneurysms are due to an embolus containing a 
calcified spicule which perforates the wall of the vessel 
and thus allows bacteria to enter, but the more generally 
accepted view today is that of Eppinger, s that the 
aneurysm forms as a result of infection of the vessel wall 
by organisms carried by the embolus. In the case of 
larger vessels the embolus may lodge in the vasa vasorum, 
while occasionally the aneurysm may arise from the direct 
spread of infection along the intima from neighbouring 
foci. The rarest form of all is probably that which occurs 
in periarteritis nodosa. Of Chamberlain’s 22 cases, 13 
were oases of subacute bacterial endocarditis, the re- 
mainder representing mainly a mixed bag of septi- 
cemias. Most of these aneurysms are small, measuring 
a few o. om. in capacity, though Gage“ reported one which 
attained the size of a grapefruit. The commonest 
causal organism is a streptococcus, as would be expected 


„ Garland, H. G. J. Path. Bact. 1932, 35, 384. | 

. Chamberlain, E. N. Brit. Heart J. 1943, 5, 121. 

. Stengel, A. and Wolferth, O. C. Arch. intern. Med. 1923, 31, 526. 
. Virchows Arch. 1873, 58, 528. 

. Eppinger, H. Arch. klin. Chir. 1887, 35, Suppl. 1. 

Gage, I. M. Amer. J. Surg. 1934, 24, 667. 
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BACTERIAL ANEURYSMS.—AFIER MENINGITIS 


They may leaven the lump, . 


There is no suggestion— | 


pag? 
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from the close association with infective endocarditis ; 
other organisms that have been isolated include the 
gonococcus, Bacillus typhosus, B. anthracis and Brucella 
aborius. The order of frequency in which vessels were 
involved was: aorta 8 cases, pulmonary and mesenteric 
arteries (3 each), radial; common iliac and middle cerebral 
arteries (2 each), popliteal, posterior tibial, femoral and 
axillary arteries (leach). The average age of the patients 
was 33 and there was a preponderance of males. The 
time taken for these aneurysms to develop is difficult to 
assess; Chamberlain believes that, while the septicssmia 
is present for a few months before the aneurysm is 
detected, the aneurysm itself only takes a few weeks to 
attain recognisable size. Once present it develops 
rapidly, and death usually follows within six months. A 
bacterial aneurysm is a grave complication, because of the 
possibility of rupture or vascular obstruction, but 3 
cases recovered in this series. Diagnosis is difficult 


unless a peripheral artery is involved, and Areta ? tells 


of one in the radial which was incised as an abscess. 
One in the aorta was detected radiologically on account 
of calcification in the sac. 
artery should always be suspected when an acute ab- 


dominal emergency occurs in a patient with subacute | 


bacterial endocarditis, or indeed any septicemia. Treat- 
ment obviously depends on that of the preceding bao- 
terial endocarditis, but in this series 2 cases responded 
to ligation of the aneurysm during a quiescent phase of 
the endocarditis. | a J 
AFTER MENINGITIS — — 
No uniform psychiatric findings have been reported 
among patients who recover from cerebrospinal fever, 


and the syndrome described in 1918, as a result of 


observations on 26 patients at the US Army Hospital at 


Plattsburg,® has been neither confirmed nor refuted by- 


subsequent observers. ‘The symptoms noted then 
included limitation of flexion of the spine, easy tiring, 
pains in the back, legs and head, dizziness, faintness, 
muscular weakness, blurred vision, photophobia, and 
poor sleep, appetite and nutrition. Dr. M. N. Pai, 
feeling that the 1940 epidemic afforded an opportunity 
of settling this question, collected at a neurosis centre a 
group of 32 patients who had had cerebrospinal fever 
between 1939 and 1942. In reporting this series to the 


psychiatric section of the Royal Society of Medicine on 


Nov. 9, he said that their ages ranged from 18 to 31, and 
he classed them into three groups, according to whether 
their previous: personality was good (stable people with 
hobbies, friends and good work records), fairly good 
(timid and dependent people with fair work records), or 


neurotic (hysterics, psychopaths, borderline mental 


defectives, and neurotic people with poor work records). 
There were 14 oases in group I, 7 in group 0 and 11 in 
group 111, yet in only 7 oases in all (4 in group 1, 1 in group 
U and 2 in group m1) could the neuroses be regarded as 
the late results of encephalopathy ; in the remaining 26 
the symptoms appeared to be psychogenic. In the 7 
cases thought to be organic the attacks of cerebrospinal 
fever had been severe and associated with delirium. 

The onset of neurotic symptoms (whether organio or 
functional) followed unusual stress in 2 cases in group 1, 
3 cases in group II and 7 in group IN ; similar symptoms 
had been present before the attack of meningitis in 
several of the patients in both the last two groups. In 
all three groups the symptoms included depression, 
headaches, memory defects and personality changes; 
but hysterical symptoms were common in groups n and 
In and rare in group I. In the 7 patients with symptoms 
attributed to organic lesions the common findings were : 
mild, persistent depression without self-reproach, frontal 
headaches, forgetfulness, invalidism and a change of 
personality towards timidity, restriction of interests and 

7, Areta, T. Sem. méd., B. Aires, 1935, 42, 645. 
8. Rosanoff, A. J. J. Amer. med. Ass, 1918, 71, 1476. 
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lack of self-confidence. Some degree of intellectual 
deterioration led to poor learning ability and difficulty in 
recalling names, forming new associations, and planning 
ahead. The 4 organic cases in group I were followed up, 
and the symptoms have so far persisted. All 32 were 
Service patients, and 16 of them were invalided out 
sooner or. later; only 3 returned to full duty, and 
these had all had mild attacks. None of those who 
had had a severe attack returned to duty. It is 
noteworthy that the recovery-rate among this group 
of 32 was not so high as that among other neurotic 
patients (with no history of meningitis) in the centre 
at the time. ? É 

Dr. Stanley Banks suggested that it would need a 
longer follow-up to decide whether symptoms were likely 
to be permanent. Headaches following meningitis often 
disappear, he said, after about 18 months; the other 
sequelæ might subside in the same way. 


' OPHTHALMIA NEONATORUM 


TRE fear that the present upheaval would bring an 
increase in blindness from ophthalmia neonatorum has 
fortunately proved illusory. Speaking last week before 
the section of ophthalmology of the Royal Society of 
Medicine Prof. Arnold Sorsby said that on the contrary 
there has been.a gratifying decline. The annual returns 
of the Ministry of Health show that the number of 
children blinded from ophthalmia neonatorum for the 
seven years 1934-40 was 44, while there was only one for 
the two years 1941-42. The incidence of impaired 
vision has likewise declined, the figures being 190 and 14 
for the two periods. As there is no reagon to believe that 
the incidence is substantially lower, it is likely that the 
improvement today is largely due to sulphonamide 
therapy. | 

- Blindness from ophthalmia neonatorum has been 
diminishing steadily throughout the present century. 
It constituted 18-0% of all causes of blindness in children 
passed for London County Council blind schools during 
1907-13 and had declined to 11-9% in the period 1914-20, 
as Mr. Bishop Harman showed in 1922 in the Ministry 


of Health’s final report on the Causes and Prevention 


of Blindness. In 1931 21-1% of children at LCC blind 
schools were blind from this affection; by 1938 the 
proportion had fallen to 14-0% and this year it was 
9-8%. That ophthalmia neonatorum is nevertheless still 


to be reckoned with is seen from the fact that at least 15. 


out of the 127 infants under the age of 5 years at the 
Sunshine Homes of the National Institute for the Blind 
were blind from it. In fact, as Mr. Sorsby stressed, 
though blindness from ophthalmia neonatorum has 
declined steadily, the decline has not been so steep 
as for blindness from other infectious disease, and 
especially from congenital syphilis. An analysis of the 
distribution of babies with impaired vision and blindness 
from ophthalmia neonatorum shows that the situation in 
the LCC area is more satisfactory than in other county 


council areas and county districts, and distinctly better 


than in the county boroughs and Wales, though improve- 
ment has been evident throughout the country. 
There is as yet no standard prophylaxis in ophthalmia 
neonatorum.’ Emphasising the paramount importance 
of adequate antenatal care Mr. Sorsby reported that 
inquiries addressed to the larger lying-in centres showed 
that the incidence of gonococcal ophthalmia was no less 
at centres using silver nitrate than at those using 
organic silver. In 70,386 births at which silver nitrate 
was used 64 cases of gonococcal ophthalmia had occurred, 


while in 39,432 births at which Protargol’ was used 


there were 21. On the other hand in Scotland, where 
silver nitrate is recommended for routine use by the 
Scottish Central Midwives Board, the incidence of blind- 
ness from ophthalmia is distinctly lower than in England 
and Wales (0-23 against 1-25 for 100,000 births during 
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1934-38). Whatever difference of opinion there may be 
on prophylaxis; Mr. Sorsby’s report on 500 cases of 
ophthalmia neonatorum treated by him at White Oak 
since January, 1940, made it clear that in the sulphon- 
amides we have a therapeutic agent which makes 
blindness or impaired vision from this affection no longer 
tolerable. . 7 


> 


HYPOGLYCAEMIA AND THE HEART . 

HyYpocLyczmia in its time has been held responsible 
for many obscure symptoms, principally on account of 
the relative ease with which blood-sugar estimations can 
be carried out. Most of these bubbles have been evane- 
scent, so that fresh claims are received cautiously by the 
experienced. Harrison, i however, whose investigations 
into the biochemical changes in heart-failure are out- 
standing, now offers a case for a syndrome in which dis- 
tarbances of cardiovascular function are associated with 
hypoglycemia. “ Relative hypoglycemia,” he suggests, 
may be responsible for, or at least play'a part in, precipi- 
tating: various cardiac symptoms. Such attacks never 
arise less than an hour after a meal, they can often be 
reproduced by giving insulin, and they can be relieved 
by glucose. Neither the fasting blood-sugar findings nor 
the glucose-tolerance curve are characteristic, but there 
is a tendency for the blood-sugar to be at the lower 
limits of normality during fasting, and to drop rather 
suddenly during the glucose-tolerance test to an unusu- 
ally low level in 2-3 hours. The symptoms characteris- 
ing the syndrome are nervousness, weakness, palpitations 
and pain in the chest. The last is usually a vague 
precordial discomfort not comparable to anginal pain, 


though in some patients with angina pectoris typical 


attacks of pain occurring at rest seem to be precipitated 
by such relative hypoglycemia. Among associated 
cardiac disturbances were hypertension, cardiac neurosis, 
arteriosclerotic heart disease, paroxysmal tachycardia, 
paroxysmal auricular fibrillation and hypertensive ence- 
Phalopathy. The condition, according to Harrison, is 
not rare—it was diagnosed in 31 of the last 204 of his 
patients with cardiovascular complaints. The treatment 
is by a diet low in carbohydrate and with a high protein 
content. Spontaneous hypoglycemia with loss of con- 


sciousness and convulsions is a familiar story; and it is 


equally well recognised that hypoglycemia often affects 
the coronary circulation unfavourably in middle-aged 
patients. Thus it is a principle in treatment that no 
middle-aged or elderly diabetic must be allowed to: 
develop hypoglycemia; the blood-sugar should rather 
be kept at a relatively high level to avoid the risk of 
precipitating coronary thrombosis. The syndrome 
which Harrison describes is much less ostentatious in its 
manifestations ; and it seems to have a threefold signific- 
ance. It may explain cases where, at present, no precise 
cause can be found for the cardiac symptoms or signs. 
In established disease—for example in angina pectoris, 
hypertension or even paroxysmal dyspnea—it may ex- 
Plain such exacerbations as pain at rest in patients with | 
angina pectoris or attacks of encephalopathy in patients 

with hypertension. Finally it may allow us to distin- — 
guish one group among the heterogeneous unfortunates 
labelled “ cardiac neuroses.” Harrison makes no claim 
to have proved his thesis, but he has made out a case for 


investigation. 


The DUKE of GLOUCESTER has accepted the honorary 
fellowship of the Royal College of Surgeons of England. 


Mr. HENRY URMSTON WILLINK, KC, the new Minister 
of Health, is the son of an architect and son-in-law of 
Dr. H. Morley Fletcher. He has been special commis- 
sioner for the London Region since 1940, which includes 
the blitz, and is still in his forties. i 


1. i T. R. and Finks, R. M. Amer. Heari J. 1943, 26, 
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Special Articles 


— — 


RELIEF IN EUROPE 


A MEETING of the English group of the Nutrition 
Society was held at the London School of Hygiene and 
Tropical Medicine on Nov. 6 to discuss scientific and 
medical aspects of postwar HBuropean relief. 

Lord HORDER, who presided, suggested that the 
United Nations Relief and Rehabilitation Administration 
(UNRRA), established by the governments and authori- 
ties of the united nations to provide adequate relief as 
soon as the war ends, should be given an opportunity 
to plan for production so that there will be an adequate 
supply of 1 for aid. - 


be MARRACK, chairman of the. committee: 


for coérdination of nutrition surveys, pointed out that 
inability to import food for direct human consumption 
from overseas accounted for only a small portion of the 
deficiency of food in Europe at the end of 1918. The 


chief reason for the shortage was that the continent account of the present food situation in Europe. 


produced much less food. This was due to lack of labour, 
scarcity of fertilisers and the killing off of livestock, 
as well as the fact that retreating soldiers had stripped 
the country. Peasants who had left their farms found 
on their return that the land was covered with grass and 
young trees. The precarious political and military 
situation in Europe after the Armistice, he said, made 
individual states hesitate to trade with each other and 
this made the general food situation much worse. Food 
was provided as relief by means of special credits or paid 
for in cash by the Governments of the countries receiving 
it. It was distributed through the normal channels of 
trade in the way that supplies procured by our food 
controller are distributed in this country at present, or 
through local authorities. The total amount of food, 
including relief, imported into European countries, other 
than those of neutrals and the western Allies, were 
considerably less during 1919 and 1920 than during 1913, 
even though food production in these countries was 
reduced. The total amount of flour and grain (4 million 
tons) supplied as relief was not enough to make up the 
deficiency in wheat and rye in Germany alone. Alto- 
gether only just over a sixth of the calories were derived 
from food supplied as relief, and only those children 
who showed signs of undernutrition were fed under the 
child feeding programme. Nevertheless at the peak 
period 3} million children were being fed. Thus, though 
the relief supplied appreciably reduced suffering, the 
amount of food supplied did not provide even sufficient 
calories, and relief on a large scale ended too soon. 
Nor was the quality of the food used for relief satis- 
factory: the greatest deficiency was in animal products, 
60% of the relief food was in cereals, and the amount 
of condensed and evaporated milk sent was small. The 
foods provided for feeding children also contained too 
little milk, and no meat. The total food supplied in 
relief in the five years 1919-24 was less than the sum of 
imports of wheat and flour, meat, bacon and ham, and 
sugar into Great Britain during the one year 1918, when 
our imports of food were cut toa minimum. The amount 
of pork products was under two-thirds of our imports in 
that year and one-tenth of the total consumption of 
pork products in the USA in 1919. In fact only surplus 
foods, particularly grain and pork products which the 
USA had been raising in large quantities to meet Allied 
demands during the war, could be obtained for relief and 


these goods were sent whether or not they met the 
physiological needs of the recipients. 
Dr Evana, the Norwegian director-general of 


public health, pointed out that an outstanding deficiency 
45 the last war was in fat, and it is again seriously 
deficient in Europe at the moment. Craving for fats, he 
said, causes violent suffering ; and scarcity of food has a 
grave effect on mental health, underfed people becoming 


indolent and oppressed by feelings of inferiority. The 


food situation differs in this war from that in the last 

war in that we now have a clear appreciation of 3 

important nutritional factors : 

1. The role of vitamins in the development of deficiency 
disease. 

2. The relationship between deficient diet and the development 
of tuberculosis. | 
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3. The fact that people who have existed for some time ona 


poor diet are less resistant to disease in general. 

A difficulty in assessing the degree of malnutrition is 
the lack of criteria indicating when an individual passes 
into the danger period. Hunger cedema is appearing 
now in Norway: that it is due to lack of proteins in 
this case seems doubtful because fish is still available in 
most parts of Norway. He mentioned four important 
practical principles to bear in mind im feeding Europe 
after the war: 9 : 

1. People will want calories first. 

2. There is a strong tendency to treat all countries the same, 
but the standard of nutrition in each country should 
be taken into account in giving food priorities. 

3. The peoples in each occupied country as it is liberated will 
want to join in the fight and they will not understand 
if they cannot immediately get enough food to bring 
them up to fighting strength. `> : 

4, Large amounts of fat and protein could quickly be obtained 
from the sea by mobilising the fishing fleets. 

Mr. GEOFFREY H. BOURNE, D sc, gave a Sh a aN 

re 
is acute starvation and famine in parts of oocupied 

Russia, in Eastern Poland, Croatia and Greece. The 

rest of Europe is stabilised at a calorie level of about 

1000-1500 calories. There is a gross shortage of fat 

and provision of fat will be the greatest single difficulty 

after the war. The food deficiencies suggést a serious 
lack in vitamins A, D and O, riboflavin, and calcium. 

There are already reports of rickets, scurvy, failure of 


surgical wounds to heal, fragile bones, anemia and 


hunger cedema. The low calorie intake (below the 
accepted basic level) on which many millions of people 
in Europe are now existing shows that the body is able 
to adapt itself to lower calorie levels than has been thought 


possible. 


~ Mr. JoHN HAMMOND, FRS, of the inter- allied technical 
advisory committee on agriculture, said that the extent 
of the relief needed would depend on the time ayailable 
for the enemy to put the scorched earth policy into effect. 
A minimum amount of food should be given to all 
countries before any is raised to a. higher standard. 
Meat takes five times as much land as is needed to 
produce the same number of calories as wheat or potatoes. 
Therefore in the beginning wheat and potatoes must be 
given priority in European agriculture. Apart from.these. 
two, the greatest amount of food per acre can be obtained 
from sugar-beet, and rye where there are light acid soils. 
Tractors, seed and fertilisers will be needed. The chief 
fertilisers will be phosphate and nitrogen and probably 
potash. Importation of fertilisers will actually be a saving 
in shipping space because they will produce 8 times as 
much food as can be brought in by the same amount of 
shipping. The greatest deficiency is in animal foods, and 
it will probably take 8 years to get the production of animal 
foods back to normal. Attention sould first be given 
to the reconstitution of dairy herds. The milk obtained 
in this way will be urgently needed to supplement the 
cereals and potatoes which will make up the greater part 
of the diet for some time. Slaughter of any female cattle 
capable of breeding should be prohibited and artificial 
insemination should be used as widely as possible. Meats 
and fats should be imported in a form in which they 
will be easily transported and stored. Oils can prob- 
ably best be sent as seeds, and the residue from the 
seeds could be used for animal food, thus. helping to 
increase milk production. Meat should be dehydrated or 
tinned. Overseas meat-producing countries should now 
be accumulating reserves of meat prepared in these ways. 
Dr. AUDREY RUSSELL, member of the Central Council 
for Refugees, noted that the relief problem today had 
grown beyond the scope of voluntary bodies. It is 
important, she believes, to distribute relief in such a 
way that those receiving it are made self-confident and 
not treated as helpless people. Refugee camps should 
accommodate not more than 5000 people in each, and 
those entering them should be subdivided into.groups of 
1000 people. There should be mobile and fixed canteens 
and loud speakers to direct refugees on the road. Refugees 
travelling back to their own countries should receive rest 
and attention at transit camps. In the schools of Barcelona 
during the Spanish war children were graded into three 
groups according to their nutrition, and given different 
periods of rest, voluntary activity, and lessons. Thisis a 
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much better plan than transferring the most debilitated 
children to camps away from their families ; camps are 
only needed for orphans and strays. 

Prof. EDMUND NOBEL, formerly professor of children’s 

diseases at the University of Vienna, described -relief 
work in Austria in the last war and said that staffs 
of relief feeding kitchens were given a two months 
training in nutrition. He described Pirquet’s method 
of assessing nutritional requirements in children. 

Miss E. M. M. Hume, of the Lister Institute, described 
the expedition led by Miss Harriette Chick, of which 
_ she was a member, to Vienna after the last war. Rickets, 

scurvy, war œdema and adult rickets were prevalent in 
Europe. The adult rickets was found to be curable 
with cod-livey oil, and the expeditjon was able to solve 
the problem of the etiology of infantile rickets. 

Dr. A. P. MEIKLEJONN, of the Oxford Nutrition 
Survey, said that trained nutritional teams could now 
go into an area and bring in a relatively good assessment 
of the average nutritional state in a short time. They 

any more aids for this purpose than had expeditions 
to Europe after the last war. l 

In summing up the conference the chairman insisted 
hat we must not underestimate the size of the problem 
which lies before us. He hoped that it would be possible 
to reduce our own rations a little after the war in order 
to provide more for our fellows in Europe whose need 
will be greater. l 


PHARMACISTS IN THE ARMY 


THE Pharmaceutical Society of Great Britain, of 
which all pharmacists are members, is dissatisfied with 
the position of pharmacy in the Royal Army Medical 
Corps. In a memorandum sent to the War Office last 
year the council of the Society recalled that in August 
1918 a RAMO committee recommended. that pharma- 
cists of commissioned rank should be employed as 
inspectors and instructors and that one such officer 
should be attached to each of the larger bases abroad 
and to each Command at home. Later a committee 
formed jointly by the War Office and the Pharma- 
ceutical Society advocated that pharmacists should have 
charge of dispensaries of hospitals of 100 beds and over, 
and that a pharmacist commissioned officer, not lower 
in rank than a captain, should be appointed at the 
War Office to act in an advisory and inspectorial capa- 
capacity : 

That the experience of the last war should have confirmed 
the principle that the medical supply system should be con- 
trolled. and operated by pharmacists is not surprising since 
this principle not only governs civilian conditions but is 
observed generally in foreign armies.... What is surprising 
is the fact. that the experience and lessons of the last war 
should have been so largely ignored by the military authorities. 

Though the enlistment of pharmacists, as. sergeant 
dispensers, during the present war has prevented the 
grave results which attended the employment of non- 


* 


pharmacists upon dispensing duties in the last war it 


does not signify a change of attitude. 

When the Army Council agreed to fill war-time vacancies 
for sergeant-dispensers by pharmacists it was made clear 
that they were not to be employed as pharmacists bat were 
required only for such duties as were performed by holders 
of the Army Dispenser’s certificate. The decision therefore 
was not a recognition of pharmacy but a means of obtaining 
personnel without the necessity of training them.” 

** Moreover no payment or other advantages are available to 
pharmacists which are not available to non-pharmacist dis- 


pensers. The War Office view in effect always has been and 


still is that the pharmaceutical requirements’of the Army are 
tob simple and stereotyped to provide scope for the practice 
of pharmacy; that there is no need for the services of 
pharmacists as such in the RAMC, and that for dispensing 
all that is required is the Army Dispenser’s certificate 
The approach to the subject is indicated by the classification 
of dispensing as a trade. 

Dispensing, in the society’s opinion, is not work for 
which non-pharmacists can assume responsibility, though 
they are capable within limits of acting as assistants to 
pharmacists and performing certain operations under 
supervision. Such persons, if employed at all, should not 
be called dispensers. To the argument that the reten- 
tion of control in medical hands offsets the disadvantages 
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of the subordinate personnel being non-pharmacists, 


the society replies that if the pharmaceutical work done 
by non-medical personnel is carried out or supervised 
by p ists there is no occasion for medical super- 
vision; secondly that medical practitioners do not 
possess the knowledge which renders them competent 
to direct policy and supervise pharmaceutical work ; 
and thirdly that in the Army at present the full poten- 


1 


tialities. of a pharmaceutical service are not and cannot ` 


be developed. So that the services of pharmacists may 

be used to better advantage, the society puts forward 

various proposals, including: 

1. A Directorate of Pharmaceutical Services, with a pharma- 
cist director, should be established at the War Office. 


It would be concerned with medical supplies, the, 


organisation of pharmaceutical work in the RAMC, 
the utilisation ‘of new knowledge, the preparation 
and revision of pharmacopœias and formularies, the 
pharmaceutical equipment of medical units and the 
training of all pharmaceutical personnel. Corre- 
sponding to this directorate at home there would be 
subsidiary directorates in the overseas theatres of war. 
2. The officer in charge of Command medical stores and his 
assistants should be pharmacists with commissioned 


rank. This also applies'to mobilisation stores and base: 


stores overseas. In addition to the personnel at the 
Command medical stores there should be a pharmacist 
exercising a general oversight of the pharmaceutical 
affairs of the Command. , | 
3. The pharmaceutical work df each general hospital and 
the work of the medical stores attached to it should 
be combined as the “ pharmaceutical department ” 
of the hospital, in charge of a pharmacist with as 
many pharmacist assistants as the size.of the hospital 
makes necessary. These should have commissioned 
rank. At casualty-clearing hospitals the same 
principles apply. 
4. Each field ambulance has attached to it two sergeant- 
disperisers who under war-time conditions are gener- 
ally pharmacists. They are employed largely on 
general duties, while medical officers spend much of 
their time upon duties which could be equally well 
performed by pharmacists. The pharmacists should 
be given commissioned rank, and should share in the 
general duties of officers of the unit. They should 
also be responsible for medical stores and such matters 
as bandaging and minor dressings, stretcher-drill, 
passive air defence, camp hygiene, camp reception 
‘stations, and adjutant’s duties. 
The main point” of the proposals, it is stated, is 
to ensure that medical supplies from the time of 


` entering the RAMO until they are used are under the 


control of pharmacists who have the necessafy authority 


to carry out all those functions which are their special 
province or for which they can be employed with 
advantage.” The society believes that, given proper 
recognition and scope for the exercise of their calling 


pharmacists can make a valuable contribution to the 


strength and efficiency of the RAMC. It accordingly 
proposed that a joint committee of the society and the 
War Office be appointed to work out a comprehensive 
scheme without delay. 5 | 
This proposal has been rejected by the War Office. 
A letter dated March 19 states the Army Council’s 
opinion as follows: ee. 
The arrangements for the provision and supply of drugs, 
dressings and other medical supplies for the army in all 


` theatres of war under War Office control are in the Council’s 


view entirely satisfactory and after three and a half years of 
war there has been no breakdown or criticism of these 
arrangements despite the extremely difficult supply and 
other conditions encountered. The Council are fully satis- 
fied that the services of pharmacists who are posted to the 
army as such are utilised in the Royal Army Medical Corps 
to the fullest advantage in their employment in the duties 
of the army trade of dispenser. .The Council are unable to 
agree that any changes are necessary in the existing army 
organisation and ‘therefore regret that they cannot accept 
the suggestion that a joint committee of the Pharmaceutical 
Society and the War Office be appointed for the purpose of 
enquiring into the matter.” | 


This decision is reaffirmed in a letter dated Sept. 18, and 
permission has been given to publish the correspondence. 
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4 Running Commentary by Peripatetic Correspondents 


THE hall was packed for the RSM penicillin meeting. 
It was said to be the biggest crowd seen there since Sir 
Almroth Wright’s vaccine meeting in 1909. I thought 
the war was over,“ said one of the porters, ‘‘ seeing so many 

doctors with a free afternoon.” cidentally, though the 
BBC and Dorland's Dictionary put the accent on the second 
syllable, I noticed that Professor Fleming, who coined the 
word, called it penny-sil-in, with the accent on the sil. 


+ & + i . 
Like many other holders of administrative posts 1 


sometimes wonder why I ever bothered to qualify. 
What a time we spend in dealing with human nature ! 
Strictly speaking I suppose we are ‘‘ physiologists,” for 
the Greeks had this name for us. My heart slips down 
between the domes of the diaphragm every time someone 


says, May I have a word with you, sir? It always 


means that somebody is touchy about something. 
And yet because we have qualified in medicine and seen 
the best and worst of life I believe we are the better 
suited for dealing with the minor disturbances of 
happiness brought about by human eccentricities. 
Why are people difficult ? What induces resentment ? 
As with the common cold the sexes are affected equally 
and no age is exempt. Awkwardness may be the result 
of inferiority or shyness but ‘‘ cussedness is, I think, a 
projection of jealousy. A' financial motive is not. by 
any means always behind this trait. When, in a small 
town; the opposing firm of practitioners ‘‘ don’t get on 
very well together it might be thought to be an 
expression of the primitive instinct of self-preservation— 
an underlying fear that the other fellows intend to 
take away all the patients. But this can’t be the whole 
story because jealousy can operate in whole-time 
workers whose jobs are secure and who havg nothing to 
gain or lose. Let our medical reformers remember this. 
What then is the cause of this often noted jealousy ? 
It seems likely that we strive for power as Nietzsche 
supposed, and this may be why the shy person is often 
difficult; it is one way in which ‘he can assert himself. 
There are many ways of achieving power. The man who 
is endowed with a weak personality may develop charm 
and a gentle manner and thus get his own way, for the 
gentle answer turneth away wrath.” The strong man, 


on the other hand, can afford to be both tough and gruff. 


What about other creatures ? Do cows try to ‘assert 


themselves ? This summer on the farm I watched some 


but never once did Clothilde take exception to the 
landgirl milking first the more recently acquired Hilda. 
They are peaceful creatures and certainly cowlike. Not 
so the two spaniels, for they show their jealousy when the 
occasion arises, but they are never awkward about it. 
. One day Peter saw me give Piper a particularly succulent 
articulation, a present from the butcher, but he never 
- attempted to take. it out of me or Piper, and ten 
minutes later they both frisked after me on a walk. 
The most jealous of creatures is Lola, a fascinating young 
acquaintance of mine. Although but seven months 
old, this beautiful Siamese cat will go off her food if the 
slightest attention is paid to the black and white, who 
on the score of years and residente is the senior of the 
two, besides being incomparably the better mouser. 
I wonder if she is jealous because of an inferiority 
complex. Perhaps Lola’s treatment of Whis 
its origin in her ancestors’ enforced sojourn in the com- 
pany of humans in the Ark. In any case Noah’s difficult 
task of selecting couples can hardly have been accom- 
plished without a certain amount of feeling. 
: 2 , * + 

The High M— Coke Hunt is anticipating public appre- 
ciation by the Minister of Fuel. Severe fuel rationing 
precluded an issue of coke for our private rooms in huts, 
so Mac our MOH (Master of Coke Hounds) sallied forth 
and started to sort over our foundationg, which had been 
obtained from a gas-works. Success was immediate 
and a rich seam struck. I returned from leave and 
together we hunted more distant country—the gas- 
works ballast we were obtaining for our car park. Our 
predatory eyes and nimble fingers enabled us to piek an 
evening’s supply in half an hour. We have become 
` cnnoisseurs and scorn the small plentiful fragments. 


Rather do we go for the collector’s pieces and display 
them to each other, congratulating each other as enthu- 
siastically as combatants at Wimbledon. I can now 
understand the thrill of digging out such a diamond as the 
Koh-t-noor. The feelings of the troops are best ex- 
pressed by the comment of one who said, during one of 


our drives, I’ve never seen officers picking coke before, 
and after a pause, They’ll be giving you guards next,” 


For those who feel attracted to the sport I would advise 
starting after rain in a good light. The coke tben shows 
up much darker than the clinker. I am shortly publishing 
an advanced and authoritative manual entitled Lesser 
known slopes of the Port G Coking Country. 

5 * 


* 

A Fascist police HQ makes an admirable officers’ 
mess. Fortunately we arrived just as the decorators 
were putting the finishing touches to the rooms. The 
tiled bath-rooms were a joy to behold, clean and cool 
from the ceilings down to the we’s (which had not been 
fitted with wooden seats). 
Comfort such as- this cannot last. No doubt the site 
for the building has been care chosen ‘so that the 
arm of the law can be exercised to the greatest advantage. 
The surrounding dwellings are dirty and squalid. In the 
distance the pastel shades of the walls of the houses look 
very beautiful against the fading blue of the evening 
sky. Distance lends enchantment hard to recapture on 
closer inspection. Even in this genial climate, plaster 
is hardly robust enough to withstand fair wear and tear ; 
it is cracked and chipped, and inevitably the children use 
the distempered surface for their running commentaries 
on one another—amorous or libellous—appropriately 
embellished with sketches. Even Agag would have 
quailed at the prospect of making his way from the mess 
to the company office half a mile away, so numerous 
are the hazards in the form of rotten fruit, garbage, 
entrails of fowls, household slops, stinking rivulets of 
purple fluid oozing from decrepit sheds where vino 
is made, and the small mounds of human fæces deposited 
daily by unwashed half-naked children who tumble 
about in the gutters. Opposite my bedroom window 
is a wall which conceals from view a kind of courtyard. 
One day when the owner of the property was sunning 
himself in his chair by the open door I peeped inside. I 
was astonished to see a farmyard: there were pigs, 
hens, rabbits and a couple of cats, and on the walls 
numerous birdcages well stocked. The surface of the 
yard had been converted into an evil-smelling quagmire 
of mud, straw and the usual variety of ingredients found 
in the farmyard. Little wonder that we have had to 
fly-proof our windows. One evening when the window 
had been left open I counted over 100 flies parked ” 
for the night on a piece of string 6 ft. long. While I 
share the doubtful privilege of living with this imperial 
race I will always keep à bax of sulphaguanidine tablets 
in my small pack. „ * * ; 

The most enviable capacity in medicine, from a purely 


. selfish point of view, must be the ability to gloat over the 


successes and ignore the failures. Maybe I am too 
young, or maybe I shall never learn it, but at present the 
successes always seem to me natural and the failures 
disast?ous. One death wipes out ten contented dis- 
charges. Moreover this makes for very gloomy weekends, 


for the Angel of Death invariably walks—and it cannot 


be coincidence—when my chief is beagling and my 
immediate superior playing hockey. The patients come 
in doing something appalling and they die before I can 
obtain succour, or for that matter send for the doctor. 


. Moreover they die with some inevitability ; it is in- 


conceivable (Dr. Johnson ?) with what rapidity they 
advance towards death. If they seem to be doing ‘all 
right for a few hours, at the end of that time they sit up 
abruptly, look appalling, cast up their eyes and per 
form that horrible gasping respiration of the already 
dead. Last week it was a man who bled from his 
epiglottis and his lungs, a girl who had never been ill 
in her life and died in two hours from a hemorrhage into 
a glioma, and a man with a whacking great carcinoma 
of the bronchus. It was all quite reasonable in the PM 
room, ‘but personally I think that if they hadn’t all been 
out the girl wouldn’t have had a glioma. Oh alas; as a 
Welsh lady said to me in a train when thinking of the 
rigours of life under canvas. Now it is the weekend 
again, and already a uremia has dropped off the hooks. 


We even have an anteroom. 
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ON THE FLOOR OF THE HOUSE. 
. MEDICUS MP 


THE changes in the Government announced since the 
rising of the House will not be the subject of Parlia- 


mentary comment until the new session opens. It now- 


falls to Mr. Willink as the new Minister of Health to 
expound the white-paper on the medical services which 
is soon to be issued. It is a task which no-one will envy 


Owing to a last minute rearrangement of business the 
House was called on to debate at almost a moment’s 
notice the incidence of tuberculosis and the allowances 
available to curable cases. 
Party made an excellent statement on the general 
position and referred to his own experience of the 
disease among the Post Office service in which he once 
served. People used to look round their offices, he said, 
and almost be able to tell who was going to die next.“ 
The tuberculosis situation has improved over the last 
twenty years, but the increase in the war has brought the 
~matter up again, and criticism on all sides was vigorous. 
Mr. Clement Davies who conducted an inquiry into 
tuberculosis in Wales in 1937 told how the three worst 
affected counties were Anglesey, Carnarvon and Pem- 
broke, and denounced malnutrition, bad housing, and 


. bad conditions in schools, factories and mines, as the 


chief causes. Dr. Summerskill, talking of ‘‘ inhuman 
and ‘callous treatment,” said that the allowances were 
less than public-assistance rates, and .rejected with 
scorn the idea that for 10s. a week the services of a sick 
housewife could be replaced. 

The Ministry’s case was that these allowances for 
curable cases were an experiment,” but the general 
opinion of members was that the experiment was ill 
conceived and that to exclude chronic and incurable cases 
was an untenable position. Mr. McNeil quoted a letter 
from that most sober journal, The Scotsman, which 
said that the scheme appears as a piece of cold-blooded 
expediency designed not for the relief of mental or bodily 
sickness but purely as a measure towards alleviating the 
man-power shortage.” Mr. McNeil added that in Scot- 
land one out of every three cases applying for allowances 
had been refused. Time did not allow as full a discussion 
as the subject merited, but it was plainly the opinion of 
the majority that while allowances for curable cases were 
useful—although some thought the amounts inadequate 
et to leave the chronic and incurable cases at home or 
at work infecting others was an irrational and inhuman 
procedure. Mr. Westwood, who replied for the Govern- 
ment, pointed out the difficulties of the situation— 
shortage of beds, shortage of staff, and shortage of facili- 
ties for.early X-ray diagnosis. But if a proportion of 
beds reserved for EMS purposes were released and if a 
vigorous drive for more nurses were made the situation 
would be at leastimproved. The House is now alive to the 
menace of tuberculosis, and the new Minister of Health 
will certainly be asked to tackle it with more vigour. 


FROM THE PRESS GALLERY 
Exaggerated Claims for Foodstuffs 


IN the House of Commons on Nov. 9, Mr. W. MABANE, 
parliamentary secretary to the Ministry of Food, stated 
that a white-paper (Cmd. 6482, ld.) had been issued 
explaining the regulations made to enable the Ministry 
to protect the consumer against false and misleading 
claims regarding the quality of foodstuffs. There had 
been so far no power to prevent exaggerated claims being 
made for products which, though harmless, had low 
nutritional value and which carried labels grossly mis- 
representing the nature of the product. The Govern- 
ment were of the opinion that the consumer was entitled 
to protection against such claims. With the reduction 
in the quantity and variety of food-supplies available it 
was nec to provide this protection, especially for 

ducts intended for mothers, children and adolescents. 

e only additional power conferred by these regulations 
was included in regulation 2 which restricted the mak- 
ing in advertisements of food of claims or suggestions 
of the presence in the food of vitamins or minerals.” 
During the war, said Mr. Mabane, the Government had 


.before proceedings were taken. 


Mr. Ammon for the Labour 
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given continuous attention to nutrition. It was un- 
of manufacturers should 


fortunate that a small minority 
have been tempted to exploit the national nutritional 


‘policy. Reputable food manufacturers, no less than 


scientists and members of the medical profession, 
recognised the harm that was being done by misleading 
advertisements and it was with the object of bringing 


them to an end that the new powers had been taken. 


The enforcement of any orders issued under these powers 
would be entrusted to local authorities, but they. would 
be required to obtain the consent of the Minister of Food 


Tuberculosis and the Exchequer 


On the nfotion for the adjournment in the House of 


mmons on Nov. 10, Mr. C. G. AMMON called attention 
to the incidence of tuberculosis. He said that he could 
think of no stronger indictment of our social and economic 
system than that tuberculosis was still the chief destroyer, 
apart from the war, of human life in its prime. Yet in a 
properly ordered society it would be possible to stamp 
out this scourge, because it arose largely from lack of 
nutrition, over-fatigue, excessive drinking, poor ventila- 
tion and lack of exercise. Postwar planning for housing 
and medical services must take heed of this, and expense 


must not be allowed to stand in the way of the provision 


of facilities for early diagnosis, and more accommodation 
in sanatoriums. The Ministries of Health and Labour 
must see that the necessary staff was supplied. In 
chronic cases something could be done by care and train- 
ing in habits that would help to restrict the infection, 
but as time went on he hoped that unreasoning senti- 
mentalism would not be allowed to prevent the separa- 
tion of chronic cases from the rest of the community. 
Proper allowances should be provided’ for both recover- 
able and non-recoverable cases. It was a matter of 
concern to the whole community that the health and 
economic conditions of these patients should be preserved, 
for tuberculosis was still the greatest potential danger in 


our midst to human life. 


Mr. CLEMENT DAVIES said that even now our laws are 


in the main passed for the protection of property and not 


for the protection of persons. Sir HENRY MORRIS-JONES 


: urged concentration on housing. He thought the black- 
-out had aggravated tuberculosis. The nursing service 


in this country had as high a standard as any in the world 
in regard to ability and devotion, but the conditions of 
nurses and other hospital staffs here were not as good as 


those in many other countries such as New Zealand, 


Sweden and Norway. Dr. EDITH SUMMB®RSEILL crit- 
icised the new scheme of allowances. It was deplorable, 
she said, that so many patients should return home to 
infect their families who in turn had to be found accom- 
modation in sanatoriums. She had been surprised and 
horrified to discover that these allowances were to be 
given only to-those patients who were considered curable. 
This meant that if a patient was told that he was not to 
receive an allowance he interpreted that as a death 
sentence. Everybody knew that the allowances were 
inade 


Ammon and laid special stress on the restriction of the 
new treatment allowances to cases regarded as curable. 
This policy was held to place an unfair responsibility on, 
the medical profession and instances were given to show 
that doctors resented the duty imposed upon them. 
Mr. F. S. Cocks quoted a letter, issued by the public- 
health department of Notts, which said that the limita- 
tion in the terms of memo 266D excluded a considerable 
proportion of tuberculous persons from benefiting under 
the new allowances and ‘‘ imposed upon the officers 
concerned with its administration a duty which from a 
purely humanitarian point of view is very distasteful.” 
Mr. H. MONE complained that when questioned on 
this matter in the House, the Minister of Health had 
sought to escape by saying that he acted upon the find- 
ings of the Medical Research Council committee set up 


to inquire into the matter last autumn. But that, said 


Mr. McNeil, was not sufficient. Ifa minister intended to 
cite an authority to the House he must explain why the 
authority should be accepted. In this case examination 
of the authority would not provide an escape. This 
same report provided for the treatment and employment 
of chronic pulmonary tuberculosis cases which were now 


quate. l 
In the debate members of all parties supported Mr. | 


Scotland and England, to the extent of 100%. 
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excluded from the scheme. Orie other possible reply 
was that the primary. ) 


that was happening under this scheme. Mr. G. 
MATHERS quoted letters from two nurses who had con- 


k _ tracted the disease in the course of their nursing and were 


not considered to come within the scope of the scheme 


for remedial treatment which would enable them to get th 


back to work. „ Wee i os oe we 3 
Replying for the Government Mr. J. Westwoop said 
` that thirty mass radiography sets were to. be ‘provided, 
three of which were for Scotland. They were trying to 
develop mass radiography as fast as the limitations of 
war conditions permitted. They were also trying to face 


up to the problem of nursing and domestic staffs. He. 
believed: that if it was possible to get in our schools a: 


- well-balanced midday. meal free—and' he was working 
towards that—they would have gone a long way. towards 
improving the health of the children.’ The tuberculosis 
scheme arose from the recommendations of a committee 

on tuberculosis in war-time appointed by the Medical 
Research Council at the Government’s request in the 
autumn of 1941. The committee recommended e 


use of mass radiography and the provision of special 


-financial assistance to induce patients to accept early 
treatment. It was still the duty of the local authority to 
be responsible for the tuberculosis treatment, but when 
the medical officer decided that a case was able to respond 


'  . to the treatment the state bore 100% of the cost of the 


.allowances. So there was nothing to hinder local 
authorities providing exactly the same allowance for the 
other cases. The money could come out of the provision 
.for payments to sick persons under the health account 
authorised under’ the 1929 Act. But he could not go as 
far as to say that they would take on the dependents. 
The local authorities could also make special discretionary 
.allowances and the Exchequer reimbursed them, Pan 
e 

not claim that the new scheme was perfect, and be 


admitted that it did not apply to all. Its main purpose 


Was to rehabilitate those who could be rehabilitated.- 


f purpose of thb scheme was to 
` restrict the spread of infection. That, he agreed, would 
, Le an excellent basis; but Mr. Brown ‘could not believe 


countries which they had to garrison, and. 


There was considerable latitude, and the scheme was only 
-in an experimental stage. The Government were 
‘watching its working. with a view to making such im- 
provements as were possible within the limitations 
imposed by available hospital resources. Pressed by 
Nr. Cooks Mr. Westwood said he could not promise to 
include incurable cases. He hoped that incurable or 


chronic cases would come. within the. general security 


scheme for all diseases. It is not a crime to start in the 
Tight direction, be affirmed, and we have started. 


'.. — Starving Europe | 
Mr. R. R. STOKES in the House of Commons on 
. Nov. 10 made a strong plea for more foodstuffs to be sent 
. to Greece and that something should be done to provide 
essential medical poppies and vitamins -for nursing 

mothers and small children in Belgium.. The request, he 
pointed out, was for controlled relief. He did not want 
. to do anything that would help the enemy, but had yet 
~to learn that there had been serious abuse of relief 
supplies. There was no ground for saying, particularly in 
' the case of Belgium, that medicinal stores, dried milk and 
vitamin tablets would help the enemy, or relieve him of 
: another of his responsibilities. These countries were not 
normally self-supporting and he thought it was. not 
- generally realised that we get a considerable amount of 
supplies from such places as the Belgian Congo. Unless 
We did something, surely when the war came to an end 
the only well-fed, sleek people would be the Germans: 

allthe populations friendly. to us would be down and out 
and starving, and they would hate us and be quite unable 
-to govern Europe. There was a huge body of opinion in 
America and this country that wanted the Government 
to do something to help the children and nursing mothers 
. in Belgium, and to give a-little further relief to the starv- 
ing people of Greece, showing that we really were fighting 
for Christian principles, and that we recognised that 
these people were our Allies, and were entitled to some 
substantial consideration. Mr. HAROLD NICOLSON re- 
inforced Mr. Stokes’s plea in a moving speech and Mr. 
‘EDMUND VEY pointed to. the terrible increase of 
- tuberculosis in Belgium. He quoted from à report of the 


-this now. 


American State Department that at least two-thirds of 
the young people of Belgium were suffering from tuber- 
culosis. Mr. A. H. E. MOLSON urged that if once the 
principle were ‘established’ for some particular favoured 
part of Europe that the rigour of the British blockade was 
to be departed from, then the whole:logic and consis- 


tency of our position would have been abandoned. 
He hoped that the Government would stick firmly to 
Mr. W. J. BROWN urged the Minister not to 


be bound within the narrow limi ‘a depart 

policy which makes half Europe ashamed of us, and half 

of us ashamed of ourselves. ;, 
Mr. DIN dL E Foot, parliamentary secretary to the 


eir guns. 3 
its of a departmental 


Ministry of Economic Warfare, said no-one denied that ` 


there were great n in the occupied countries. 
It was true that in the urban districts there were short- 
ages, particularly of meat and of fats. But the im- 
pression which was so sedulously created that practically 
the whole of occupied Europe was in a condition of 
famine at this moment was misleading. As a general 
rule it did not suit the Germans to create starvation in 
from, which 
they wanted production and labour.- The weekly rations 


of the normal consumer in Belgium included 62 O2 
bread, 5 oz. meat and over 100 oz. of potatoes. There 


were higher rations for other classes of consumers, and 
children under three and nursing and expectant mothers 
received 9 pints of milk a week. It was true that there 


were shortages for children of school age and the milk . 


rations were not always available; but he claimed that 


these figures did not represent a starvation diet, and 


there was certainly no comparison between the standard 
they represented and the state of affairs whch prevailed 
in Greece when the present relief scheme was first 
. instituted there. He could not see what useful purpose 
was being served by. this constant presentation of a 
distorted picture. He did not think that anyone who 


studied the working of the Hoover relief scheme in the last 


war could doubt that it was of the greatest assistance to 
‘the Germans. If it was the German policy to impose 
malnutrition in nearly every occupied country, was it 
inconceivable that the German Government would allow 
supplies of food to pass through the blockade and reach 
those people? Although we had made an exception for 


relief to Greece no-one should believe that the enemy 


derived no advantage from the scheme. If we relaxed the 


blockade we were bound to bring some degree of benefit, 


direct or indirect, to the enemy. It must be remembered 
that. although the German food situation was a good deal 


worse than ours, it was still better than it was in 1918. If 


we let in, in substantial quantities, all relief foodstuffs to 
German- occupied Europe at-this time it would be a form 


of lend-lease to the enemy. If we made some token 


shipments to particular areas and relaxed the blockade 
where poop o were particularly necessitous or hungry we 
would be providing the enemy with a direct and powerful 
inducement to create extensive shortage over much wider 
areas. We knew that he would not hesitate to do so, and 

the Government did not propose to lay themselves open 
to this particular form of German blackmail.» .. | 


QUESTION TIMV 
.Rations of Repatriated Prisoners 


Repatriated prisoners who are being treated in military . 


hospitals and military. convalescent depots are receiving the 
full scale of military rations. . Those who have been trans- 
ferred to EMS hospitals so that they may be as near as possible 


to their homes are at present receiving the civilian scale of 


rations, There are difficulties in differentiating. between 


- civilian and service patients undergoing treatment in the same 


hospital and perhaps in the same ward, but I am looking into 
(Sir James GRIGG replying to Lieut.-Commander 
-R. L. TUFNELL.) À „ i 


Exchange of Epidemiological Information 
Replying to a question Mr. E. Brown. stated: Arrange- 


ments for the exchange of epidemiological information are in 
operation between this country, the Dominions and Colonies, 


. the United States of America, and allied and neutral.countries. 


The International Sanitary Conventions governing quarantine 
and other precautions are still bemg observed by all these 
countries, and their working has been adapted to war-time 
‘conditions and advances in preventive medicine. As regards 
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the risks of epidemics in liberated countries and in the 
immediate postwar peribd I understand that this is among the 


-matters which will receive closest attention from the United 


Nations Relief and Rehabilitation Administration. 


Bovine Tubercle 


.Mr. A. Epwarps asked the Minister whether ‘any death 
certificates were received in which the cause of death was given 
as from bovine tuberculosis.—Mr. Brown replied: Bovine 
tuberculosis can only be distinguished with certainty from 
other forms by laboratory procédure and in future medical 
practitioners certifying deaths from this disease in which such 


tests have heen carried out will be asked to indicate this fact. 
80 far as is known no such distinction has been made in any 


certification. 


Tuberculosis among Sanatorium Nurses 
Mr. F. Messer asked the Minister if any machinery had 


been erected to obtain statistics showing the. incidence of 


tuberculosis among the nursing stafis of tuberculosis sana- 
toriums separate from those in general hospitals in England 
and Wales; and, if so, whether figures would be given 
showing the death and case rate.—Mr. Brown replied: No 
such machinery has yet been established but I share the desire 


.to obtain reliable statistical information on this point. I am 
-consulting my medical advisory committee and my standing 
-advisory committee on tuberculosis as to the scope and form 
of the inquiries which ought to bé made to attain the object. 


- Salaries of Male Nurses 


Mr. Brown informed Mr. MeEssEr that he had received 
within the last few days the second report of the Nurses 


‘Salaries Committee, which deals, among other things, with the 
salaries of male nurses employed in hospitals other than mental 


hospitals and in public-assistance institutions. It would be 


published as soon as possible. i 


Export of Proprietary Medicines 


Major H. A. POOrER asked the President of the Board of 
Trade whether any further relaxation had been effected during 


the last three months with regard to restriction on the export 
-of British branded goods; and whether, in view of the un- 


fortunate consequences which result from the loss of goodwill 
for such goods in overseas markets, he would take steps to 


‘seek further facilities for export at the earliest opportunity.— 


Mr. H. JOHNSTONE replied: Since my reply on May 26 


‘arrangements have been made under which reasonable 


Tano of these goods may be exported to the Middle East 
‘through the normal channels of trade. The traders concerned 
have been told. 


Leprosy in the African Colonies 
Replying to a question Colonel O. STANLEY stated that 
apart. froni monies from native administration funds, the sum 
of £26,027 is provided in the current estimates of the African 
Colonies for direct expenditure on the treatment of leprosy 
or as subsidies to bodies engaged on that treatment. f 


Opium Smoking 
HM Government in the United Kingdom have decided to 


adopt the policy of total prohibition of opium smoking in the 


British and British protected territories in the Far East which 


Ep €, =“ Tal Wee. * 


are now in enemy occupation and, in accordance with this 
policy, the prepared opium monopolies formerly in operation 
in these territories will not ‘be re-established on their re- 
occupation. The success of the enforcement of prohibition 
will depend on the steps taken to limit and control the produc- 
tign of opium in other countries. HM Government will 
consult with the Governments of other countries concerned 
with a view to securing their effective coöperation in the 
solution of this problem. 
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Poot Barus.—In a lecture on osteo- arthritis given to the 


' Royal Institute of Public Health and Hygiene on Nov. 10, Dr. 
M. B. Ray referred to the value of the pool bath in treating this 
- condition. A hot or warm pool, he said, should find a place 


Me N\A X. NS XN ONE 


in every public bathing establishment and one should be 
available in all centres of population. Yet so far as he knew 
there was only one in London. This form of treatment was 
extensively used in the United States and replies to a question- 
naire addressed to 100 prominent institutions indicated that 
two-thirds had had therapeutic pools for on an average five 
years, — 5 


`. Letters to the Editor 


THE TEACHING OF MEDICINE 


Sir,—There is a danger that the reports published by 
the Royal College of Physicians upon social and preven- 
tive medicine and upon undergraduate edycation in 
psychiatry may tempt some to try to put a, quart into 
a pint pot, and to organise still further what little 
remains of the students’ free time. Lord Moran’s recent 
letter to the Times does not, perhaps, entirely remove this 
risk. Although it may be true that the student need 
not necessarily burden himself with further new facts 
it is clearly the intention to provide him with new 
‘courses. The leit-motif of both sets of recommendations 
is, there should be a course . .”—another course. 
Now, no-one will deny that more emphasis needs to be 
put upon the clinical teaching of these subjects, but is it 
wise to suggest additional new courses without re-casting | 
the curriculum as a whole? The limiting factor in 
undergraduate medical education is surely time as well as 
the amount which a student has to remember. More- 
over, even now the medical man is one of the hardest 
worked and one of the least generally educated of 
students. Thinking can only be practised during leisure 
and with the help of informal discussion. It seems, there- 
fore, that any way out of this modern. doctor’s dilemma 
should be through the consideration of the following: 


1. A review of the present curriculum, with ruthless pruning 
of the dead wood. i | 
2. An increase in the efficiency of teaching methods. 


The Services have something to teach us in regard to 
the second of these points, for they are faced with the 
same basic problem—i.e., teaching a man a complicated 
job in a limited time. May I therefore, Sir, suggest 
that there should be a course for teachers of medicine 
in which they should | 


1. Study the methods of instruction used by the Service 
training organisations with especial reference to syn- 
thetic training. | 

2. Consider the making and use of instructional films by the 
medical units of the future as a. definite branch of 
research. : | 

3. Study the gentle art of putting it across as demon- 
strated by the various types of advertising and pro- 
paganda, l 


We are a professionally proud body, and probably rightly 
80; but it may be that in this matter the children of this 
world are wiser than the children of light, and that 
something can be learned from the other man. 


R. C. BROWNE. 


THE TONSILS AND ANTIBODIES 


- Sm,—The authority of your columns must be welcome 
to those who believe that too many tonsils are still taken 
out. But certain terms need amendment to secure 
proper action. Enlarged ” and obviously,“ with 
chronic . tonsillitis,” should be expunged from our 
terminology. , 

Enlarged ” infers comparison with a normal. No-one 
ever has described the size of a normal tonsil, and no-one 
ever will. To do so he must take into account the size 
of the subject, his age, the shape of the pharynx, the 
‘amount of lymphoid tissue there and in the body gener- 
ally, the hygiene and ventilation of the home, personal 
and domestic cleanliness, room space, accommodation, 


nutrition and clothing, as well as exposure to droplet _ 


infection and tendency to infection. The attempt would 
be an impossibility. The term used to be applied to 
those vast masses that once obstructed respiration and 
that have passed away.. Then, in what other part of the 


‘body does anyone remove an organ on the diagnosis of 
“ diseased without trying to define the pathological 


condition ? ‘‘ Obvious is a danger to the clinician ; it 
makes him feel that there is within him somè God-given 
power of divination, instead of reminding him that he 
must settle down to consider every factor. : 

The problem is to assess the reactions of a single mass 
of lymphoid tissue to the hygiene of the subject having 
regard to the other masses of lymphoid tissue near the 
site and in the rest of the system. It resolves itself in 
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any. given case into trying to decide whether the organ- 
isms within the tonsil are neutral to the host or whether 
they are living in the crypts in a state of true or false 

‘symbiosis; for it is only in the last case that tonsillectomy 
s effective. Pretonsillectomy throat cultures merely 
pick up organisms which are on their way to be destroyed 


in the tonsil while being conveyed there by the ciliary - 


action of the nose. 


~ |, To say that unnecessary tonsillectoniy is „% common ` 
particularly among well-to-do families suggests that 


medical men allow their judgment to be swayed either 
by the wish of the layman or by the. desire for gain. 
Attempts are certainly made by parents to urge a doctor 


to advise this operation; and in border-line cases—and . 
there are many—weight should be given to this wish. 
In a case where the balance of evidence is against opera- 


tion the advice to wait six months will usually be taken. 
Sometimes they go to someone else, be\they rich ‘or be 
they poor. That the financial factor is not the cause is 

- shown by the fact that the greatest excess is among those 
Children who are dealt with under the Children Acts of 


1906 and 1918. 
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y Guy’s Hospital, 8.E.1. T. : B. : LAYTON. l 
| - . -‘GLAVIQULAR SHEAR 


| © 8mr,—To those who studied applied anatomy year 
ago it is interesting to see the mechanism. of “ clavicular 
shear coming into its own again. The effect of this 
mechanism on the subclavian vessels, convincingly 
demonstrated in your issue of Oct. 30 by Major M. A. 
Falconer and Captain G. Weddell will recall to some of 
us its agency in producing Duchenne and Erb’s paralysis 
of the: brachial plexus and also the varieties known as 


anzsthetic paralysis, climber’s paralysis, as well as 


several others. The active muscular agent which pro- 
duces the shearing effect is not the scalenus anterior 
but the clavicular portion of the trapezius, the function 
of this being to carry the outer portion of the clavicle 
directly backwards across the first rib and so maintain 
‘apposition of the scapula to the thoracic wall when the 


‘arm is abducted. The shearing stress is exerted between 


the clavicle and the first rib. The forward curve of the 
inner part of the clavicle is a safeguard in this movement. 
The muscular mechanism of the shoulder is, usually, not 
sufficient to produce a harmful shear, but force must be 
‘applied to the abducted, and usually raised arm. Hence 
the ‘birth lesion in the infant occurs when the arm ‘is 
‘extended above the head, the climber’s paralysis when 
‘the weight of the body hangs on the arm in hand-over- 
hand climbing, and the nursemaid-induced paralysis 
‘when a child is 
removal from a perambulator.or in crossing a road. 
Hanley House, N. w. i. CHARL HG R. Box. 


RISING HÆMOGLOBIN IN EIRE 

SR, — The hemoglobin content of the blood of patients 
of. this hospital has seemed to show a definite increase 
during the past year or more. The only explanation 
‘which has occurred to me is that the government of Hire 
has made these of 100% extraction wheaten flour com- 
pulsory in all bread manufactured. I understand that 
another large hospital in this city has noticed a similar 
rise in the hæmoglobin level of its patients. I must 
leave it to others more. qualified than myself to work 
out. how far this bears on the work of McCance and his 
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| FEEDING WITH AMINO-ACIDS 


article will not create a 


grasped and suspended by the wrist in 


t 
4 x 


l collaborators on phytic acid and iron absorption, reported 
in the Lancet of July 31. The value of the extra vitamin 


B in our 100% extraction flour has also been noticed, 
so that I think the whole subject of the scientifically 


best percentage of extraction of wheaten flour requires 
F. HARVEY. - 


very expert handling 
Koval City of Dublin Hospital. 


ete 3 ; 85 Mot 
atas! FEEDING ‘WITH | AMINO-AGIDS — 

Sm, May I comment on your leader of June 12? 
I think the term animo-acids is one which should 
be avoided, and -“‘ casein hydrolysate; which is more 
accurate and more informative, should. be used instead. 
Very few investigators have used amino-acids clinically, 
and the preparations which are used for therapeutic 
purposes contain only about 60% of their nitrogen in 
amino form. The other products of protein disin- 
tegration and the residues of the pancreas which fur- 


nished the- enzymes are also present. In any event, 


% amino-acid hydrolysates is incorrect. 8 
It is stated: Ib is hard to see why a solution of 
mixed amino-acids prepared from casein should be 
better for a man than a good glass of milk. It is 
to see, therefore, why they should' ever be given by 
mouth.” I consider this a very .careless statement. 
Milk contains other factors than protein. Our pub- 
lished work has ‘shown that infants with acute gastro- 
intestinal disturbances tolerate casein hydrolysate and 
carbohydrate mixtures better than milk. In addition, 
infants allergic to milk can take casein hydrolysate 
orally to good advantage. Further, it should be obvious 
that in cases in which the enzymes for the splitting of 
protein are lacking it might be both good physiology 
and good therapeutics to feed a preparation which was 
not beyond the digestive capacity of the patient. 
At the end of the second paragraph it is indicated 
that.some of the work has been poorly done with inade- 


_. quate controls, and it is implied that. the conclusions 
reached may have been arrived at because of. prejudiced 


financial interest. I, think it unfair thus to make a 
general condemnation either of the quality of the work 
or of the scientific honesty of the investigators cited. 


Such words as “ skilful advertising and fashionable 
‘cast a slur on the scientific validity of this work and 
imply that it is a matter merely of conimercial exploita- 


tion. I am entirely sympathetic to this attitude with 


‘regard to commercial advertising, especially to many 


vitamin preparations.. However, I think one should 
differentiate sharply between scientific papers and: the 
commercial developments following them. eer 
I have the conviction that the lives of many British 
and American soldiers may be saved by the adminis- 
tration of casein hydrolysate, and I hope that your 
prejudice against its use in 
Great Britain. ae . Se * es 
_ Harvard of Pediatrics, Losen. ALFRED T. SHOHL. 


THE GOVERNMENT AND THE PROFESSION 


Sm, We wish to add our names to those of. the 238 
members of the BMA and of the group of Sheffield 


doctors who wrote in your issue of Oct. 30 deploring the 


action of thé BMA in advocating an extension of the 


‘panel’ system in place of a comprehensive national 


service. We agree that the Government will find no 
difficulty in obtaining the necessary support in the pro- 


“fession for a really progréssive plan based on a salaried 


service organised by grouped local health authorities, 


and consider that this is the only satisfactory method 


of implementing this essential part of a social security 


act. , ; 
o O. O. CON NOOHTE (Fort Wiliam). 

A. M. FRASER (Inverness). 
G. A. JAMIESON (Inverness) 
A. Lamont (Uig, Skye). 
D. G. Leys (Inverness). l 
A. McpoNarD (Carbost,: Skye). 
I. H.-Maorver (Fort William). 
J. T. Mackenzm (Hdinbarie, Skye). 
M. MacrhaxN (Duirurish, Skye). ' 
E. M. Rose (Inverness). 
ATLICIA SYMONDSON (Inverness). 
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THERAPEUTIC USES OF THORIUM X 


SIR — In his interesting article in your issue of 
Sept. 18 Mr. Corsi demonstrates the therapeutic value 
of thorium X im dermatology. In an investigation 
with various collaborators beginning in 1909 regarding 
the physical, chemical and biological effects of thorium 
X, we found it a most suitable material for investigation 
of radio-activity in general. What we found was valid 
not only for thorium X but for all radio-active sub- 
stances and sources (radium, thorium and its derivatives, 
X rays, &.). As the application of thorium X involves 
certain dangers it is essential to be fully informed about 
the effects and properties of such an intricate material. 
May I therefore complete Mr. Corsi’s references, which 
only go back as far as 1923, by referring to our researches 
published in the Zeitschrift fur Experimentelle Pathologie 
und Therapie in 1912. 

North Row, W.1. J. PLESCH. 


MOULD AS A HOME REMEDY 


SR, —I have received the following note from Mr. 
H. L. Watkinson, headmaster of Mexborough Grammar 
School, Yorkshire. 


6 
During my undergraduate days at Cambridge, within the 
period 1911-13, I called 'at the Botany Laboratory to do a 
little extra work. We were studying fungi and the activities 
of the class were centred at that time on Penicillium glaucum. 
It was the custom in the class to be provided with a growth 
of the fungus which had been previously grown on old pieces 
Only a portion of the growth was used and 
on the occasion of my calling the old laboratory attendant 
was collecting the stuff left on the students’ benches. I was 
somewhat curious and asked why he was so carefully scraping 
off the fungus into a jar. He told me that he used it for a 
salve which had been used in his family for a very long time. 
It was used for what he called gatherings. -I presume by this 
he meant septic wounds.“ 

Perhaps we have not yet made a serious enough 
attempt to investigate such home remedies. 

Wakefield. B. R. TOWNEND. 


— — — — — ee 
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.. . We take rigorous action over plague; we should 
take equally rigorous action over phthisis, because every 
positive-sputum case is a direct threat to every adult, and 
especially to every child, with whom he comes into contact. 
Farther, direct loss.to national economy through this disease 
is incalculable. Every sufferer whose illness renders him 
unfit for work not only ceases to contribute to the general 
economy, but also must be maintained by it, so that before 
his return to work or his death from the disease he costs any- 
thing from £200 to £1000, most of which outlay unfortunately 
is of no avail in the vast majority of those cases diagnosed by 
the only methods open to us up to now. Moreover, pulmonary 
tuberculosis claims half the total deaths from natural causes 


between the ages of 15 and 24, which age-groupis of paramount . 


importance to our national economy. 

Only those who do not understand the factors underlying 
our past failures blame the general practitioner and the 
tuberculosis services. No-one can examine the non-existent 
patient. For diagnosis, doctor and patient must meet. 
Up to now in civil practice the doctor has had to wait until 
the patient comes to him, driven by symptoms. 

Wo have in mass radiography a method to hand of sifting 
from the normal those 1 % of examinees who will show evidence 
of a pulmonary lesion. 
of limited extent, as against the 15% among those diagnosed 
after the appearance of symptoms. Only some 10%, as against 
40%, will be in the advanced stage of the disease. Looked 
at from the most sordid aspect of pounds, shillings and pence, 
there is no doubt whatever that we can more than offset the 
original cost of a new chest radiography unit by the first ten 
patients on whom we can make a definite diagnosis.” — 
Wing-Commander R. R. TRAIL addressing the Royal Institute 
of Public Health and Hygiene on Oct. 20. 3 


ASSOCIATION OF INDUSTRIAL MEDICAL OPFIOERS. — On 
Oct. 16 the following office-bearers were appointed : 
chairman, Dr. J. C. Bridge; secretary, Dr. William Blood; 
treasurer, Dr. S. A. Underwood ; members of the executive 
committee, Dr. Alice Swanston, Dr. Donald Stewart, Dr. 
W. E. Chiesman, Dr. R. S. F. Schilling and Dr. D. C. Norris. 


Some 50% of these will have disease 


Obituary 


KENNETH CHRISTIE EDEN 
* MS LON D, FRO SF?! MAJOR RAMO 5 

By the death of Kenneth Eden from poliomyelitis 
the Army loses an outstanding war surgeon. A pupil 
of Wilfred Trotter, he was known to be industrious and 
able. But his recent success in command of a neuro- 
surgical unit went far beyond expectation. Indeed, his 
work in the Mareth-Tunis campaign set a new standard 
for the treatment of head wounds of war. 

From University College Eden went to University 
College Hospital in 1932, and he qualified two years 
later. After holding house appointments he went 
abroad with a travelling scholarship. On his return to 
UOH he was Harker Smith registrar, working on cancer 
and radium, and then assistant in the surgical unit; he 
also held the John Marshall fellowship in surgical patho- 
logy. At the outbreak of war he joined an EMS neuro- 
surgical unit, but in 1941 he was back at UCH as 
surgical registrar. During these few years he wrote 
useful papers on cervical rib, fibro-osseous tumours of 
the skull, and dumb-bell tumours of the spine (a Hun- 
terian lecture), and with W. R. Trotter he described 
observations in the thyroid clinic at UCH. Though he 
early showed a leaning towards neurosurgery, he, was 
interested in many other topics. His ability was above 
the average, but he won the esteem of his seniors (one 
of them tells us) not so much for brilliance as for sheer 
hard work and devotion to his job. To those who did 
not know him well these qualities were not apparent, 
for there was no bustle about him and he often had an 
air of charming indolence. He had many friends. 

H. C. writes: Eden’s unit went with the Highth 
Army from El Alamein to Tunis. Earlier experiences 
had suggested that in this war battle casualties could not 
be segregated in the forward area, and it was therefore 
held that neurosurgical units should work. further back, 
at general hospitals on the lines of communication or 
at the base.. In the battles of Tripolitania air evacua- 
tion proved slow and uncertain, and so Eden decided 
to split his unit into a mobile operating team to be 
stationed at the most forward operating centre, and an 
advance base team which remained in Tripoli. He 
secured a derelict Italian motor-coach and had it fitted 
out as a mobile operating-theatre, and he himself 
worked in this for the rest of the campaign, usually 
With the most forward casualty-clearing station.. By 
this means he was able to excise and close the majority 
of the head wounds of the Bighth Army within, 24 hours, 
and to obtain over 90% of primary healing, a great 
improvement on anything previously seen in this war, 
for on all fronts up to date the incidence of abscess 
after brain wounds has been high. The conditions from 
Mareth to ‘Tunis were, to be sure, unusually favourable 
for segregation in the forward area, but Eden could 
have made nothing of the opportunity unless he bad 
fully equipped and prepared bimself for it. Those who 


worked with him in battles say that his capacity for 


operating continuously without sleep was exceptional. 
Beneath his quiet, rather languid manner there was 
great fire, and he proved himself a fine leader both as a 
unit commander and a surgeon. i 
Major Eden’s observations in the final North African 
campaign «ill shortly be published in these columns. 


ALEXANDER PIRIE WATSQN 
OBE, H M EDIN, FROS B 


Mr. Pirie Watson, surgeon to the Edinburgh Royal ` 
Infirmary and consulting surgeon to the Leith Hospital, 
died at his home on Oct. 22 after an illness of several 
months. i 

. Soon after graduating in medicine in 1908 at the 
University of Edinburgh Pirie Watson became assistant 
to Alexis Thomson, who then held the chair of syste- 
matic surgery. He thus learned the art of surgery from 
a master of its technique and its science. On the sug- 
gestion of his tutor J. W. Dowden, Pirie Watson began 
an intensive study of fractures and for his OhM thesis 
on this subject he was in 1911 awarded the Syme surgical 
fellowship and the Chiene medal. In the same year he 
became a fellow of the Royal College of Surgeons of 


7 


at the Astley’ Ainslie Institution. 


eminent a position in science. 8 
George. Watson’s. College and at Edinburgh University, 


i 
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Edinburgh, and only a few days before his death he was 


re- elected to their council. Pirie Watson had been a 
.. schoolmaster before he became a surgeon; he remained 


a stimulating teacher, and both he and his students 
enjoyed his lectures on clinical surgery at the university 
and on systematic and operative surgery at Surgeons 
Hall. He was appointed to the staff of the infirmary in 
1919 and in the demanding and difficult, task of hospital 


service he found a deep satisfaction. Since the outbreak 


of war Pirie Watson had also acted as an EMS surgeon 
In thè previous war 
he saw active service in Gallipoli, on the Suez Canal and 


in the Syrian campaign. For his work in these years he 


was mentioned- twice in dispatches and awarded the OBE. 
Always an enthusiastic territorial, from 1933 to 1937 he 
held the appointment of ADMS to the 52nd (Lowland) 
Division with the rank of colonel. aaa 

J. F. writes: Pirie Watson’s apprenticeship in the 
teaching profession was sound, for it gave.him a mental 
culture and sense of judgment which later characterised 
all he said or did. Sometimes it seemed as though his 
early training led to an attitude of undue deliberation, 
but this was also evidence of what was with him an 


instinct—thę. anxiety to act honestly and correctly. 


An offshoot of his military interests was his love of 
bagpipe music and Highland dancing. He was a good 
piper, an‘! he stimulated others to follow his example. 
To see afid'to hear the pipe-band of the Second Scottish 
Hospital on parade was to appreciate the measure of 
his success. It was in the Highland reel, however, -that 
one saw. him at his best. It was his favourite dance, 


and to hear bis inimitable ‘ Hooch!’. was to realise 


something of the joy and thrill which it gave him. He 
was a good fellow, and now that he has gone from among 
us we cherish happy memories of his steadfastness and 


_ loyalty, his quiet humour and his gift of friendship.“ 


| JOHN HOWARD HORNE 

Fie, Nines MBEDIN; MAJOR IMS RETD. 3 
_. .ON the death of Major Horne on Oct. 31 one of his 

friends writes: That heroism may be shown as clearly 


gs 
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in the sickroom as on the battlefield was obvious to all 


the friends of Jack Horne —Jacko, to. his intimates— 


who has died after more than twenty years of suffering 
and invalidism. Born in 1884, the son.of.John Horne, 


. FRS, the most prominent Scottish geologist of his time, 


Jack appeared to inherit that nobility of mind and 
tenacity of purpose which had led his father to so 
j He was educated at 


and. on graduating in 1907 he was awarded the McCosh 


travelling scholarship, under the terms of which he 
S studied. for, a year in Hamburg, Berlin, and Paris, 
| engaging in bacteriological research with characteristic 


zest. On returning he entered the Indian Medical 
Service, then the blue ribbon. of public medical services, 
taking a high place and. specialising in bacteriology. 
He did excellent work in India, where he was highly 


" respected by Indian and European alike. Within ten 
years of commencing his life-work, however, he began . 


to show symptoms of rheumatoid arthritis which, 


despite treatment, grew. steadily worse and which 


ultimately. caused his death. Of his desperate struggle 
against heavy odds for over twenty years, his complete 
helplessness during most of that. time, and his blindness 
during- the last two years, he would not wish one to 
speak. He himself never referred to his illness, though 
the trial would have broken most men. However frail' 
his body might. be, his brain was alert to the last. His 


keen interest in Nature; in the birds and flowers of 


N 


Strathpeffer, where he had made his home; in the effects 


of light and shade on the hills which intrigued him as 


long as his sight remained; in books, especially history 
and biography, which his devoted nurse read to him 


daily; in the careers of his colleagues which he followed 


with interest; in the rapid advances of bacteriology ` 


and allied sciences—these were only a few of thé multiple 
activities of this brave man, who was determined to 
continue the fight at all costs. 
passing, conversing cheerfully with me, he recalled a 

y many years before, when we had roamed the Gallo- 
way hills together in the tracks of Orockett’s Raiders, 
and he insisted on co ing the exact wording of the 
description of Sloth in The Pilgrim's: Progress, which 


month before his 


Fear the MD Toronto. . 6 
services to the Grenfell Mission in Labrador which had 
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he jokingly applied to himself. The talk turned to his 
friend Colonel George Macpherson, IMS, who had just 
died at Montreux, and Jack described him as a man 


of wide interest: and a true friend too; unsparing of 


himself and eager to help others.“ What more fitting 
epitaph could be applied to Jack Horne than those 
words of his own, for his influence during his long illness 
extended far beyond the invalid chair from which he 
looked out, with sightless eyes, yet with clear inward 
vision. = sens „ eae Oe OG: 
WILLIAM 
. ID TORONTO, F ROSE p 
- News has been received from the Swiss representative 
at Shanghai of the death of Dr. W. H. G. Aspland, 


‘physician to the British Embassy at Pekin; on June 13 


after a seizure. Dr. Aspland was born at Toronto in 
1868, took the English conjoint in 1896 and the following 


He. immediately offered his 


lately started a small hospital on Battle Harbour Island 
under the direction of Miss Ada Carwardine, a London 
Hospital nurse who had been recommended for the: task 
by Sir Frederick Treves. The work of the hospital had 
grown so rapidly that the mission decided to send. a. 
doctor as well, and Aspland was chosen for the job. 
With Miss Carwardine, who later became his wife, he 
continued the work on the island and on the mainland 
for several. years, with rare visits to England. Soon 


after the beginning of the century Dr. and Mrs. Aspland 


joined the Church of England Mission at Pekin where 
Dr. Aspland founded a hospital which he ran with Chinese’ - 
- assistants. - He himself soon spoke the langage so 
‘fluently that he was appointed a lecturer at the 


Rockefeller Institute and also had an interesting prac- 


tice. among high-class Chinese. He held the chair of 


obstetrics and gynecology at Pekin University Union 
Medical College. When the epidemic of pneumonic 
plague broke out both the Asplands volunteered,” but 
the authorities would not accept women, so Dr. Aspland 
set out to. Manchuria alone where he served. under a 
Chinese doctor. TORE 
When war broke out in 1914 Dr. and Mrs. Aspland 
were in this country on leave. As medical officer and 
matron they at once took charge of a.hospital for the 
French Red Cross. i 
were taken prisoners by the Austrians, brought to Vienna 
and eventually repatriated. . But a few weeks. of idleness 


were more ‘than enough for Dr. Aspland and he soon. 


joined the Anglo-Russian Hospital, then under the 
direction of. Mr. Douglas Harmer. Aspland was first 
posted to the headquarters at Petrograd. - Later with the 


field ambulance attached to the, Imperial.Guards he 


advanced with the Russian Army through the Pripet 
marshes. The next winter he returned .to Petrograd 
where he remained until 1917 when he went to.work 
fór the Save the Children Fund in Armenia. After the 
war Dr. and Mrs. Aspland returned to Pekin where 


Dr. Aspland set up in private 5 among the Chinese 
e Japanese occupation 
Pekin is said to have remained quiet, and the pe | 


and Europeans.. During t 
lands 
seem to have been well treated. When Japan came into 
the war they were interned in their own house in the 
Embassy compound. and, though food was. scarce. and 
dear, they were fairly comfortable. .The message. from 
e Swiss representative reports that Mrs. Aspland- is 
well. ve ; . 


ANOTHER REFRESHER COURSE IN TUBEROUTLOSIS.— The 
Joint Tuberculosis Council and. the National Association 
for the Prevention of. Tuberculosis in collaboration with 


the London Medical and Panel Committee and: the London’ 


Public Medical Service have organised a course in tuber- 
culosis for general practitioners to be held on the afternoon 
of Thursday, Dec. 16, and all day Sunday, Dec. 19, at 11, 
Chandos Street, London, W.1. The following are to be the 
lecturers: Dr. Joseph Smart, modern methods of diagnosis; 
Dr. James Maxwell, home management; Mr. T. Holmes 
Sellors, collapse therapy; Dr. Peter Kerley, diagnosis ‘by 
X rays; Dr. C. H. C. Toussaint, facilities offered ‘by local 
authorities for prevention, diagnosis and treatment ; Dr. 
W. P. H. Sheldon, tuberculosis: in children; Dr: Andrew 
Morland, the peculiarities. of tuberculosis. «Further informa- 
tion from Dr: Harley Williams, Tavistock House North, W. C. I. 
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ROLL OF CONSULTANTS 


Tar Royal College of Physicians of London and the Royal 
College of Surgeons of England have established a Central 
Medical Academic Council to survey consultant and specialist 
services in England and Wales and to. compile a list of con- 
sultants. The colleges suggest that area committees shall be 
set up to nominate to the council practitioners for inclusion on 
the list. The colleges hope that a university which includes a 
medical school will form the centre of each area; the vice- 
chancellors of the various universities have already consented 
to act as chairmen of the committees, At a meeting of the 
congregation of the University of Oxford on Nov. 9 it was 
agreed that the board of the faculty of medicine should 
nominate as members of the area committee for Berks; Bucks 
and Oxon two consulting physicians, two consulting surgeons 
and one consulting gynscologist who are practising in the 
area. The regius professor of medicine will be an ex-officio 
member of the committee. 


ANNUAL PANEL CONFERENCE 

THE agenda of the conference on Oct. 28 was a full one and 
it needed Dr. J. A. Brown’s skilful chairmanship to get the 
business through in the day. Next year two days are to be 
taken. The offer on Oct. 21 by the Minister of Health and 
the Scottish Secretary of a war-time bonus to insurance 
practitioners earning less than £850 a year was held (with 
one dissentient) to be most unsatisfactory and the IAC 
was instructed to claim an increased capitation fee for all 
practitioners to cover their increased work and cost of living. 
The conference next expressed its sympathy with the con- 
ception of a comprehensive medical service but urged the 
Government not to introduce it until there were enough 
doctors to run it efficiently. Should NHI be extended %o 
include dependants the conference insisted that the rôle, of 
the approved societies should be limited to that of collecting 
and distributing agents. The conference reaffirmed its 
faith in the family doctor as the pivot of any future medical 
scheme; all. would be well if he was provided with proper 
hospitals in, which to examine and treat his patients himself 
or to keep in touch with the appropriate specialist. The 
Minister of Health was urged to take action on the Industriel 
Health Research Board’s report on excessive hours in war- 
time industry. Finally the conference welcomed the Minister's 


concession, made the previous day, to pay a fee of 16s. 6d. 


for every man discharged from -the Services on medical 
grounds. Dr. Brown was unanimously re-elected chairman. 


HEALTH WORKERS COUNCIL ON NHI EXTENSION 

AT a recent meeting this council of 18 affiliated organisa- 
tions laid down certain general principles as a guide to the 
discussions on the Government’s proposals. A modern 
health service, it was agreed, should be based on group practice, 
organised through health centres, should make all types of 


specialist advice readily available, should provide an adequate 


hospital service and should be available for the whole popula- 
tion, so that there is a single standard of medical care for all. 
The service must be preventive as well as curative, should 

rovide for rehabilitation, and should be able to assess and take 
into account all social factors affecting health. No extension 
of NHI, it is said, can give us such a service, but would rather 
perpetuate the anomalies and anachronisms of the system, 
particularly the administration of social security funds by 
Approved Societies, practice from ill-equipped and ill-adapted 

remises, competition for patients, and in particular the 
isolation of the doctor from his fellows and from all other 
health workers. It would be impossible to organise the 
medical profession and its allies as a team, and extension of 
NHI would do nothing to inculcate the team spirit, which is 
essential to modern medicine. 


SPECIALISED TRAINING FOR NURSES 

AT a meeting on Oct. 21 the council of the Royal College 
of Nursing considered the need for further post-certificate 
courses for nurses, both in and outside London, and in 
Scotland. The Rushcliffe Committee has emphasised the 
importance of standardising the qualifications of sister-tutors, 
many of whom hold their position without any special training 
for it. In Scotland, indeed, there are only 12 qualified 
sister-tutors out of some 60 holding appointments. The 
development of a comprehensive health service will call for 


+ nurses with specialised training in many branches of their 
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profession, and after the war relief abroad will absorb the 
services of large numbers of nurses. New training courses 
to be offered at the College have already made it necessary 
to take over additional premises in the building. A minimum 
6-weeks course is being held for industrial nurses, under the 
Ministry of Labour scheme of grants; and a new 18-months . 
course is being offered to nurse dietitians. Under some 
Government schemes nurses taking this dietetic course receive 
free tuition coupled with maintenance up to £300. Public 
bodies, such as the Nuffield Trust, and private firms and 
benefactors are helping to meet costs of special training. 
Under the terms of the Halford bequest the council was able 
to award twenty £50 bursaries to promising student nurses 
for post-certificate study in occupational therapy, industrial 
nursing, dietetics, midwifery, tuberculosis nursing and after- 
care, district nursing, nurse teachers courses, postwar relief. 

The College is also arranging a conference of private nurses 
with a view to ascertaining the present demand for their 
services throughout the country. This may prove a first 
step in codrdinating a branch of the profession hitherto very 
loosely organised. a ee 

i l 
WHERE CHRISTMAS LOOKS IT 

In Labrador sledges, husky dogs, fir trees laden with snow, 
skates, snow shoes, and Eskimo hoods are not merely to be 
found on cards round about Christmas time—they are there 
for all to see, and no doubt to enjoy (if you like that kind of 
thing). Those of us who prefer them in a picture can help the 
children of Labrador by buying, through the Grenfell Associa- 
tion, cards and calendars which will please our friends by their 
vitality. In some, dog teams are waiting harnessed to the 
sledge, in others polar bears and penguins make their staid 
appeal, and in a gay one a number of arctic animals, overcome 
by the Christmas spirit, dance beneath the Northern Lights. 
Life in Labrador is hard, and people are poor there. Those 
who wish to help the families of Labrador and Newfoundland 
men now serving with our Forces can do it agreeably by 
purchasing cards (1s. 6d. and 1s. 9d. a box of six) or calendars 
(3d. each) from Miss Spalding, Grenfell Association, 66, Victoria 
Street, London, S.W.1. ö 


CLINICAL SOCIETY OF LONDON 

In a presidential address to the clinical section of the Royal 
Society of Medicine on Oct. 8, Dr. J. D. Rolleston said that the 
formation in 1868 of the Clinical Society of London, parent 
of the section, was mainly due to Dr. Headlam Greenhow and 
Dr. (afterwards Sir) John Burdon Sanderson. The most - 
interesting event connected with the Clinical Society was the 
first medical description in this country of X rays which was 
made before it nearly 50 years ago; at a special meeting on 
March 30, 1896, nearly 400 members attended to hear Pro- 
fessor Silvanus Thompson talk on the new discovery. A 
remarkable custom in the society’s practice was the frequent 
establishment of special committees to describe various 
subjects or individual cases; the most important of these 
committees were those on myxcœdema, the periods of incuba- 
tion and contagiousness of certain infectious diseases and the 
antitoxin of diphtheria soon after its introduction into this 
country. At the time of its amalgamation with 16 other 
societies in 1907 the Clinical Society had 572 ordinary and 17 
honorary members. ö 


Royal College of Surgeons of England 


At a meeting of the council held on Nov. 11, with Sir Alfred 
Webb-Johnson, the president, in the chair, the Gilbert Blane 
medal was presented by Admiral Sir Sheldon Dudley to 
Surgeon Commander D. P. Gurd, RN. l 

The following were re-elected members of the court of 
examiners: Mr. V. Zachary Cope, Mr. C. E. Shattock, Mr. 
E. W. Riches, Mr. W. H. C. Romanis. Mr. J. Leigh Collis 
was elected a Hunterian professor for 1944. 

Diplomas of membership were granted to the candidates 
named in the report of the comitia of the Royal College of 
Physicians in the Lancet of Nov. 6, p. 591, and to Dorothy 
Willoughby and D. E. R. Kelsey. Diplomas in public health 
were also granted jointly with the Royal College of Physicians 
to Phyllis M. Button, Kathleen Fost, Margaret E. Meyrick, ` 
H. A. Nathan, and Lucy M. Sutcliffe. 


Royal College of Obstetricians and Gynecologists 
Regulation 3, relating to practitioners who have not ful- 
filled the requirements of regulation 2 for the DRCOG in 
respect of resident appointments, will be suspended. after 
March 1, 1944, for the duration of the present emergency. 


` 
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Society of Apothecaries of London 
Sir Stanley Woodwark, the master, presided at a court of 
the society on Oct. 26, when Dr. H. S. Morley took his seat 
on the court of assistants. Dr. J. P. Hedley was reappointed 
representative on the General Medical Council. 

J. L. Hopkins was promoted to the livery, and the following 
were elected to the freedom of the society: R. C. Evans; 
A. J. M. Reese, licentiate ; J. L. Hamilton, licentiate ; T. C. 
Bradshaw; and A. H. Torrance. .- oe 

The diploma of the society was granted to G. R. S. Jackson, 
J. M. Macdonald, J. C. F. Poole, A. M. Rajah, N. Sachse, 
J. H. S. Scarlett, M. N. Tata, R. N. Theakston, W. M. Thomas 


and J. K. Wilson. 3 


Royal Faculty of Physicians and Surgeons of Glasgow | 

At a recent meeting of the faculty the following were elected 
office-bearers for the ensuing year: president, Mr. James 
MacDonald; visitor, Mr. William Sewell; treasurer, Mr. 
William Richard; librarian, Dr. W. R. Snodgrass; repre- 
sentative on the General Medical Council, Mr. Andrew Allison; 
other councillors, Mr. J. Scouler Buchanan, Dr. Geoffrey 
Fleming, Dr. John Gardner, Dr. Stanley Graham, Dr. Donald 


Melntyre, Dr. Noah Morris, Mr. G. T. Mowat, Dr. J. Forbes 


Webster, and Mr. Roy Young. : 


Course for the DPM 

The usual course of lectures and practical instruction for 
the diploma in psychological medicine will be held in January, 
1944, at the Maudsley Hospital, Denmark Hill, London, 
S.E.5, if a sufficient number enrol before Nov. 30. Clinical 
instruction in psychiatry. and neurology will be arranged if 
required. Further information from Dr. W. W. Kay, acting 
director of the Maudsley Hospital medical school, at West 
Park Hospital, Epsom, Surrey. 


London MB, BS Examination 

Supplement (3) to the official blue-book (whose issue is 
in abeyance) confirms the holding of an additional MB, BS 
exam in February (entries by Dec. 17). Among recognised 
institutions the words (for first three years only)” have 
been deleted after Oxford: the University Medical School 
with the Radoliffe Infirmary.” In the list of LCC mental 
hospitals at which the course on mental diseases may be 


‘taken, The Manor, Epsom, has been deleted, St. Ebba’s and 


West Park, Epsom, added. 


Royal Society of Medicine 


At 4.30 Pm on Monday, Nov. 22, Major Roger McMahon, 
oaDoO, is to read a paper to the section of odontology on 
exodontia technique. On Nov. 23, at 4.30 pm, at the section 
of medicine, Lord Horder will introduce a discussion on the 
state of nutrition in enemy-occupied Europe. The openers 
are to be Colonel W. E. Vignal and Dr. A. P. Cawadias. Prof. 
James Young and Dr. Izod Bennott will also speak. On 


Nov. 25, at 5 pm, the urology section will hold a clinico- | 


pathological meeting. On Nov. 26. at 3 P, at the section of 
epidemiology and state medicine, Dr. A. A. Lisney and Major 


E. T. C. Spooner wil] open a discussion on epidemic hepatitis: 


recent field investigation. 


Wellcome Veterinary Research Station | 
The Wellcome Foundation has acquired the Ely Grange 

estate at Frant, Sussex, for use as a veterinary research 

station. Mr. R. F. Montgomerie, PHD, FROVS, veterinary 


` research director at the Wellcome Physiological Research 


Laboratories, Beckenham, has been appointed director of the 
new station, and Mr. S. L. Hignett, mrovs, is to be resident 
veterinary surgeon. The mansion is at present requisitioned 
by the Government, but as soon as it is vacated it will be 
converted into laboratories. ö 


Health Gospellers . | 
Medical men and women are urgently needed by the 

Central Council for Health Education to give occasional 

lectures during their spare time. They should have a flair 


for giving technical instruction in simple language, and in 


such a way as to arrest and hold the interest and attention 
of lay audiences. An honorarium of £1 1s. is paid per lecture, 
and an allowance for travelling and out-of-pocket expenses. 
Further information may be had from Dr. Robert Sutherland, 


medical adviser to the, council, Tavistock. House, London, 


W.C. l. d tie 


Tun annual consumption of liquid parafin at Guy’s 
Hospital has now fallen from the prewar 2000-3000 gallons 


to less than 200 (Guy’s Hosp. Gaz. Nov. 13, 1943, p. 250). 
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Association of Anesthetists: of Great Britain and 


Ireland i 


On Oct. 28 the following officers were elected for the ensuing 
Daly; vice-president, 
Mennell; arid | 


year: president, Brigadier Ashley 
Dr. C. Langton Hewer; treasurer, Dr. Z. 
secretary, Dr. A. D. Marston. . 5 
Medical Honours 
The Military 


i Herbert, MD BELF., RAMO. ' 


Infectious Disease in England and Wales 
i WEEK ENDED NOV. 6 


Notifications. The following cases of infectious disease 
smallpox, O; scarlet 
fever, 3374; whooping-cough, 1755; diphtheria, 770; 
i (excluding 
, or influenzal), 676; 
puerperal pyrexia, 142; cerebrospinal fever, 44; polio- 
myelitis, 11; polio-encephalitis, O; encephalitis leth- 
argica, 4; dysentery, 146; ophthalmia neonatorum, 
85. No case of cholera, plague or typhus fever was 


were notified during the week: 


paratyphoid, 4; typhoid, 4; measles 


rubella), 553; pneumonia (primary 


notified during the week. 


The number of civilian and service sick in the Infectious Hospitals 
892. During th 


of the London County Council on Nov. 3 was 1 


; e 
previous week the following cases were admitted: scarlet fever, 


91; diphtheria, 45 ; measles, 15; whooping-cough, 42. 


Deaths.—In 126 great towns there were no deaths 


from enferic fevers, 1 (0) from scarlet fever, 7 (0) from 


. whooping-cough, 12 (1) from diphtheria, 44 (10) from 
diarrhoea and enteritis under two years, and 31 (4) from 


influenza. The figures in parentheses are those for 

London itself. ; 

The number of stillbirths notified during the week was 

189 (corresponding to a rate of 32 per thousand total 

births), including 22 in London. N 
Appointments e i 

HARPUR, H. P., MD DUBL. ; examining factory surgeon for Kids- 


LAIRD, "CH M GLASG., FROSE: non-resident surgeon for 
-~ Clare Hall Sanatorium, South Mimms, Middlesex. ` 
WILSON, W. J. S., MD.: MO, Jamaica. 


Births, Marriages and Deaths 
BIRTHS k 


` ABRAHAM.—On Nov. 6, at Harpenden, Herts, the wife of Surgeon 


Lieut.-Commander J. O. G. Abraham, ENVR—as daughter. 
BARNRS.—0On Nov. 10, at St. Albans, to Dr. Augusta Barnes 
(née Inglis), wife of Mr. J. G. Barnes—ason.- . 
Bor Tox.— n Nov. 10, at Durban, the wife of ‘Major Reginald 
Bolton, Ramo—a son. 
ADMAN RLR N ov. 7, in London, the wife of Dr. Donald Cadman— 
Coomsbs.—On Nov. 10, at Bristol, the wife of Dr. OC. J. F. Coombs, 
Perranarworthal, ‘Cornwall—a daughter. È - 
HUNTER.—On Oct. 29, at Stockton-on-Tees, the wife of Dr. Norman 
Hunter—a daughter. 


’ MOMICHAEL.—On Nov. 8, in London, the wife of Dr. John McMichael, 


$ — son. 5 

MOLLI8ON.—On Nov. 1, at Carshalton, the wife of Lieutenant P. L. 
Mollison, RAMO—a son. i 

Pantone ÖN Nov. 8, at Woking, the wife of Dr. John Pinniger— 

Ross.—On Nov. 5, at Welwyn Garden City, Herts, the wife of Dr. 
James Ross—a son ` 


on. X 
. SILVER. —On Nov. 1, at Edinburgh, the wife of Dr. A. Stuart Silver 


— ANN, N b 
TOLHURST.—On Nov. 6, at Gravesend, the wife of Surge . 
wartta Denis Tolhurst, rwv- a ddaghtor. || Barnes, 5 
.—On Nov. » in ‘London, osephine Barnes 
wife of Captain H. B.S. Warren, RAMC—a Gauphter, m i 


MARRIAGES 


` KENNEDY—INNES.—On Nov. 6, at Plymouth, Hugh Henry Ken- 


nedy, surgeon lieutenant RNVR, to Frances Joan Innes. 
RILEY—MABTIN.—-On Nov. 10, at Selkirk, Paul ‘Brook Riley, 
captain RAMO, to Esther Georgina Martin. 
SoUTAR—DaRLING.—On Nov. 12, in Edinburgh, Stanley Ferguson 
Soutar, FRCSE, to Margaret Elizabeth Darling, MB. 
Younc—LOckKsTonE.—On Got. 25, at Freshwater, Tow, John 
Young, surgeon lieutenant RNVR, to Gwendoline Marjorie 


Lockstone, WRNS. 
' DEATHS t 
ANDERSON.—On Nov. 15, at Brighton, Louisa Garrett Anderson, 


George Chetwode, Owsley, MB LOND, of 


_— 


The fact that goods made of raw materials in short. su owing 
to war conditions are advertised in this paper should 401 A ae 
as an indication that they are necessarily available for expo 


1 


Cross has been awarded to Captain Isaac 
Joseph, MB WALES, RAMO, and to the late Captain Leopold 
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AN EXCURSUS ‘ON THE 
TERMINOLOGY OF STATISTICAL 
| EXPERIMENTATION * 


; SIR ALMROTH WRIGHT, M D DUBL, FRCP, FRS 
PROFESSOR OF EXPERIMENTAL PATHOLOGY IN THE UNIVERSITY 
OF LONDON 


The first thing to be done if entrusted with the Government of 
the State would be to rectify names.—Saying of Confucius. 


LET me, before I deal with the main issues which 
specially. concern us here, say something about termino- 
logy in general, and in particular about terminology of 
statistical experimentation. As a first general point I 
would have the reader nofe that we may, when we find 
ourselves provided with a full scientific terminology, feel 
sure that we are dealing with a science which has attracted 
to its service generations of men of eminently intellectual 
ability. Full vocabularies of that kind are those of 
grammar, formal] logic, mathematics, Roman and English 
law ; also those of chemistry, botany, anatomy, physiology 
and medicine. When, on the other hand, we have (like 
an aphasic patient, or the ordinary man endeavouring 
- to express himself in a foreign tongue) to struggle with a 
terminology in which there are things which we would 
wish to express, but we cannot find words for, it is safe 
to assume that we are dealing with a science which has 
attracted to its service only men of mediocre ability. 
And let me say, incidentally, that what applies to ter- 
minologies applies in a measure also to languages. Lan- 
guages which have a poor vocabulary are languages of 
ungifted, and those which have a rich vocabulary are 
languages of gifted people. 


LACUNZ IN THE VOCABULARY > 


The vocabulary of statistical experimentation is, as 
the reader who has any acquaintance with it does not 
require to be told, distressingly defective. Allow me to 
draw your attention to some of the notable lacuna in 
its vocabulary—lacunz which cannot have failed to 
arrest the attention of all who have occupied themselves 
with that vocabulary. Fault can be found with it first 
on the ground that it, though it provides the name 
„controls for those members of a class not experi- 
mented upon, fails to provide any generic name for those 
experimented ‘upon. These, when they have been 

experimented upon with vaccine, have to be denoted 
the vaccinated ” or the inoculated.” And when they 
have been experimented upon with a particular diet, 
they have to be called “ the dieted.” And when they 
have been experimented upon with a drug, they have to 
be called (the term is distressingly non-eiconogenetic) 
“ the tréeated.””’ 
` The reader will appreciate that a terminology of this 
sort—I mean a terminology which supplies specific but 
no generic names—has definitely barbaric affinities. I 
take the following from Jespersen! :— 


The aborigines of Tasmania had a name for each variety 
of gum-tree or wattle- tree, but they had no word for tree: 
And the Zulus have words for a ‘red cow,’ a white cow, > and 
a brown cow,’ but none for a cow in general.’ ” 


It will, in view of the labour of expressing oneself with a 
terminology in which general ideas cannot be expressed, 
here be desirable to provide generic names for those 
experimented upon and those not experimented 
upon.” We might perhaps call the former the ob- 
served ” and the latter ‘‘ the counter-observed ” ; or we 
might when lists are made of the observed and counter- 
observed call the former the inscripts j and the latter 
„the contra-scripts.”’ 

Another serious lacuna comes into view when we 
regard the fact that there is not, as the terminology of 
statistical experimentation might lead us to suppose, 
only one kind of “ control,” There are definitely two 
sorts of controls. There is to begin with the se-ipsic ” 
or ‘‘ autoproteric ' control—that in which we compare 
the condition of a patient after treatment to his condition 
before. And there are also other controls—I propose to 


© Extract from an unpublished lecture, given at the Institute of 
Pathology and Research, St. Mary’s Hospital, Paddington, on 
April 27, 1937, to appear as an appendix to vol. Iv. of 
Collected Researches (Heinemann). 

1. Growth and Structure of the English Language, p. 51. 
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call them the allotrious isochronous contro 
we compare a group of inscripts with a group of con- 
trascripts. It will be appreciated about se-ipsic controls 
that it is these, and not allotrious ones, which are used 
by every patient and every medical practitioner for 
gauging the efficacy of treatment. Another important 
point to note is that se-ipsic controls constitute, when we 


are. dealing with hopelessly chronic cases or those which . 


are steadily going from ‘bad to worse, by far the most 
convincing controls. Let us remember from the New 


‘Testament the man who was born blind and was made 


to see, and note that he stood his ground against the 
Jewish sceptics by his simple statement, One thing J. 
know, that, whereas I was blind, now I see: 


THREE TECHNICAL TERMS EXAMINED 


So far, I have been regarding only the lacunæ in the 
vocabulary of statistical experimentation. But there is, 
in connexion with every scientific vocabulary, this 
further point to be regarded: that there are in each 
inchoate science certain special technical. terms which 
the enthusiasts for that method specially insist upon. 


And if the points which are so emphasised turn out to be 
dubious or unimportant, that of course does. not exalt 


the credit of the science. It will, to furnish illus- 
tration of this point, suffice to comment briefly 
on the word significant, and the expressions 

“random sampling and ‘probable error, which 
figure so prominently in the vocabulary of Statistical 
Experimentation. 


First, with regard to the term Significant; the statisti- 


. cian is wont to lay it down as dogma that the results 


which emerge from a comparison of the inscripts with the 
contra-scripts must show a certain percentage difference 
before any value can be attributed to the statistical 
result. It is customary to say that a 10% difference is 
the least which can be considered conclusive. This 
pronouncement is obviously wrong. For if the working 
error of a statistical experiment could be so reduced, that 
only the error of chance remained over, and if, in 
addition, the numbers of cases dealt with were sufficiently 
large to reduce that error of chance to insignifi 
differences of much less than 10% would immediately 
become esata 

I pass to the term Random Sampling. This term has 
been used by statisticians to call attention to the fact 
that the community (the statistician is wont to call 
it the ‘‘ population ’’) operated upon must be equitably 
assorted into inscripts and contra-scripts. The term 
random sampling altogether fails to bring that home to 
the mind, for since all sampling worthy of the name is 
random sampling, the application of random to sampling 
does not, as a matter of fact, convey censure. If 

anything, it implies commendation. - 

Lastly, we have to consider the term Probable Error. 
This properly means the error which is imported into 


statistical results by chance when this constitutes the 


only error. The term probable error is, in accordance 
with that, applicable only to statistical experiments like 


, Where 


\ 


cance ; . 


those of Pascal and, Bernoulli which were done by 


throwing dice or tossing coins. 

In such experiments there is, as will be realised from 
the following, no operational error which could vitiate 
the result. For the erg or driving force here brought 
into operation—that is, the successive shakings of the 
dice-box and the tossing up of the coin—are, for all 
practical purposes, replicative operations. And with 
that the first of the requirements of statistical experi- 
mentation is definitely satisfied. Further, the dice and 
coins which are employed in the sequence or sequences of 
experiments considered may be said to be exact replicas 
the one of the other. And with that the second require- 
ment of statistical experimentation is satisfied. Finally, 
the “ eventus of the experiments which were carried 
out by Pascal and Bernoulli—that is to say, the 
number of pips on the up-turned faces of the dice, and 
the face upon which the coin falls—cannot possibly 
be misread. 

That finally eliminates all operativë fallacies which 
are incidental to statistical experiments, and leaves over 
only the fallacy of chance. And this—the so-called 
probable error—is of course inversely as the number of 
times the experiment is repeated. 
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‘SURGICAL GLEANINGS FROM THE 
| MIDDLE EAST | l 


_ NORMAN J. LOGIE, MB ABERD, FROS 
EMT. LIEUT. -COLONEL RAMO 


Is article consists of surgical “ bits. and pieces, we 


l learnt and rélearnt at basé and forward areas in the 
Middle East. Some of what we'came to take as common 
knowledge may be. new to colleagues who have so far 
had no practical experience of war surgery. 


Though one cannot dogmatise for other conditions, the 


basic principles of surgery are the same the whole world 
‘over, and they must not be ‘ignored or flaunted: 
. Chemotherapy, the closed treatment of wounds and 
blood-transfusion are important developments; but they 
are not the whole story and, like everything else, they 
can be abused and misused. Indeed, by their proved 
value and simplicity, they can be a menace. Witness 
the remark But Sir, it is sulphonamide ” made by an 
operating-room assistant —and a good one too—when 
remonstrated with for blowing down the exit tube of an 


insufflator containing sulphonamide powder in an attempt l 


to clear it during an operation. | 

E a h FLUID ‘AND FOOD 

Fluid and food are two great therapeutic agents whose 
value is not sufficiently recognised. 


Fluid.—-In the Middle East dehydration was often seen 


‘in the wounded. This was not to be wondered at, for 
water was scarce even in quiet times.“ The fl 
balance of the body was therefore finely adjusted, and 
it was easily upset b; the mental and physical stress 
of battle.and increased lack of water—all aggravated by 
. wounding and associated loss of blood. To see an ill 


exhausted patient fill out and bloom overnight, like the 


proverbial rose, by merely securing rest and giving plenty. 
of fluid by mouth or intravenously, was an impressive 
lesson.in the value of rest and fluid to the body. 

Fluids should also be forced, and a daily diuresis 
obtained by an early morning pint of tea, for all recumbent 
wounded patients, whether or not there is an osseous 
lesion; for decubitus. renal calculi are by no means 

uncommon. Even in the fit, there was an increased 
tendency to-urinary lithiasis. 

Food.—The diet of the badly wounded, ‘especially 
those with large suppurating wounds, does not get the 
attention it merits. They suffer from á toxemia,” 
they lose body fluids and protein in the discharge ; they 
become anæmic (in war-time more anœmia is seen in 
surgical than in medical wards); and they lose their 
appetite and powers of- digestion, so that their losses are 


not made good and a vicious circle is initiated. An 


attempt somewhat empirical but encouraging was 
made to overcome this by supplying vitamins in whatever 
form they were available and acceptable to the patient ; 
a simple iron mixture and, if the hemoglobin was low, 
blood-transfusions were given. In addition, it was 
_ thought that the transfusions would help to replace the 
protein loss. They were nursed under cover in the open 
-if possible, and exposure to sunlight was controlled. 
Small repeated feeds, which were made as appetising as 
possible, were given ‘instead of routine meals, and beer 
or stout were not withheld if desired and obtainable. 


WOUNDS OF SOFT TISSUES 


| Owing to the extensive use of anti-personnel mines 
and bombs, multiple peppering, penetrating, and per- 
forating wounds of the lower limbs were common. They 
were a problem to treat for (1) they varied in size from 
minute punctures, of unknown depth, to large lacerated 
wounds; (2) the size of entrance wound was no indica- 
tion of the depth or the amount of harm done to the 
underlying tissues; (3) most of the fragments were 
retained, because of their low velocity; (4) on penetrat- 


ing the deep fascia: they often had an explosive 1 | 
us 


doing damage out of all proportion to their size. 
in a single limb one might be faced with many problems 
in treatment to which there was no single answer. 


Manifestly all the wounds did not require extensive 


procedures, but some of them did, and it was hard. to 
differentiate. ‘There was also the ‘question wasther to 
remove the foreign body or not. 
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Probably the least unsatisfactory method of dealing 


With these cases was as/ follows. After the preliminary 


preparation of the limb with soap, water and a. nailbrush, 


each wound was rapidly explored. with a pair of artery l 
or sinus forceps, and classified into one of three groups :— 


(a) “Those in which only skin was punotured. 

. (b) Those in which skin was punctured and ‘undermined 
but the deep fascia was nop penetrated. _ 

(o) Those i in which the deep fascia was penetrated. 


For wounds in group (a), if not large, the initial soap, 


Water and nailbrush cleaning was enough—any retained 
dirt or foreign body being lifted out with a spoon.. 


When the skin, was. undermined (group 5) the track was 
laid: open and any retained dirt or foreign body Was 
removed with a spoon. 

If the deep fascia had been penetrated (group o) the 
wound was enlarged, with the least possible excision of 
damaged skin (there is a regrettable tendency to excise 
too much skin; this in itself creates'a lesion which 


requires treatment), the deep fascia: was incised and the l 


wound was gently explored with a finger. With experi- 
ence the damage can often be estimated by feel alone, 
but enlargement of the wound for visual examination 
is essential. Devitalised muscle, loses its normal firmness 


and resistance, feels pulpy, does not contract on stimula- - 


tion and does not bleed. ‘Depending on the amount of 
damage done, the surgical procedure varied from exten: 
sive debridement, with excision of devitalised tissue, 
to merely laying the wound open and incising the deep 
fascia longitudinally and/or ‘transversely to relieve 
tension and - secure drainage. Many wounds were not 


seen early enough for proper excision, and for these 


the aim was adequate drainage and relief of tension. 
The use of rubber drainage material proved unsatis- 
factory and we relied on laying the wounds well’ open and 
dressing them with soft-paraffin gauze. 


-SKIN-GRAFTING 


Early skin- -grafting i is advisable for all wounds with a 
skin defect. Healing is hastened, contractures and 
weak scars are avoided: and earlier return to duty is 
obtained. 

The pinc i graft is the best for general use ; it is 
easy to do, and, because it allows free drainage between 


the grafts, it will “take in wounds which are by no- 


means aseptic, and therefore can be applied earlier than 
other forms of graft. The wounds should be rendered, 
as clean and healthy as possible and the R 
take can be increased by applying 8 
the raw area before grafting. , 


REMOVAL OF FOREIGN BODIES 4. 


Never set out to remove foreign bodies, per se, without 
X-ray localisation. Do not try to remove foreign. bodies 
just because they happen to be ‘present. 

‘If the foreign body was felt while dealing with the 
wound and could be easily removed, we removed it. 
Otherwise, unless there was a special indication for its 
removal —e. g., size, involvement of important structures 
causing symptoms, situation between bone ends, or at 

a later date complications such as abscess: formation 
—no' special attempt was made to remove it. Such 
searching can cause,more damage than the foreign body 
it is often needless and futile. | 

Two facts are worth remembering when searching for 
a foreign body in a fresh wound. | 
(1): The position of the limb on the table is not necessarily the 

position it occupied when wounded; so readjustment 
of the limb’s position will open up or align the track. 
The tracing of a track through muscle is more easily 


done by feel than vision and by the finger than by - 


‘instruments. 

(2) The position of the foreign body i is often betrayed by an 
area of tenderness and/or swelling of undamaged skin 
away from the site of wounding—e.g., tenderness over 
the inner side of the thigh with a wound on the outer 

side. In such cases the foreign body is more easily 


approached and removed oe a fresh incision - 


over it. 


After the wounds had been dealt with, they were 
sprinkled with sulphonamide powder and covered with 
paraffin gauze and the whole amr was N encased in 
plaster-of-paris. 
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% Packing is an unfortunate term which has crept 


into use to describe the application of paraffin gauze 


to a wound. To many minds it means the ramming-in 


of the gauze—a thoroughly bad procedure. Paraffin 
gauze should be laid in a wound ; if the wound requires 
“ packing it has not been opened widely enough. Too 
often ribbon gauze was poked into holes where it acted 
like a cork in a bottle, sealing up discharge and giving 
rise to abscess formation or cellulitis and hence to further 
avoidable surgery. 

Large-mesh gauze has all the above vices in greater 
degree and should never be used. It tends to be in- 
corporated in the wound by the granulation tissue 
growing into and through the meshes instead of being 
extruded as is paraffin gauze. Removal then needs an 
anzesthetic, granulation tissue is ripped out, bleeding 
follows, and healing is retarded. 


CLEAN THROUGH-AND-THROUGH BULLET WOUNDS 


These should not be explored unless there is rapid 
swelling, in which case the wound should be opened 
up, the clot evacuated and the bleeding point tied. 
Increasing and unrelieved swelling and pressure jeopar- 
dises the vascularity of the part, with possibilities of 
gangrene, infection, and secondary hemorrhage; or 
a false aneurysm may develop later, whose treatment, 
because of fibrosis and the melting of tissues and im- 
portant structures, may be difficult. . 

Beware of an ‘‘ abscess ” in the popliteal fossa, groin, 
antecubital fossa or axilla, when associated with an 
“ old ” wound; for a traumatic aneurysm can closely 
simulate an abscess, and more than one has been incised, 
much to the consternation of the surgeons.: Provided 
that the vitality of the limb is not risked, operation on 
traumatic aneurysms should not be undertaken early ; 
collateral circulation should be given time to become 
established. n 

Finally, it cannot be repeated too often that, with the 
exception of wounds of the head, small sucking chest 
wounds, and deliberate abdominal incisions, no war 
wound should be closed by suture in the forward area. 


HÆMORRHAGE 


To control bleeding, a firm dressing nearly always 
suffices ; packing is seldom called for and a tourniquet 
practically never. | 

Packing to control hemorrhage is as potentially dan- 
gerous as any tourniquet, and the same precautions 
should be taken —i. e., the attention of all concerned should 
be drawn to the fact that a pack has been employed, 
its time of insertion should be noted prominently, and a 
request that it be removed at the first available oppor- 
tunity should be made. Pain, sloughing tendons, 
damaged nerves, spreading cellulitis and secondary 
hemorrhage have all been seen as sequele of packing. 

If a tourniquet must be used it should be applied as 
near the wound as possible on the proximal side, especi- 
ally if the limb is so badly damaged that its amputation 
is a foregone conclusion. When placed thus in these 
cases, it can do little further harm and can be left in 
situ until surgical help is available. Never apply a 
tourniquet directly to a limb, especially if it is of the 
usual rubber-tubing type; always protect the skin. 
If on slackening the tourniquet it is found necessary to 


- reapply it, shift its position slightly; this will prevent 


it from biting into the tissues at one site. 

Never use a tourniquet if operating for gas gangrene ; 
it interferes with the assessment of the viability of the 
muscle, and it also causes further trauma, cuts off the 
blood-supply and increases the chance of spread. 

If a main artery is wounded, ligatures should be applied 
to it both proximal and distal to the wound, and also to 
any branch leaving it between the sites of ligation ; 
and the associated vein should be tied. Proximal 
ligation is not enough. l 


GAS GANGRENE 


The treatment of gas gangrene still lies in adequate 
surgery .of the initial wound—devitalised tissue should 
be excised, tension relieved, and the wound laid well 
open. Gas-gangrene serum (polyvalent) should be given 
in full doses despite the introduction of chemotherapy, 
with which, however, it should be combined. In the 


treatment of an established case, excision of the affected 
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muscles, or amputation, sulphathiazole by mouth and 
locally, and massive doses. of polyvalent gas-gangrene 
serum up to 40,000 units and repeated, should be given 
in a continuous intravenous saline-glucose drip. 

Gas gangrene is a disease of muscle and not skin; so 
skin flaps can always be fashioned with safety when 
amputation has to be performed. They should either be 
folded back or held apart with paraffin gauze and closed 
later on. By bearing this in mind, length of stump can 
be conserved. ae 

AMPUTATIONS 


Early amputation of a mangled limb can save life. 
Save all you can of a limb; never attempt a finite 
amputation in the forward area—they all go septic. 
A below-knee amputation at the site of election which 
goes septic means either an unsatisfactory stump or 
reamputation in the thigh; and sepsis at the latter, 


which could have been avoided, is a tragedy. 


Avoid the pure guillotine amputation ; these patients 
were the most miserable and pain-racked cases seen. 


_Flaps can always be formed and approximated loosely 


with interrupted sutures over a liberal sulphonamide- 
paraffin dressing which should project from one end for 
drainage. They should never be sutured tightly. 

If an amputation. has to be done so near the knee that 
an unsatisfactory or flapless stump would result, the value 
of disarticulation of the knee should be remembered. 
It is easy to do, produces less shock, leaves a less painful 
stump with no raw bone ends or muscle mass to go 
septic, and does not interfere with future amputation 
in the thigh. : 

If the flaps should be at all short, extension should be 
applied. This can be done by. means of ordinary strapping 
extension attached to the end of the Thomas splint. 

A plaster cap moulded like a finger-cot over a paraffin- 
dressed stump affords protection and support, and can 
readily be slipped off if the stump has to be inspected. 


| ` PLASTER-OF-PARIS 

One of the greatest virtues of plaster is that it keeps- 
people out; for it is surprising how few can resist taking 
other people’s dressings down—even when there is no 
indication to do so. . l 

All plaster casts should be split before evacuation (not 
bivalved); this allows for swelling, removes any risk of 
pressure gangrene, and allows of easier removal (if 
required) in the absence of plaster cutters. Do not cut 
windows in plaster applied to a freshly injured limb, for 
this always leads to ‘‘ herniation ” of the underlying 
tissues. 

Do not apply skin-tight bandages, wet or dry, to the 
limb beneath plaster, to keep hairs from sticking’; 1 
the limb swells, the bandage can do as much harm as the 
plaster. Smooth the hairs down with plenty of soft 
paraffin if the limb cannot be shaved. This has the 
added advantage that the healthy skin is protected from 
infection by the discharge from the wound. 

Always support the toes, but do not hyperextend them. 
Though it is unnecessary to carry the plaster beyond the 
toes for this purpose, it is advisable to do so in the forward 
areas, for it helps to keep the blankets from pressing on 
them in the absence of a cradle. In addition, by punching 
a couple of holes in the plaster toe-piece and threading 
a bandage through them, the limb can be slung up. 
Beware of the external popliteal nerve if a below-knce 
plaster is applied, for palsy of this nerve is not uncommon 
for this cause alone. 

For evacuation the following information should be 
printed on the plaster with an indelible pencil. 

. Date of wound—e.g., 9/2/42. 

. Type of wound—e.g., S.W. cpd. Tib. Fib. (shell wound 

with compound fracture of tibia and fibula). 

Date of operation—e.g., 9/2/42. 

. What done and dressing—e.g., Wd. Toilet. S & V (wound 
totlet sulphonamide and Vaseline’). 

Rough drawing of the wound or fracture. 

. Unit at which treated. 


This is simple to do, does not take a moment-and tells 
the MOs behind all they want to know at a glance, 
without fighting to find and decipher the usual illegible 
field medical card. But do not write on the plaster over 
the wound, for discharge and soakage will obliterate the 
writing. 
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Never forget to examine the toes or fingers after 
application of the plaster. ‘The occurrence, or continua- 
tion, of pain beneath any dressing calls for investigation, 
and this applies with special force to plaster. Pain 
may be the first indication of gas gangrene, especially 
that due to Clostridium edematiens. Never apply plaster 
to a segment of a limb,.for with swelling of the limb it 
can become a tourniquet. 

Always fix joints in the /best fanctional position. In 
the case Jof the hand the plaster should not extend beyond 
the palmar crease, so that all the finger movements are, 
free. The absolute necessity for keeping the digits free 
and mobile is not sufficiently realised: avoid by active , 
and/or passive. movements a “ frozen hand.” This 
applies with special force to nerve injuries. If the 
fingers and thumb have to be fixed, the former should 
be slightly flexed with the thumb opposed to the fore- 
finger and not extended as is the common mistake. For 
injuries of the hand, foot, or ankle, plaster should be 
carried to the elbow or knee ; ; for injuries of the wrist, 

forearm or leg, it should be carried to mid arm or thigh: 

Never leave feet or hands dangling from a plaster ;: 
always include them, otherwise 5 or toe-drop, or 
pressure sores at ankle or wrist, will develop. All 
injured lower extremities should be evacuated elevated.. 
Two stretcher bars adjusted over the injured limb on the 
stretcher make an excellent cradle and from them the 
are can be slung either during transit or while applying 
plaster. 

Do not persist with the closed-plaster treatment of 
wounds too long. There comes a time when every wound 
benefits from a change of treatment—e.g., early skin- 
grafting—and every limb from release from its cage 
within which it has soaked in discharge and atrophied 
from inactivity with its skin macerated, its muscles 
fibrosed and its joints stiff. 


FRACTURES 


The 1 thing in first-aid treatment of fractures 
is to stabilise them, for this in itself is a prime factor in 
overcoming associated shock. As long as the alignment 
is correct, the actual shortening is of little account, for 
it can afterwards be overcome by manipulation under 
anæsthesia or by skeletal traction. 

In the operative treatment of compound fractures 
the bone ends can be brought together; but in the 
lower limb this should not be done if: bone is missing 
with resulting shortening. Every endeavour should 
be made to maintain the original length, for if the 
bone unites the result will be a permanently short 
limb, whereas a bone gap may be made good at a later 
date: by bone-grafting. Unnecessary gaps, however, 
are.to be avoided, and fragments of bone should not be 
removed from compound fractures unless they are 
completely. detached. , 


STABILISATION OF FRACTURES 


Plaster-of-paris is the best stabilising agent. 

Fractures of the femur and knee-joint are best stabi- 
lised by the following method. After dealing with the 
wound, if any, extension is obtained by pulling on the 
foot and ankle, or through strapping applied to the limb ; 
this strapping is tied to the end of the Thomas splint 
after its application. A slab of plaster is moulded to the 
back of the thigh and leg, extending from natal fold to 
beyond the toes with the knee bent to 10°. Then one e of 
two procedures should be adopted. 


(1) The whole limb is encased in plaster (which must be 
split), the Thomas splint is threaded on, and finally 
leg and splint are fixed together by plaster bandages 
applied round thigh and leg. 

(2) The Thomas splint is threaded on the limb and back slab 
and then the whole limb, plus Thomas splint, is 
encased in plaster, with a pad placed over the knee and 
between the limb and the side bars of the Thomas 
splint. 

By this means an absolutely rigid fixation of the fracture 


- is obtained, which does not require readjustment and is 


trauma- proof. Do not apply extension to the plaster-of- 
| Dares for it is apt to bite into the dorsum of the foot and 
ankle 

Hip and shoulder spicas should not be applied unless 
proper facilities exist for their application (i.e., in 
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hospitals). They are not- essential ; they are hard to 


apply properly in the forward area.; their application 


takes too long ; and they add to the difficulty of handling 
during transport in ambulances and hospital trains. 
Fractures of the shoulder: girdle and humerus are best 
stabilised by fixation to the body ; abduction of these 
fractures has the disadvantages of apices: z; 


THE THOMAS SPLINT 


The Thomas splint i is still of inestimable 5808 in the 
treatment of injuries of the lower extremity, but its use 
in the forward area requires a word or two of warning. 


1. Rather have the ring on the large side than a neat fit, for 
the limb may swell. The initial large size of the ring 
can be overcome by an adequate pad on the outer side 
of the limb. This can be removed if the limb swells. 

2. Always loosen the lacing of the boot or remove it. 
Gangrene of the foot has followed neglect of this 

precaution. . 

3. Beware of the clove hitch. If it is applied for any length 
of time, it is painful, and pressure necrosis may follow. 

4. Beware of ring pressure in the ischiopubic region. 


The limb should be stabilised and fixed firmly in the 


Thomas splint. Extension should ‘be used to obtain 
stability and not with the primary: object of restoring 


length; for, except under the most favourable conditions, 


it is impossible to obtain and maintain efficient extension 
of a fracture in a Thomas splint. 
HEAD 

The prognosis for head wounds is not so gloomy as 
was thought. They travel well in the early stages, but 
They should be treated 
conservatively, and if rapid evacuation is possible they 
should be sent for treatment’ to a special centre. No 
scalp wound should be sutured without proper explora- 
tion, therefore the regimental medical officer should 
do no more than remove the hair, clean the scalp,. dust 
the wound with sulphonamide and cover it with a 
dressing. Excision of scalp wounds should always be 
minimal. 

If the skull is involved, indriven depressed bits of bone 
should be removed, but an intact dura should not be 

opened unless it is obviously under tension due to blood 

clot and this tension is causing symptoms 

If the dura is opened, treat the brain with respect ; do 
not poke fingers or instruments into it. Only remove 


foreign bodies if they are obvious; do not hunt for them. 
Olose the 


Do not poke rubber drains into the brain. 
scalp carefully, and if drainage is considered necessàry, 


do it through a separate stab wound and use soft rubber. 


Sulphonamides should be applied only sparingly to the 
brain, for they damage nerve tissue. 

X rays and a sucker are essential for adequate brain 
surgery. The removal of indriven bone is more important 
than the removal of a metallic foreign body. 


FACE 


Wounds of the face should never be S under 
tension. ey did best if left open, with at most ono or 
two narrow-bit approximating sutures to hold any flap 
in position. Every bit of soft tissue that can be saved, 
must be left. Unless’ bone fragments are completely 
free, they should not be removed. Only ‘in the most 
favourable circumstances should face wounds be sutured 
and then by small-bite suturing with interrupted horse- 
hair or gossamer-silk stitches ; but mucous membrane 
and skin should be opposed in any wound involving both. 


GASTROSTOMY AND TRACHEOTOMY 
The value of a gastrostomy and/or tracheotomy should 
be remembered. They can save life in injuries of me 
upper respiratory: and food passages. 


CHEST 


Be conservative. Sucking chest ‘wounds should be 
closed, and unless they are small, this is better done with 
an over-stitched pad covered with paraffin gauze than 


‘by pulling skin and muscle together under tension ; for 


sepsis always follows. Never hunt for foreign bodies 
in the chest in the forward area. l 

Beware of pressure phenomena. The cause can be 
ascertained with a syringe and needle: either blood will 
be sucked out; or air will force the plunger back and, 
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if the syringe contains some sterile water, the air will 
bubble through it. 
in (e.g.,in a pneumothorax) it should pierce a half section 
of a rubber tube which can be strapped to the chest. A 
heemothorax should be aspirated early and kept empty; 
expansion of the lung is thereby encouraged and infection 
discouraged. No air replacement should be done. 

. Unless of minor degree, chest cases should not be 
evacuated until fit. Do not be afraid of using morphine 
for a chest casualty. 

7 . WOUNDS OF ABDOMEN 


The time factor is still paramount in wounds of the 
abdomen. To operate more than 24 hours after wounding 
is of doubtful wisdom. 

operation, these cases should be held for the 
very critical first 7 days at least, if at all possible. Too 
early evacuation is in itself a cause of death. If the 
case cannot be held, it is a nice point whether it is not 
better to evacuate them (provided rapid transport is 
available), without operation, to a surgical centre which 
is “more favourably placed. The decision depends on 
the local situation, the type of lesion, and the condition 
of the patient. TR i 
INTESTINAL DRAINAGE 


Intestinal drainage and decompression, by suction 


through a Ryle or Miller Abbott tube, or even an impro- 


visation of either is valuable in peritonitis (potential or 
actual), ileus or distension. The tube causes less dis- 
comfort to the patient, and stays in position better if 
introduced through the nose rather than the mouth. 
The use of a tube, with intravenous saline glucose and 
morphine, is life-saving and is possible in the forward 
area. Rigid insistence on nothing by mouth” in 
these cases is irksome to the patient and is unnecessary 
with a tube in situ, since fluid can be allowed by: mouth 
and aspirated immediately if need be. 

Beware Of the solitary wound of buttock, perineum or 
lower chest. The foreign body is bound to be somewhere 
and is as likely to be in the peritoneal cavity as anywhere. 
The abdomen should be radiographed in all such cases. 
The foreign body can be localised, its probable course deter- 
mined and the best approach decided on. But remember 
that though a positive X-ray film is very useful, a nega- 
tive one does not mean that there is no foreign body, or 
that the abdominal contents have not been damaged ; 
for the foreign body may be radiotranslucent. The old 
adage if in doubt look and see is still as true as ever. 
When inside the abdomen do what you have to do and 
no more; the simpler, the quicker, the better.“ 


WOUNDS OF THE INTESTINE 


Colon.—Small puncture wounds may be closed and the 
site 6f suture drained. With larger wounds it is safer to 
exteriorise the wounded loop and form a colostomy. 

Where it is impossible to exteriorise, owing to the 


number of wounds or their situation (e.g., rectum), the 


wound in the gut should be repaired, the site drained, 
and a proximal colostomy formed. If there are several 
wounds the most proximal wound in the gut may be 
used to form the colostomy. Such a colostomy, time and 
condition permitting, should secure complete diversion 
of the fœcal stream; for efficiency and ease of closure 

subsequently, the double-barrel type is preferable. A 
~ colostomy should be done whenever there are wounds 
of the anorectal region, and should be considered when 
there are large wounds of buttock and perineum—to 
avoid soiling. 

Small intestine.—Wounds of the small intestine should 
be closed if possible. Resection should only be resorted 
to if the blood-supply of a segment is jeopardised, 
or suture of closely grouped wounds would result in gross 
Small intestinal fistulee should be avoided. 

Abdominal incisions must be adequate—do not 
hesitate to use an unorthodox incision if it improves 
exposure. Explore the abdomen systematically ; deal 
with hemorrhage first and other lesions as you find them, 
to obviate handling and rehandling the viscera. Use 
sulphonamide powder, but not more than 10 grammes in 
a finely powdered form. Avoid sulphapyridine. 

Mortality.—Is this as high as in the last war? Among 
other encouraging figures (admittedly small but un- 
selected) we had at Tobruk in a quiet period ”’ 8 sur- 
vivors out of 10 consecutive cases. It must be admitted 


If it is necessary to leave the needle. 


585 we got them early and conditions were relatively 
good. j 
SPINAL CORD INJURIES 

Suprapubic cystostomy should be done in all cases 
with paraplegia; for without exception they had a 
grossly infected bladder, whether treated by repeated 
catheterisation or by transurethral drainage. One, with 
an indwelling urethral catheter, had not only a cystitis 


but also a gangrenous urethra. 


The blind stab method of doing a suprapubic cys- 
tostomy should never be attempted; for these bladders, 
unlike those of the prostatic,” are flaccid and toneless 
and fall away in front of the trocar and cannula so that 
transfixion of the bladder is easy, with subsequent 
damage to other structures. The bladder should always 
be deliberately exposed; and, before puncture by knife 
or trocar and cannula, see that it is firmly held; for, on 
emptying, it falls away and can be hard to find. ` 

The suprapubic tube should be so sited and fixed that 
it drains the depth of the bladder. If the tube is not 
fixed it tends to work its way out and hug the roof of 
the bladder (to prevent the tube coming out altogether 
a De Pezzer or Malecot should be used) so that a sump ”’ 
of decomposing and infected urine is left and only the 
supernatant fluid is drained off. At the same time it is- 
difficult to site the tube accurately ; for if it goes too far 
in it will press on the trigone or bladder neck, and though 
in paraplegia this will not cause bladder spasm and pain, 
it will cause ulceration. This difficulty can be overcome 
by bladder lavage, and while doing it, pushing the tube 
well in and washing out the bladder with a bladder 
syringe; merely running lotion in and out will not remove 
the debris, just as stirring the top of a cup of tea will not 
dissolve the sugar at the bottom. To ensure spontaneous 
closure of the fistula, if the bladder function returns, a 
long oblique track should be formed by bringing the tube 
out half way between symphysis and umbilicus. The 
urine should be kept acidified and the catheter changed 
every 10 days. | f 

The advantages of a suprapubic cystostomy are that it 
makes nursing easy during transit; for only a cork need 
be extracted at intervals (at a pinch the patient can do 
this) to empty the bladder and prevent over-distension. 
It does away with the need of repeated catheterisation, 
which may have to be attempted by unskilled hands with 
increased chance of infection or failure. And, ‘finally, 
it removes all fear that, through lack of catheters, dis- 
tension may be relieved only at long and irregular 
intervals. A suprapubic cystostomy should be done in all 
cases of urethral damage. 


BURNS 


An account of my experience of the treatment of burns 
in the Middle East may be found in The Lancet of May 15, 


1943 (p. 609). pa eas 


The true value of the sulphonamides in the prophy- 
laxis of wound infection has not yet been settled. The 
majority of the wounds arriving at the base after pro- 
phylactic treatment were more often infected than not, 
but without worrying constitutional symptoms. Clearly 
sulphonamides should be used, and since sulphanilamide 
is the least dangerous and the most soluble of them, it is 
the best for general employment, both by local applica- 
tion and by mouth. But :— i 
1. Chemotherapy cannot supersede adequate surgery. 

2. Beware of applying sulphanilamide to extensive raw areas 

=` (e.g., burns), for it, is rapidly absorbed and the con- 
centration in the blood may become dangerous. 

3. Nerve tissue can be damaged, so be cautious in its use in 
wounds involving or near nerves. 

4. Anuria may follow, especially where fluid is restricted. 
This danger is least with sulphanilamide. 

Local application.—There is no need to pack a wound 
with sulphonamide ; a simple sprinkler can be made out 
of any pot by tying gauze over its mouth. The fineness 
or coarseness of the layer can be regulated by the number 
of layers of gauze used. a's 

Introduction of sulphanilamideinto cavities or awkward 
sites is facilitated by using a glycerin suspension which 
can be forced along a rubber catheter by means of a 
syringe ; or if it is available in “ toothpaste form the 
catheter can be adjusted to the nozzle of the tube. 


a i 
Ve 
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Oral administration. —In practice it was found difficult 


to be sure that the patient got his tablets four-hourly 
throughout a journey. This can be overcome by giving 
bigger doses twice daily—e. g., at 08-00 hours and 18-00 
‘hours, either on the journey or before leaving and on 
arrival at his destination for the night. Then there 
need be no worry about- when he got his last dose; he 
got it on the morning and his next is due at 18-00 hours. 


In the Middle East a special label was PEON et cr Which 


the doses were entered. 


. 


TRAN SFU SION 


A shocked » patient who appears otherwise fit for 
surgery and does not respond to adequate resuscitative 
measures in one to two hours, or relapses, should be 
reviewed to find the- cause for his non-response—e.g., 
internal or ‘external hemorrhage, involvement of peri- 
toneum or mangling of a limb. 
Transfusion should be early and adequate; there is a 

tendency to place too much reliance on a pint or less. of 
blood or plasma. 
of the blood-pressure (as measured by a sphygmo- 
manometer) to normal, and a | ate of Sood volume. In 
a proportion of cases the blood-pressure will rise but not 
to normal, and here there is a danger that by waiting 
the golden opportunity for surgery may be lost. In 
these cases, if operations are necessary, they should 
be proceeded: with, for the lesion itself may be the cause 
for the failure to respond. Patients who require trans- 


fusion before operation should be transfused during and 


after the operation? relapses after the giving of the 
anzesthetic alone are not unknown, apart altogether from 
those due to the operation. 

If a patient has to be. evacuated before resuscitation 
is complete the transfusion. should, be continued during 
evacuation. | 

In transfusing for shock due to hæmorrhage the 0 drip 
method is too slow. The blood should be run so that 

an oy . of blood-volume is obtained. 


“Pentothal ’ is an ideal e for the forward 
area provided-it is used intelligently; the fact that it is 
put up, in doses of 1-0 g. and 0-5 g. does not mean that 
. 0-5 g. is the minimum for all. cases—which is obvious 
but sometimes forgotten. If this is remembered pento- 
` thal can be given to ill patients: Induction is rapid and 
pleasant, and prolonged anzsthesia can be obtained by 
the drip method. Postoperative upset is minimal, 
and nasal intubation makes it possible to control the 
depression of the respiratory centres by maintaining a 
clear airway and giving oxygen if necessary. Where 
complete muscular relaxation is wanted pentothal can 
, be reinforced with -gas-and-oxygen or ether. It is 
sufficient in itel for all soft-tissue injuries. ‘ 


i ES 


| Scieoers. —A curve-on-the-flat blunt-pointed sharp pair 
of scissors is more useful in debridement than a scalpel.. 

Scalpels should be carried as well as knives with 
detachable blades ; they last longer, are stronger, and 
can be sharpened and resharpened, and there are no 
blades to run out or be lost. The scalpel can be used 
for plaster work, a job for which the other is useless if 
not dangerous. ` 


The old-fashioned bullet-extraction forceps are still 


the best instrument for the extraction of foreign bodies. 

A small self-retaining retractor is worth another pair of 

hands. As ligature material, a reel of linen or cotton 
thread which” can be boiled saves space, -catgut and 

money. 

“Operating sheets with a hole in them are.of more use 

and are handier than the usual sheets and towels. 
or the head can be threaded through the hole, or it can 
be adjusted over the abdomen or chest as required. 
Where laundry, replacement and sterilisation are 
difficult or impossible, a couple (or more) waterproof 
sheets of batiste, mackintosh or rubber, with a hole in 
them, are of inestimable value, for they can be scrubbed 
or washed down with a strong antiseptic, or soaked in it, 
dried and used and reused. 

A single surgeon can get through more work in a given 


The aim should be an early restoration 


Limbs . 
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time, and the energy of the orderlies can n be conserved, by 
using two. tables and keeping the patients on their 
stretchers while operating. By so doing the surgeon's 


time is not wasted in waiting for essential preliminaries, : 


such as cutting off clothing, cleansing and anæsthetising. 
He is also freed at the end of.the operation to proceed 


with the new case on the other table, while the dressing 


. more gradually. 


in adults ; 
tuberculosis of the lymphatic glands did not pis ept 


or plasters are being. applied by a well: saint i operabing- 


room assistant. , | 
CONCLUSIONS = E i = 


Surgical principles must. be followed, but detail of 
treatment depends on the ocal circumstances. For 


example, aerial evacuation may modify several of the 


above suggestions, such as the retention of certain types 


of wounds in the forward area. 
Tension in wounds should be avoided, whether caused 


by suture, “ packing or plaster. 


Chemotherapy, blood-transfusions and plaster-of-paris 


have dangers of their own and must be used int bi ly» 


~~, 
a 


mney? are allies and not masters. 


RELATION. OF THE k 
LYMPHATIC GLANDS TO IMMUNITY 
AGAINST TUBERCULOSIS * 


R. J. R. CURETON 
XL BOA `` 
MEDICAL SUPERINTENDENT ASSISTANT MEDICAL OFFICER | 
` ESSEX COUNTY COUNCIL HOSPITAL, BLACK NOTLEY 
Le Gros Clark. (1939) has. stated that the lymphatic 
tissues are much more evident during the early years of 


growth. Harris et al. (1930) consider that lymphoid 
tissue in man reaches its maximum development about 


M. 0. WILKINSON 
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the twelfth year; and then shrinks, at first rapidly, later 
If it i is true that the lymphatic glands 


act as a barrier, to the invasion of the blood-stream by 
tubercle bacilli, this barrier should be most effective in 


childhood and there. would be less protection in. infants: 


and adults. 

Clinical evidence 1 1 this . assumption. | For 
example it is well known that the catarrhal child: who 
a the subject of lymphoid hyperplasia is rarely tuber- 
culous. 


suffering from non-pulmonary tuberculosis, disease of the 
lymphatic glands was much commoner in children than 
that patients admitted for the treatment of 


associated hematogenous lesions; and that only 

minority of patients (40% of children and 17:9% of adults) 
admitted for the treatment of hematogenous forms of 
tuberculosis had discernible lymph-gland lesions. Also 
the incidence of multiple tuberculous lesions, which 


could be regarded as evidence of a previous ‘bacillsemia, 


was found to increase in the older age-groups.. Therefore 
the conclusion was drawn that lymphatic glands, especi- 
ally in childhood, did exert a barrier function and that 
severe bacillæmia was uncommon when there Was a 


definite tuberculous .adenitis. 


In this article the effect of tuberculosis of the lym- 
phatic glands on the development of a lasting immunity: 
will be discussed. Marfan (1931) expressed the opinion 
that children who developed lymph-gland tuberculosis 
in childhood were protected from phthisis in later life. 
This view is confirmed by our experience at this sana- 
torium where more than 400 patients, mostly children, 
have been treated since 1930 for tuberculosis of the 
cervical, thoracic or abdominal glands. Follow-up re- 


ports of 101 of these patients were received during 1938 


and none had developed hematogenous or phthisical 
lesions. No complete follow-up has yet been possible 
but it can be said that no patient_ treated for glandular 
tuberculosis at this sanatorium has required readmission 
for a fresh tuberculous lesion other than in the glands, 
though many of them have now passed the age of 
adolescence, and—in the case of the female patients— 
would have been directed here if further. treatment had: 
become necessary. The incidence of tuberculous adenitis 
in these patients therefore had not predisposed them to 
further attacks of tuberculosis. 


It has previously been shown by. one of us. 
(Wilkinson 1940, 1942) that, in a series of patients 


— 


; 
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ANALYSIS OF CASES 


It seemed: possible to'carry the investigation further 
and to test the truth of the theory that tuberculous 
lymphadenitis in childhood produces a degree of im- 
munity in the adult, by an examination of a large series 
of patients suffering from phthisis to see whether evid- 
ence of previous lymphadenitis was common in such 
cases. is was done; and evidence of healed tuber- 
culous lymphadenitis was found in only 8%, or 32 
patients out of a series of 1038 suffering from phthisis. 
This figure may be compared to that quoted by Osler 
(1920) that 3-2% of one series of 2000 patients showed 
scars from adenitis. In our series, 27 of the 32 patients 
had benign or sluggish disease ; only 5 had progressive 
disease (table I1). Therefore in this series of more than 
1000 patients suffering from phthisis only 5 who had 
progressive disease had evidence of healed tuberculous 


 adenitis. 


TABLE I—PATIENTS SUFFERING FROM PHTHISIS WHO HAD 
HEALED TUBERCULOUS LYMPHADENITIS (in a series of 
1039, classified according to the severity of their disease) 

„.. ——. —— T.-——— —ͤ—k—•—— ee 


i 
‘Healed cervical! Healed thoracic 
Type of disease ~ Adenitis a adenitis Total 
Benign 2, 1 | 6 7 
, | 
Slugeish  .. Mie 4 11 20 


Progressive .. 1 | 4 . soc 


It may also be noted, though not relevant to the 
pee argument, that 12 (1:2%) had active tuberculous 

ymphadenitis. 

It seemed possible further to test the truth of the theory 
by an examination of the family histories of the 1038 
patients in order to contrast the severity of the disease 
present in those who~had some familial contact in child- 
hood and those who had not. Kayne (1942) and Pagel 
(1942) have shown that the glandular component of the 
primary complex is more definite in childhood than in 
adult life. This accords with the usual clinical experience 
that tuberculous lymphadenitis is commoner in children 
than in adults. If, therefore, the patients in the grou 
who had familial contact in childhood developed their 
primary infection then, they would have developed a 
more serious degree of tuberculous lymphadenitis than 
those in the group who developed a primary infection in 
adult life, and should have shown a better resistance. 
Table ii shows that this in fact was the case. The 
patients noted as having familial contact in childhood 
were those who had a family history in father, mother, 
uncle or aunt; those noted not to have a family contact 
in childhood were those who had a family history in 
brother, sister, cousin or a negative family history. 
It will be seen that the incidence of the disease in this 
series was very much less in those patients who had 
familial contact in childhood ; and that in the group who 
-had childhood contact only 43:5% developed progressive 
phthisis as compared to 61:3% of the other group. 


TABLE II- 1038 PATIENTS SUFFERING FROM PULMONARY 
TUBERCULOSIS (classified according to the family history 
and the severity of their disease) 


Familial contact 


No familial contact 
: in childh 


Type of disease in childhood : ood 
Benign or abortive 56 124 
i 
Sluggish .. 0. 66 | 194 
Progressive 3 94 504 
— 216 822 


— — — 


e 


It seems reasonable to suppose that those who develop 
some degree of tuberculous lymphadenitis in child- 
hood, also, develap a degree of immunity to tuberculosis. 
In this respect the observations of Kayne and Pagel 
are especially relevant, for Kayne concludes from 
an examination of various statistics that at least half 

the persons in civilised communities first become infected 
with tuberculosis after adolescence has been reached. 
They are also of the opinion that bronchogenic tuber- 
culosis may develop rapidly after the primary infection 


centre as early as circumstances allowed. 


` have been used for every case. 


in an adult. Immunity against tuberculosis can there- 


fore best be achieved during childhood. The question 
remains whether active immunisation at this time of 


life will ever become possible. 


Our thanks are due to Dr. W. A. Bullough, county medical 
officer of health, Essex County Council, for permission to 
Publish work on these patients; to Dr. W. Burton Wood 
(since deceased), consulting chest physician to the Council, and 
to Prof. S. P. Bedson for valuable advice; to Dr/ Burton 
Wood and Dr. R. C. Cohen for use of the case-records o 
patients suffering from pulmonary tuberculosis; and to the 
Tuberculosis Officers of the Essex County Council for the 
reliable records of the patients’ family histories. 
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GUNSHOT WOUNDS OF THE 

ELBOW-J OINT* 


St.J. D. BUXTON, MB LOND, FRCS 


660; (1942) Non- 


SENIOR ORTHOPEDIC SURGEON TO KING’S COLLEGE HOSPITAL, . 


LONDON ; LATELY CONSULTING SURGEON (ORTHOPZDICS), MEF 


AFTER the third Libyan battle fought in the summer 
of 1942, records were collected, of 51 wounds involving 
the elbow-joint. As reports were received from all 
hospitals the number is likely to be nearly correct and 
compares with 165 wounds of the knee-joint during the 
period. | 

Suppurative arthritis developed in 31. The other 20 are 
reported as non-suppurative arthritis. 

Amputation was performed in 2 cases. 

Death occurred in one Indian on the 9th day. 


4 


I had the opportunity of seeing many of the cases, 
but, in order to get useful information on specific points, 
the Surgeon were sent a proforma to complete, and 
much of this record is the result of analysis of their 
reports. 

EARLY TREATMENT / 


All except one case had an operation ” in a forward 
area. The usual sequence of events was the application 
of a first field dressing or shell dressing, and a sling ; 
in some cases splinting was superimposed. Antitetanic 
serum was given at a field ambulance dressing-station. 
The wounded man was transferred to a forward operating- 
If he passed 
through “‘ staging units,” the dressing was not changed 
unless it was saturated with blood. The forward 
operating-centres were at field ambulances, when the 
theatre was usually a tent or tarpaulin on the side of a 
large truck, at a casualty-clearing station, usually with 
a tented theatre, or at a well-housed hospital in Tobruk. 

The shortest interval between the time of wounding 
and operation was 11 hours, and the majority (both non- 
suppurative and suppurative elbows, as it turned out) 
were operated on 24 hours after the wound was received. 

A number of elbows were radiographed before opera- 
tion, but the basic principle of the forward operation 
was to treat the wound rather than spend time on 
dealing with the fractures or joint injury. Hence the 
operation carried out was excision of skin edges of jagged 
and necrotic tissue, followed by removal of. loose pieces 
of bone. Hemostasis was obtained, the wound was 
dusted with sulphanilamide, a soft paraffin pauze pack 
was inserted, and the limb was placed in plaster-of-paris 
from axilla to metacarpal necks. The latter appears to 
A sling was applied and 
the patient transported to the base, having started a 
course of oral sulphanilamide, which was continued 
until 20-25 grammes had been given in five days. 

The shortest period between being wounded and 
reaching a base hospital was within 48 hours and the 
longest 11 days. | 


* Read before the British Orthopædic Association on Oct. 30, 1943. 
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n er” AT THB BASE ` 
At the base there were two groups of cases to consider. 
1. When ‘the wound: was due to a bullet or small 


metallic fragment, the plaster was little soiled and the 


general condition satisfactory, unless other wounds were 


present. The plaster was not removed for some days. 
The joint was radiographed and either another plaster 
Was one fo or a dressing was placed on the wound; 


the o 

and cuff.” pe 
2. If the general condition was affected and the 
plaster considerably soiled; the plaster was removed 
within a day or two of reaching the base. After X-ray 
films had been taken, detailed examination of the wound 


form of splinting employed was a collar 


was made under anesthesia. In 18 patients an operation 
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was performed within a few days of reaching the base. 


This consisted in incision to enlarge the wound to 


improve drainage—sometimes with removal of a metallic 


s 


fragment or loose pieces of bone. `> =- po 
Plastęr-of-paris was usually reapplied. At one hospital 

d window was cut in the 

for large wounds. | 

ei INCIDENCE OF FRACTURES 


There was no fracture in 3 cases. One of 


— 


these had 


plaster and irrigation employed 


the joint opened in front, a missile the size of a lump ` 
of sugar injuring the anterior ligament. ee : 


Table I shows the great variety of bony injury. — 


\ ä TABLE I 
Humerus alone into joint .. © . 10 ] Radius ren aaa A 
_ Humerus +- external epicondyle.. 4 | Radius and ulna 2 
Humerus + dislocation of radius, 1 | Olecranon .. `.. 9 
Humerus + radius. . 2 | Coronoid . 1 
Humerus + radius and ulna .. 10 
Humerus + olecranon .. .. 3 Co Sor Toy r N 1 
Humerus + olecranon ＋ dislocation : ` 
of radius ee oe¢ z ee ea . 1 


at least 4 


It will be seen that there was severe bony damage in 
out of every 5 joints injured. It should 
be noted that the olecranon was fractured in nearly 
half, for where the upper end of radius ‘and ulna are 


mentioned, the olecranon was almost certainly. involved. 
: i e te ' P 


INCIDENCE OF NERVE LESIONS 
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If opportunity enables me to investigate this lesion 


further, it will be interesting to see whether the findings | 


are similar in another group: of patients. .It must be 


appreciated that the less severe cases are not likely 


be under long-term observation; so a higher nerve- 
injury rate is likely to be recorded among any group 
reaching this country. are: 

I wis t 
ulnar nerve complicating this lesion was possible owing 
to skilful primary surgery and to placing the elbow, 
during the period of acute inflamma a 
position (at a right angle) that there was not the tension 
on the nerve that would have been inevitable had the 
arms been slung in a collar and cuff. The use of this 
appliance. is undesirable, whatever the bone injury, 
while there is hemorrhage or cedema around the 
nerve. | a Sat tarde 


` 


INCIDENCE OF SUPPURATION 


tion,. in such. a, 


to record that the high recovery-rate ‘of the 


| by oes i E EE 242 is 
It has. been mentioned that suppurative arthritis 


developed in 31 elbow-joints. Records show that opera- 
tion was performed on no patient within 11 hours after 
‘wounding. The majority of patients who afterwards 


had either non-suppurative or suppurative arthritis had 


he primary operation 24 hours after the wound was 
inflicted. ’ . 


Profuse suppuration is recorded in some elbows. .: For 


example: ' 


A. B., wounded June 28, 1942. Fragments of bone removed, 


including the radial head. Wound was sutured: On July 1 


at the base the joint was greatly swollen; sutures were 
removed from large and dirty wounds. In six weeks Eastwood 


- recorded 45° of passive movement, ü 


In the 51 elbows, diagnosis was made in the Middle 


Kast of injury to 14 nerves in 12 patients (table 1). 


TABLE III | 
| | = Time of recover 
Median nerve, complete 1 | 4 months 
_ Median nerve, partial. 1 | Not known 
Ulnar nerve, complete 1 | Not known 
Ulnar nerve, partial we 1 4 months | 
i 2i (a) A few weoks ` 
Musculospiral nervo, complete 2 9 6 = onthe . 
a) 2 mon i 
_ Posterior interosseous nerve 4 b) 6 months 
c) and (d) 4 months 


Double nerve injury `- ` . 
Ulnar and musculospiral, partial sa L 
ee e 0 ' 1 


2 months 
Ulnar and median 


5 months 


In addition paralysis of two ulnar nerves was diagnosed ` 


in South Africa, which was overlooked or not present 
when the patients were in the Middle East. 


ke . i Time of recovery ` 
Ulnar nerve, complete .. oe .. 1 7 months 
Ulnar nerve, partial =... o. 1 3 months 


Thus there was evidence of injury to 16 nerves. _Of 
these 9 had recovered in four months or less, 5 had 
recovered, in under seven months, and the fate of 2 is 


not known. 


E hæmorrhage and œdema and,that complete in 


of the nerves recovered before the wounds were 


As the. olecranon is so often injured, it would be 


C. D., wounded March 21, 1942. Operation (36 hours after 
wounding); filthy wound. Resection of lower end of humerus, 


with removal of loose pieces of bone and metallic fragments. 


‘Reached the base March 28. Hemolytic streptococci were 
cultured from the profuse discharge. Treatment by i 


in window cut in plaster. Wound healed by May 14. On July 


16 (in S. Africa) the elbow was flail with no voluntary control. 
Experience shows that dy deed oan with osteomyelitis 
of the bones of the elbow tends\to subside quickly, as 


. adequate drainage can be easily provided and sequ 
quickly and are. readily discharged, because 
If the elbow is placed 


separate ? 
the bones are near the surface. 
at a right angle in full supination, and fixed in 
of-paris, suppuration does not tend to sprea 
fascial or intermuscular planes. 


ter- 
along 


TYPE OF OPERATION 


` - sa 


The primary operation. for this lesion can. never be 
an excision of the injured tissue en bloc, except in the 
few cases where there is a small, wound over a. lateral 


ligament, possibly causing a little injury to an epicondyle. . 


The surgeon, therefore, has to carry out the routine 


procedure for the treatment suitable for'any wound, and 


expected that there would be destruction of a portion of. 


the ulnar nerve in more cases than this record sh 
Further, it is remarkable and satisfactory that the 1 
damage was largely confined to intraneural or erineural 
errupti 
of the nerve-fibres was relatively uncommon. “Mang 
The assessors of recovery were th ms i 8911 
À the surgeons 
Africa under whose care the patient game. Pä pare 


add to it such operation as is demanded by the fracture 
into the joint. 
The former is 
and the second maybe to prevent suppurative arthritis 
or to drain the infected joint. In either case it should 
be Sea ‘with due consideration- of the, ultimate 
function of the joint. The general principles to be 
followed are :— 3 e 

1. Operative procedures should be on the posterior or 
lateral side of the. joint in preference to the anterior or medial, 
whenever possible. N 

2. In a grossly mutilated joint as many loose pieces of bone 


‘as possible should be removed, and no spikes of bone should 


be left protruding into the joint cavity. Should the lower 
end of the humerus be fragmented (with radius,and ulna 


more or less intact) the fragments should be removed and 


‘lower end of fractured humeral shaft cut square. 


If the upper end of the forearm bones are in pieces, 
after removal of the fragments, the proximal ends should 


be trimmed to be level, if the humerus is more or less 


intact. toe 3 3 
3. When the olecranon is destroyed, all the pieces should 
be removed. E a 

4. Large fragments of 
partly attached. 

5. When a primary excision of the joint is carried out, 
loose fragments of bone must not be left partly attached to 
one of the-bones, nor in the joint cavity. “Ss 


designed to obviate or limit infection, 


* 


bone should not be removed when 


nB. FSS Fave 1. 
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I have been impressed by the results of excision of 
the mutilated olecranon process. Drainage of the joint 
is free, a second operation is seldom necessary, the 
wound granulates quickly, and the end-results are better 
than in cases treated by other methods. - 


Excision of the joint has always been more popular 


in France and Central Europe, and few British surgeons 
have had much experience of it. In 1940 I noticed the 
care taken hy a French surgeon in removal of all loose 
nts of bone, and from later experience I am sure 
this is essential, partly because suppuration. seems to 
be less when there are no foreign bodies in the cavity. 
However it should be appreciated that primary excision 
of the joint is rarely indicated for gunshot wounds. 

When there is forward dislocation of the upper end 
of the fadius, it is essential that the reduction should 
be followed by adequate fixation to hold the dislocation 
reduced. I have previously drawn attention to the fact 
that the late treatment of unreduced dislocation gives 
less satisfactory results than those achieved by correct 
early treatment. 5 l 


ASPIRATION AND DRAINAGE 


There is less scope for aspiration than in the knee- 
joint. When the wound is small—bomb splinter or 
such like—no primary operation may be carried out. 
In this type of case aspiration may be required to relieve 


tension, to ascertain whether the joint is infected, or 


in the latter case as a therapeutic measure. It is done 
with a syringe and large needle. The needle is passed 
into the area of greatest swelling, which is usually on 
the lateral side of the olecranon. . 

Drainage may be established by removal of non- 


' viable tissue on the posterior surface of the joint. In 


the elbows with a fragmented olecranon free drainage 
‘is provided by removal of all the bony fragments. An 
opening on the medial or lateral aspect made by a 
missile does not provide efficient drainage. 
Rubber drainage-tubes should not be inserted, but 
the wound packed with soft-paraffin gauze.. ' 
en posterior drainage is required and cannot be 
made through the wounds existing, two incisions are 
made, one on each side of the olecranon. 


SPLINTING / 

The routine after the primary operation is splinting 
‘by pldster-of-paris. Felt padding is required over the 
epicondyles and olecranon, if not part of the wound. 
The elbow is placed at a right angle, forearm supinated 
and wrist dorsiflexed 30°. The plaster extends from 
the axilla to the necks of the metacarpal bones. This 
position is chosen, because (a) pocketing is less likely 
fhan in any other; (b) the bones are in almost the 
optimum position for starting movement later, and (c) 
in cases where ankylosis seems inevitable the subsequent 
adjustment to a different position is simple. 

Should there be extensive destruction of the back 
of the joint, gauze should be applied lavishly over the 
wound ; for moulding of the plaster over the 
surface of the joint tends to convert the paraffin pack 
into a plug. : 5 

A large arm-sling is necessary for a time. Shoulder 
and finger movement should be encouraged. 


POSTOPERATIVE TREATMENT 


Indication has already been given that some elbows 
are treated in closed plaster until freed of splinting. 
Alteration of this routine may be required if dressings 
through windows in the plaster are indicated. Pain 
or a continued rise of temperature necessitates removal 
of the plaster and perhaps aspiration or incision. 

When symptoms and signs suggest that all inflamma- 
tion in the joint Bas ceased and the wound is healed or 
nearly so, skin-grafting may be required to cover an 
area over the posterior surface of the joint. l 

When ankylosis is the ultimate aim the limb is placed 
in what is considered. the ideal position if this has not 
already been done. If, however, movement is expected, 
the joint is rested for another fortnight by the use of a 
collar and cuff or posterior plaster slab. Active move- 
ment is then commenced. At first an effort is made 
to get flexion above the right angle and later exercises 
to regain extension. The limb is rested by a collar 


and cuff and in due course suitable rehabilitation is 
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instituted. Should there be any reaction, the joint 
must be rested longer. = Si 

The postopérative treatment of wounds complicated 
by peripheral nerve injury will differ, if recovery has 
not occurred during the first few months. Movement 
may have to be delayed by the necessary nerve operation. 


FOLLOW-UP 


It has been possible to get records from South Africa 
by the courtesy of Major Eyre Brook and Mr. G. T. 
Du Toit, one of Mr. Fouche’s assistants. I have studied 
1 9 5 detail and draw attention to the lessons to be 
earnt. i 


1. Prevention of stiffness of the shoulder and fingers, 
particularly of the metacarpo-phalangeal joints, must go 
hand in hand with the treatment of the elbow-joint. Hence 
exercises or employment of these joints should be commenced 
immediately unless the patient is ill. Stress had been laid on 
this in Middle East, so it was satisfactory to find many hands 
were reported as 100% function. 

2. The use of a collar and cuff and commencement of 
active movement is not beneficial until the arthritis is 
quiescent, but should not be delayed unnecessarily long. 
Nothing is to be gained by passive movement. — | 

3. Some cases with 30° of movement after 8 or 10 weeks 
proceeded, to a fibrous ankylosis. ` 

4. Some elbows with loss of olecranon and severe infection . 
regained up to 70° of flexion extension mobility and half the 
supination-pronation movement. 

5. Recurrent osteomyelitis and formation of sequestra are 
not common sequels of these wounds when the primary 
operation is well planned. 

6. In this series the recovery from peripheral nerve injury 
without operation was frequent. 


Unfortunately it is impossible to ascertain the end- 


result of each of this series. Hence any estimate. of 
ultimate function is somewhat speculative. Of the 50 


patients who survived, the ultimate condition expected 
was: 
Fiat eo, : . . 4 
Movement greater than 30° 22 
Amputations.—The two amputations were carried but 
because of the extent of the wounds, and none were 
required owing to septicemia from suppurative arthritis. 
Destruction of tissue alone is rarely an indication for 
amputation. Vascular injury and severe local suppura- 
tion, in an ill patient are complications, which may 
necessitate amputation, but the surgeon should always 
bear in mind the value of a living hand. 


E. F. was wounded on July 5, 1942. The surgical team at 
a field ambulance cleaned the wound, dressed it with sul- 
phonamide paraffin gauze and immobilised the limb in plaster- 
of-paris, 24 hours later. He reached the base 4 days after 
wounding and on July 14 a mid-arm amputation was per- 
formed. . 

G. H. was wounded on May. 27, 1942. The wound was 
excised at Tobruk and ọn June 7 at the same hospital am- 
putation was carried out owing to the size of the wound and 
the extent of bone destruction, complicated by profuse sup- 
puration and complication. 


Mortality.—The only death recorded was that of an 
Indian who died 9 days after he was wounded. He had 
an extensive elbow wound, a severe leg wound with 
fracture of the tibia and fibula, and many wounds of 
moderate severity on the body and limbs. 


SUMMARY 


1. The clinical features and treatment of 51 cases 
of gunshot wounds of the elbow-joint, received in the 
Middle East Forces, are recorded. In 31 of these a 
suppurative arthritis developed. ~ 

- In all but 3 cases there was a fracture and in at 
least four-fifths of them a bone was seriously damaged. 
Nerve injury was seen in 14 cases. | 

3. Treatment and end-results are critically reviewed. 


I wish to express my thanks to many divisional officers 
and surgical specialists, who showed me many of these wounds 
and for their reports. It is only by, their codperation that a 
true picture was obtained. The work was made possible by 
the encouragement and facilities that were always given by 
Major-General Sir P. S. Tomlinson, Director of Medical 
Services, MEF. 7 


Movement less than 30° 5 
Amputation 9 8 wie: 
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VEHICLE ÖR INFECTION IN 

CHILDREN’S WARS 

- Epwarp D. HỌARE, f D cn J. R. O’BRIEN, BM OXED 
` LEOTURER IN BACTERIOLOGY : = DEMONSTRATOR SE hae 


-DUST AS 


' DEPT OF PATHOLOGY, WELSH NATIONAL SCHOOL OF MEDIÒINE 


A. G. WATKINS, MD LOND, FROP 
. PHYSICIAN IN OHILDREN’S DISEASES, CARDIFF ROYAL INFIRMARY 


QUR findings in an outbreak of infantile enteritis in 


. 


set out in the table. 


the children's ward at the Cardiff Royal Infirmary 
suggest that in‘certain circumstances organisms dwelling 
in the intestine may. be conveyed from case to case 
by ward dust and by clothing: a 3 , 
In the six. months from April to September, 1942, 


' of 212 children nursed in the ward, 14 had a Proteus 


: morgani infection (all type 1), 4 being admitted with it, 
and 10 acquiring it while in hospital. The infection 
was intestinal except in one case where burns became 


infected, and all but this last patient were under two 


years old, During the six months there were two 
complete changes of nursing staff with the exception 


of the sister. in-charge whose fæces were free from. 


P. morgani. The order of occurrence of the cases is 
* 


. va 


Date Disease | Date | P. morg.|Went home 
~of on onset |: first } (H) 
admission] admission diarrhœa isolated oo 
April 10 Enteritis 
39 8 Mastoid 7 
„ 23 | Pyloric 
7 ‘| stenosis 
May 20 | Enteritis 
April 3 Burns on 
back 
June 10 | Tb, glands | 
; * ‘nec 
» 26] Enteritis, 
A | convulsions’ 
8 » o 17 oe 
(b) » | 29 | Enteritis 
July 11 | Fraot. skull | 
„ 30 |Hypospadias| . 
Aug. 7. | Toxic gan- 
l ne ex- 
l remities 
» 19 Pyloric 
steriosis 
57 24 Hare-lip . 
„ 27 l Meningocele 


The pattern of the epidemic suggested a ward infection 
possibly related to P. morgani and we therefore decided 
to try to trace its spread. Since all the cases developing 


` , enteritis in hospital were infants maintained on dried 
milk preparations, we examined the feeds and also the 
containers, packages and measuring spoons, the feeding 


bottles, the teats and teat containers, the sterilising jars 
and the tables on which feeds were prepared, together 
with the sterilisers and the water contained in them. 
None of these was found to be infected except a bottle- 
„brush: which yielded P. morgani on two occasions, 
July 1 and 5, and since this was used only in the 
presterilising stage of the feed preparations, it was. not 


regarded as a likely vehicle of spread. 


A wound infection in one patient (case 5) suggested 
air- or dust-borne infection. Plates of MacConkey’s agar 
and of tetrathionate broth were exposed in the -wards 
for 3—4 hours, during times of moderate ward activity, 
on 6 days, July 16 and 23, Aug. 29, and Sept. 3, 12 and 16. 
On July 16 and 23 and Sept. 3 P. morgani was found 

in small numbers. Dust sweepings from the ward were 
also taken on July 21 and 23, Aug. 30 and Sept. 12, 
about 1 g: of dust being shaken ier E 

in a tube containing c. m. of sterile saline. 
P. morgani was isolated in small numbers on July 21 
and Aug. 30. a | 


r 


. The bed-linen from cases 8 and 12 was investigated 


on July, 2 and Aug. 29 by soaking portions about 
2-3 in. sq. in tetrathionate broth and incubating. 


ly for 10 min. 


In both cases P. morgani was cultivated: In cases 12 
and 14, portions of linen (4 in. sd.) were left overnight 
beneath the bottom sheet on which the infant lay, 
and although these squares were not: directly fouled 
by urine or feces, P. morgani was isolated from them 
in moderate numbers in both cases. These findings 
showed that during the nursing of infected cases, 
P. morgani was widespread in the wards. =- -= 
The survival of the organisms in thèse. various fomites 
was next investigated. Sterile squares of filter paper 
and blanket were artificially infected by soaking them 
‘with an 18-hour broth culture of P. morgani and then 
dried in the incubator. They were subsequently kept 
at room temperature and examined at intervals. It was 
found that the organisms could survive in filter paper 
from 11 to 20 days, while in ‘blanket it could survive 
for more than 81 days. Dusts obtained from floors 
and shelves were first sterilised and then infected with 
an 18-hour broth culture of P. morgani and finally dried 
in the incubator. The survival time varied from 2-12 
days, but floor sweepings. of large granular particles 
seemed a less favourable medium for survival than the 
more finely particulated dust of shelves. ae 
her experiments were also carried out to see how 
effective the routine methods of washing garments were 
in disinfecting them. It was the custom in this ward 
for woollen garments, because of their liability to shrink, 
` not to be sent to the laundry but to be washed by. the 
ward staff in soap and warm water, and subsequently 
rinsed in warm water and dried. A woollen garment 
was artificially infected on three occasions in the way 
described above and washed by the routine method. 
In each case after washing, P. morgani was found to 
have survived. 5 5 e eee 
We considered the question of stérilisation of clothing, 
and since soaking in disinfectant is injurious to. woollen’ 
garments, formaldehyde. as a disinfectant was tested. 


Pieces of blanket and knitted garments previously. 


sterilised to exclude all other organisms were cially 
infected with P. morgani and dried. They were then 
‘exposed in a sealed chamber to an atmosphere of 


formaldehyde prepared by heating paraformaldehyde in 


amounts equivalent to 0-1 g. per cu. ft. space. To ensure 
a moist atmosphere a beaker of water was also placed in 
the chamber. In every case exposure for one hour 

_ sufficed to make them sterile. a te... 

. DISCUSSION _ 3 

It must be admitted that P. morganiis not an uncommon 
constituent of the bacterial flora of infants, In the course 
of our investigation we examined the feeces of 61 normal 


healthy children under two years of age and found it 


resent in 3; Neter and Bender i and numerous other 
, investigators have considered P. morgant a cause of 
infantile enteritis, though many authorities doubt its 
pathogenicity. P. morgani seemed to be related to, the 
admission of 4 cases of enteritis with no otber demon- 
strable pathogen present to account for the disease: 
During the six months there were 11 cases of enteritis 
apparently acquired in the ward, and.in 9 of them 


genicity found. 
The spread f ; 
discussed by Allison.and Brown ? particularly in relation 
to Streptococcus pyogenes, and by Crosbie and Wright * 
to diphtheria. Our findings suggest that P. morgani 
may be dust-spread. This applies especially to case 5 
‘which was admitted with an infection of the skin, 
though the possibility — unfortunately overlooked at 
the time—that the infection came from the patient’s 
own feces has to be admitted. The organism seems to 
gain entrance tothe dust by soiled bedelothes and clothing. 
It may be of interest to record that at a late stage of. 
our investigation we examined 10 houseflies caught in 


— 


the vicinity of a case of enteritis with P. morgani in the 


stools, and that 8 of them were found to be carriers of 
the infection on both their bodies and legs. . 
It is not our purpose to offer proof of the pathogenicity 
of P. morgani; rather we have used it to trace. the 
spread of organisms derived from the intestine. Any 
technique adopted to prevent cross-infection in an 


1. Noter, E. and Bendor, N. C. J. Pediat. 1041, 19, 53. 
2. Allison, V. D. and Brown, W. A. J. Hd., Camb. 1935, 35, 293. 
3. Crosbie, W. E. and Wright, H. P. Lancet, 1941, i, 656. l 
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of hospital infection by. ward dust · was 


P. morgani was the only organism of possible patho- 4 
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proteins, these have to be taken into account. 
potato differs from the cereals in having about half of 
its nitrogenous substances in the simpler forms of amides, 


i 
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infants’ ward should take into account the likelihood 
that clothing and dust will carry organisms derived 
from the alimentary tract. 

Our thanks are due to Miss M. David, srw, sister in charge 
of the children’s ward, for her help and coöperation during 
this- work. 


NUTRITIVE VALUE OF THE 
NITROGENOUS SUBSTANCES IN 


i POTATO 


ı AS MEASURED BY THEIR CAPACITY TO SUPPORT 
; GROWTH IN YOUNG RATS ' 


HARRIETTE CHICK MARGERY E. M. CUTTING 
CBE, DSO LOND AND MANC - © PHD LOND 


(Division of Nutrition, Lister Institute) 


THE advisability of substituting potatoes for a propor- 
tion of the wheat consumed in this country, thus saving 
shipping for our war effort, led this Division in 1941 to 
the reinvestigation of some of the relative values of these 
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Experiments 


Potatoes of high nitrogen content were chosen, the 
tests being made chiefly with the King Edward variety 
grown on fenlands near Cambridge. These contained 
from 1-8 to 2:0% N (reckoned on the dry weight). 
Analyses made by the method of Neuberger and Sanger 
showed this to be distributed as follows: true protein 38, 
amide 22, amino-acid 10 and basic N 25, per cent. 
some experiments the protein separated from the 
expressed juice was used as source of nitrogen, in others 
the protein-free juice, and in others the whole potato. 
In the last case the diets were compounded to contain 
as much fresh or dried whole potato as possible, supple- 
mented with a little fat, salt mixture and cod-liver oil 
to provide vitamins A and D. A protein-free concentrate 


from yeast extract, sufficient to supply adequate amounts 


two staple foods. On a dry-weight basis“ there is little 


difference between the calorific values; but, whereas 
bread contains 33% of moisture, potatoes, as commonly 
eaten, conthin 75 %, so that more than 24 times the bulk 
of the latter is required to furnish the same amount of 

As a source of vitamins potatoes are superior to wheat. 
Their content of vitamin B, riboflavin and nicotinic 
acid is of the same order; but, whereas wheat is devoid 
of vitamin C, potatoes are an important source. The 

; has been the poor man’s protection against 
scurvy, as witness the outbreaks which followed the 

otato famine in Ireland in 1847 and the shortages in 

orway in 1904 and 1912 and in the United States in 
1916 (see Hess 1920). There are only traces of fat in 
the potato, which does not therefore supply fat-soluble. 
vitamins. 

The potato contains about half the amount of nitrogen 
present in wheat and about one-third to one-quarter the 
amount of protein. The value of a food as a source of 
nitrogen for the body’s needs does not, however, depend 


only upon the protein it contains, for the latter is broken 


down in the intestine and from the constituent amino- 
acids the body rebuilds its own proteins. Accordingly, 
if the foodstuff contains amino-acids in addition 15 
The 


amino-acids and purines. 

The distribution of the nitrogen in different varieties 
of potato and at different ages was studied by Neuberger 
and Sanger (1942). Their results are expressed as 
protein N, amide N (asparagine and glutamine), 
a-amino-acid N and basic N (purine and cholines). 
Among the 10 varieties studied the percentage of the 
total N present in protein ranged from 28 to 51 and that 
in the remaining nitrogenous compounds from 49 to 72. 

During the last sixty years many observers (Rubner 
1879, Hindhede 1913, Abderhalden et al. 1915, Rose and 
Cooper 1917, Rubner and Thomas 1918, Kon 1928, 
Kon and Klein 1928) have demonstrated that, weight 
for weight, the nitrogen of the potato was at least as 
efficient as the nitrogen of wheat for the maintenance of 
nitrogenous equilibrium in adult man and animals, 
although only about half the nitrogen is there as protein, 
compared with 95% in wheat. The results of these 
trials have proved that the nitrogenous requirements of 
the adult can in part be met by the non-protein nitrogen. 

There is, however, less satisfactory evidence of the 
value of the mixture of nitrogenous substances in the 
potato for support of growth in the young animal 
(McCollum et al. 1918, 1921, Hartwell 1927). The large 
proportion of starch in the tuber would necessitate the 
consumption of an impossible bulk in order to obtain 
enough nitrogenous matter for the optimum requirements 
of growth. | 

In the following experiments the value of the mixture 
of nitrogenous compounds in the potato for support of 
growth of young rats from the time of weaning is 
compared with those of wheat and of milk. 


* In the present paper all comparisons are based on dry weight. 


table are summarised 


of B vitamins, was given: separately to each rat. Com- 
parison was made of the performance of litter-mates 
receiving diets containing a similar proportion of TEDER 
from wheat or milk. The amount of nitrogen in the diet 
was suboptimal so that growth was limited in all cases. 
All diets were fed ad libitum. 
The rats were caged separately and fesceb and the un- 
consumed food were collected on sheets of filter-paper 
placed underneath the open-meshed floors of the cages. 
The intake of dried food for all rats in one group was 
measured together, as well as the dry weight of the 
feeces passed and their nitrogen content. Further details 
of the technique used were given in a previous paper. 
(Chick 1942). ; 


Expr. I. Nutritive value of the non-protein nitrogenous 
compounds in the expressed juice,—After removal of the 
protein by heat coagulation, the juice was concentrated in 
vacuo and added to a mixture of pure starch, arachis oil, 
salt mixture and cod-liver oil to yield a diet similar in comi: 
position and calorie value to the others employed. 

After one week on this diet, which contained 1:3% N 
(on dry weight), the average body-weight of 5 recently 
weaned rats of initial average weight 44 g. was reduced to 
39g. During the following week, in which the nitrogen 
was’ increased to 2:3%, the average body-weight remained at 
39 g. By this time one animal was moribund. To induce 
growth’ in the others it was found necessary to replace at 
least one-third to one-quarter of the non-protein N by 
protein N. When the reverse change was later made to a 
diet of equal nitrogen content (1-7%) derived entirely from 
the protein-free juice, there was no further increase, but an 
immediate decline in weight. : 

Expr. 2. Comparison of diets, each containing 1-6 to 1-8% N, 
derived respectively from fresh potato, potato dried at 40° 0. 
and whole wheat flour. 180 — 

In preparation of 

the wheat diet about ` 
20% of pure maize 
starch (of N content 
= 0:03% ) was added 
to the whole meal 
flour to reduce the 
nitrogen content to 
that of the potato 
diet. 

The rats receiving 
the potato diets out- 
stripped those receiv- 
ing wheatmeal (see 
fig. 1) although the 
latter were receiving 
a slightly higher pro- 
portion of nitrogen in 
their food. In the 
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the results obtained 4 
during the first 6 60, 
weeks of the trial, F 
when growth was 
most rapid and the 40 a | 
need for nitrogen 12 3 4 5 6 
greatest. The rats C hae i 
; g. erage ght curves of yc ung litter mate 
ate rather more food, fleet fen,; di) fie des containing 1%, 
9 e : 
but not more nitro- potatoes; (C) whoie wheatmeal; (D) whole wheat- 
gen, and they made meal wit trisodium citrate added to produce an 
better use of it, 
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alkaline ash; (E) casein, for reference, taken from 
expt. 4. 
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‘ | Body-weight 


== h ~e kai PO &, 2 


. P7777... ᷣͤ eee T 5 digesti- | increase 

: Diet init. final Dry aa Total (apparent) : bility Ween 
1 h weicht tent N. : r aac I 
T | J (g.) | (g.) (g.) (%) (g.) (g.) (%% i 
Fresh potato 43:6 -| 133 | 33-7 |538 | 1-80 | 558 7156. [12.6 8 
Dried Potato 45-0 | 130 | 33-5 | 5-20 1-7/4 5-42 | 757 | 11:6 H 
Whole wheat flour 43-2°| 113° | 36-5 | 3-54 |-1-29 | 6-37. | 834 | 20-0, f 
Whole wheat flour + 3% 42-8 | 109 | 32-4 | 3-62 |1-18 | 5-86 83-2 9 7 í 
:  ~tri-sod. cit. . i y i pa 1 a ae N 4 


he <2 J : . ë . . voe ; f i anes ; A : 5 i 7 ‘ 
8 ' EXPT. 4—AVERAGE VALUES PER RAT OVER PERIOD OF 27 DAYS: > Ss 


Protein in diet | | i Protein -% ae ue a ane ‘a Wee We w CER re 
Tuberin ee | 1°46 ‘ 2 175 | 2°55 53 8-72 | 1-08: 1:50 587 


uberiin | 9.11040 {78 12.1 . 
-` Whole wheat. 121 109} (2 | 195- |373 | 51 |, 80-5} 20-3:| 3-37 | 3-05 |- 3-05 817 7:9 
z o, Casein ® .. 170 1061 | 2 221 | 3°74 52 |1100:| 941 | 627 |317 | 317 -| 848 |. 155- 
2 aae ; ; . „ : une y l ` DE £ . 
: 2 ~ * Glaxo ashless extracted. tN x 6-25, - t NN 5-7. | „ „ 
\ ` . A F 


achieving about 12 g. weight increase per g. N eaten, as com- 

pared with about 10 g. in the case of the wheatmeal diet. 
There was no significant difference between the value of the 

fresh and dried potato = a 


_' Digestidility of potato and wheat nitrogen—The feces 


passed from rats eating potato had a higher nitrogen content 
about 5:3% as compared with about 3:6% in the feces 
from rats eating wheatmeal. The coefficient of (apparent) 
digestibility of the nitrogenous matter in the potato was 76 


and that for wheat, 83. 


i a af 7 ; 1 
EFFECT OF THE DIFFERENT ACID-BASE BALANCE IN 
POTATO AND WHEAT DIETS i 


twice that of wheat protein. In the 


maintenance of weight in young 


coefficients being respectively 59 and 82. The weight increase 
over a 4 weeks’ period was similar in the two cases, but, 
related to the nitrogen intake, the advantage was with the 
potato protein, the increase per g. of- nitrogen intake -being 
10-2 and in the ease of the wheat protein -7-9 (see expt. 4 
in the table and fig. 2). pS A 


With casein the weight increase over a corresponding period 


was greater and the digestibility of the N higher (coefficient 
85); the g. wt. increase per g. N ingested, 15-5, was nearly 
experiments of Ko 


* 


(1928) the value of tuberin for e 


120 
rats was found to be about equal 
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The high value of the potato nitrogen in maintaining to that of casein. a S < q 
equilibrium in adults has been attributed by Berg (1920) 5 Dio i 
to the alkaline nature of its ash. This property, it is S S 


considered, may effect an economy in the utilisation of 


' nitrogenous substances in the organism by avoiding the 
diversion of N to form ammonia to neutralise the mineral 
acids produced by oxidation of organic compounds of 
sulphur and phosphorus ingested in the food (see also 
McCollum and Hoagland 1913). Wheat and other 
cereals yield an acid ash, as their content of. organic 
yhosphates and sulphur is not balanced by salts of fixed 
bases with organic acids. In one series of the tests 
enough trisodium citrate was therefore added to the 


wheatmeal diet to produce an ash of alkalinity equal to 


that of the potato diet. 


effect on the utilisation of.the wheat nitrogen. 


Exrr. 3. Qomparison. of the value of the nitrogen of the 
potato with that of skim milk.—Diets were arranged to contam 
1.2 to 1.35% nitrogen, derived. respectively from dried 
potatoes and the dried household“ skim-milk at present 
on the market. * 


The growth of rats receiving the potato diet was inferior. , 


The nitrogen in the diet was therefore raised to 1:8% by 
incorporating in the diet a concentrate of potato juice made 
by evaporation in vacuo at low temperature. The perfor- 
mance of the rats was then equal to those receiving the milk 
diet containing 1:35% N, the average weight increases over 


a 5. weeks period being 43 and 48 g. respectively. Tbe 


milk ‘nitrogen was more economically used, however, the 
average g. wt. increase per g. N. ingested being 10-5, while 
the figure for potato nitrogen was 8-0. - 

Exrr. 4. Comparison between the proteins of wheat and 
casein and the protein of potato quice.— This potato protein, 
called tuberin by Osborne,and Campbell (1896), was separated 
by heat coagulation followed by sedimentation, centrifuging, 
washing with water and with 85% alcohol to remove.solanin, 
and drying (see Kon 1928). . . 

Diets were composed, to contain about 10% protein, from 
whole wheat, casein and potato. The rats receiving the 
potato protein did better than those on the wheat diet, 
although the proportion of protein in the diet was rather 
lower and the digestibility of the nitrogen much lower, the 


. 


As will be seen from the results 
Jof expt. 1 in the table, this alteration had no significant z 


tained on the potato and the 


A group of rats were main-. N 


adult. Mating took place at 8 


| . . 80 
Of 7 females on the potato & 


tion failed, however, and none 40 i 2 3 4 5 6 
were reared. Addition of 1 EEK S 

potato protein to raise the rage growth. 
8 of the diet poe wei Young ras in expe 3, receiving diet 

uring gestation to about 2:4% containing 14.4% e nitrogen from s 
had no effect. CRescmest, J % u; (GS duper 

Of 4 female rats consuming 1-45% N;: (H) suberin | | 
the ‘corresponding -wheatmeal included although the rats were 
diets, 3 produced litters con- "Ot littermates with the above. 
taining 8-14 young. Inf two cases the young, reduced in 
number to 5 and 6 respectively, were reared ;. they developed | 
very slowly and were much under weight. In one case extra 
wheat and less starch was given in the diet during gestation 
and lactation, to make the nitrogen content about 2 · 5%. 

Tbe proportion of nitrogen in all the above diets was far 
below that usually considered necessary for rearing young 
mammals. | £ er ae ee 

Discussion „ 

The results of these experiments show that, for support 
of growth in young rats from weaning onwards, as has 
already been shown for maintenance, the mixture of 
nitrogenous substances in the potato has a value as high 
as that of wheat protein. This unexpectedly high value 
cannot be explained in terms of the protein fraction 
alone, roughly 40% of the total. If it were attributable 
to protein alone, potato protein would possess nearly 
three times the nutritive value of wheat. proteins and 
about twice that of the mixed proteins of milk, which 
have gs high a biological value as those of any known 
foodstuff. The absurdity of such a conclusion is em- 
phasised by the results of expt. 4.. Kon (1928) when 
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comparmg the results of his tests with tuberin for main- 
tenance of nitrogen equilibrium in rats, with those of 
Mitchell (1924) who used the whole nitrogen of the 
potato, concluded that the non-protein nitrogenous 


constituents of the potato are well utilised by the rat 


for repair of the body tissues.” 

Our experiments indicate further that, although the 
non-protein constituents alone were incapable of support- 
ing growth, addition of them to the amino-acids set 
free by digestion of the protein, in the proportion of 
about 6 parts to 4, afforded 10 parts of a nitrogenous 
mixture which, weight for weight, was of about equal value 
for growth to that of the protein (tuberin) itself. Some 
20% of the non-protein N is asparagine and glutamine 
(Neuberger and Sanger) and neither aspartic nor glutamic 
acid are indispensable amino-acids. the other amino- 
acids contained in the non-protein fraction nothing is 
known beyond statements by various experimenters that 
they have discovered in it phenylalanine, lysine, histidine, 
arginine, leucine and tyrosine. This fraction is, however, 
evidently deficient in some of the 10 known indispensable 
amino-acids (see Rose 1938) and this deficiency appears 
to be met by a superabundance of these particular 
“ building stones ” in the potato protein. Coincidentally, 
an excess of one or more essential amino-acids in the 
non-protein fraetion may compensate for a weakness in 
the protein and so increase its biological value. The 
nutritive value of the mixture of nitrogenous substances 
in the potato thus far exceeds that of the true protein it 
contains and reaches a quality at least equal to that of 
the proteins of wheat. ; 


Summary . 
1. The value of the nitrogenous substances in the 


potato for supporting growth of young rats was found: 


somewhat greater than that of those in whole wheat, 
although the (apparent) digestibility of the potato 
nitrogen was lower and only about 40% of it was protein, 
whereas over 90% of wheat nitrogen is in this form. 
Addition of sodium citrate to the wheat diet in amount 
sufficient to make the 5 of its ash equal to that 
of the potato was without effect. 

2. The nitrogenous substances of potato were found 
inferior in nutritive value to those of milk, which showed 
a superiority to the extent of about 20%. 

8. A diet containing 9% of tuberin, the soluble protein 
in potato juice, was equal in value to one containing 11% 
whole wheat protein, but not equal to one containing 


11 {£ casein. 

. The drying of potatoes at a low temperature by the 
method here employed did not alter the nutritive value 
of the nitrogen or its digestibility. | 

5. The results summarised above can only be explained 
by assuming that some portion of the non-protein 
nitrogenous substances in the potato complement the 
amino-acids of its protein to produce a mixture of 
biological value not less than that of the protein itself. 
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BRITISH ORTHOPÆDIC ASSOCIATION 


. THE annual meeting was held in London on Oct. 29 
and 30, under the presidency of Mr. G. R. GIRDLESTONE 
(Oxford), whose address was reprinted in the Lancet of 
Nov. 13. It was announced that negotiations between 
the Royal College of Surgeons and the association were 
well advanced by which it was planned to establish the 
official headquarters of the association in premises of the 
college at Lincoln’s Inn Fields. The advantage to British 
surgeons of the integration of this and other special 
branches of surgical science within the domain of the 
parent body was not least of the many desirable features 
of such an arrangement. It was also announced that a 
joint e ining board for orthopedic nurses had been 
formed with the Central Council for the Care of Cripples. 
The joint advisory committee of the association and the 
British Empire Rheumatism Council had submitted to 
the Minister of Health a memorandum dealing with the 
future services for the treatment of chronic rheumatism 
and the codperation envisaged between orthopedic. 
surgeons and physicians specialising in rheumatology. ` 


TRAINING, RESETTLEMENT, REHABILITATION 


Mr. G. Gomme (Ministry of Labour) outlined the 
development of the Ministry’s interim scheme for training 
and resettlement of the disabled, influenced as it had been 
by the report’ of the Tomlinson Committee which had 
been accepted by the Government, the trade unions and . 
the employers. Some broad conclusions had been 
reached as the result of two years’ work. The arrange- 
ments for interviews with disabled workmen while in 
hospital (100,000 such have been completed) have proved 
successful. Broadly speaking, physical disability is not 
such a serious barrier to employment as had previously 
been thought. Although 70% of the disabled inter- 
viewed were back at work, it is open to question whether 
many of the war-time jobs arranged are suitable as 
permanent resettlement. The scheme has not yet been 
able to cope with that not inconsiderable group who for 
various reasons (usually psychological, but also general 
unfitness) are unemployable. It was apparent that the 
problem of resettlement can be solved far beyond 
expectations. With the greater information available 
under the Tomlinson scheme it was possible to develop a 
really satisfactory addition to our social services. | 

Mr. W. GISSANE (Birmingham), in describing the 
Birmingham experiment in accident treatment empha- 
sised its aim to provide a central hospital with entire 
control of hospital treatment together with the other 
auxiliary services which will achieve complete re- 


- habilitation of the injured workman either to his pre- 


accident job or until he is fit to combine his necessary 
treatment with productive work. For the latter the 
man is handed on to rehabilitation shops, of which it 
is hoped to provide a series to cover Birmingham. The 
work of one of these was described in a motion picture. 
There the hospital surgeon was concerned with planning 
jobs and progress in movements, power and duration of 
work. In the team was also the factory doctor and the 
shop manager, who was invaluable as an understanding 
technician in the planning and construction of apparatus 
and machinery—in taking the training out of the “ arty 
and crafty ” sphere so common in hospital, and in making 
the work suitable for the more important activity of the 
factory in which the workman was expected to earn his 
livelihood.. The main job at this place is industry's 
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responsibility. The final stage is the direct transfer of 
the workman. out of these shops back to the factory 


proper. The cycle of treatment is then completed. 


Major PRANE StincuFietp’(USAMO), with a motion 
picture prepared under the direction of Colonel R. L. 


Diveley, who was elected an honorary: member of the 


association at this meeting, described the methods 


employed in the US Army for the rehabilitation of the 
sick or injured. soldier. The film illustrated the work 
of a special reconditioning centre established in Great 
Britain, the purpose of which was. to graduate physical 
and mental re-education and training. through gym- 
nastics, physiotherapy, sport and field-work with an 


enlightened discipline and enterprise. 


SHORT PAPERS) hs 


i 


7 Major RALPH SoTo-HALL, (USAMC y discussed Lesións 
of the Articular Cartilage of the Patella, which were found 
to have a high incidence scarcely noted in the Anglo- 


American literature. Fractures in the cartilage of the 


patella without bone involvement are common and as a 


delayed manifestation is chondromalacia patelle. This 


Vas believed to be a form of aseptic necrosis and appeared 


as degeneration of the cartilage matrix.. Many Paver 


“have little disability if the area involved is small. 


‘the operations, partial. resection of abnormal cartilage, 
total resection of the articular surface, and patellectomy, 
the first was only useful in small lesions, the second. was 
unsatisfactory, but the third gave good results. Major 
Soto-Hall had done it in five cases; four with good or 


Excellent results, the remaining one not improved. In 
patellectomy care must be taken to restore proper tension 


in the quadriceps expansion by overlapping the tendon.. 


Major R. A. PATTERSON (USAMC) reported that in 
_ Fractures of the Upper End of the Tibia involving the 


Knee-joint excellent results can be obtained by. conserva- 


tive methods: aspiration of the hæmarthrosis, reduction. 


by compression or manipulation, and the institution of 
early motion, the next day passively and at about five 


days actively, in a Thomas splint with a Pearson attach- 


ment and traction. The improved control obtained by 
the incorporation of the patient’s thigh and the upper 
part of the splint.in plaster-of-paris was among the points 


demonstrated in a motion- picture. Major Patterson 


emphasised that in the army one must use a treatment 
that is easy, applicable to all surgeons, and -will return a 
man to.duty as a Soldier in the shortest time. 
‘Wing-Commander:..W. D. CoLTART (RAF) reviewed a 
series of Injuries of the Astragalus, which were'to be 
regarded as having an incidence. peculiar to the crashes 
of air-crews. He urged ‘the importance of complete 


' reduction of the subastragaloid dislocation or subluxa- 
tion which occurs in so many fractures of the neck of the 


talus. It is secured by plantar flexion but the displace- 


ment may recur when this position is relieved at the end 
of the first month. Posterior dislocation of the body is a 


surgical emergency, and it was of the utmost importance 
to reduce it at once. The body should be preserved when 
possible, even when in late cases avascular necrosis is 
present, for arthrodesis..will give. better results than 


. astragalectomy, preserving the height of the foot and the 


` 


leverage of the forefoot. If the whole bone or the body 


is irretrievable a second-stage fusion of the tibia to the os 


calcis should be planned rather than accept astragalec- 


tomy as a final result. “While deformity of the body 


following avascular necrosis rendered fusion inevitable 
it had to be remembered that mere radiographic opacity 
without deformity could resolve, if immobilisation, of the 


` contiguous joints had been begun before opacity appeared 


and was continued long enough for regeneration to occur 
(this might take as long as 37 weeks). In all fractures 
and dislocations of the astragalus the emergency treat- 


‘ment was of the utmost importance. . 


Mr: Sr. FJ. D. Buxton. (London) discussed Gunshot 
Wounds of the Elbow-joint in a paper published elsewhere 
in this issue. j 


Mr. R. WATSON-JONES (Liverpool) described his recent 


journey with other surgeons to Russia (see Lancet, Aug. 
14, 1948, p. 198), telling of-life, work, and recreation in 


this war-riven country, of the plodding workers, the 


courage of the soldiers, both men and women, the resource 
and energy of its doctors and nurses, and of the frightful 
difficulties so successfully overcome. A journey to the 


"as that among civilians. 
evidence that overcrowding had anything to do with the 


front line took the visitors through ‘a pleasant, fertile 
_ countryside surrounding many blasted and ruined cities 
to ‘tented', hospitals and others constructed by nurses. 


themselves in the midst of forest pines during quiet 


periods. They were impressed by the skilful organisation 
of casualty reception and clearance to well-equipped 


wards, in many of which beds were arranged in tiers. 
Present-day Russian medical service was a remarkable 
achievement, having grown from practically nothing 25 
years ago when there were only thirteen medical faculties 


for a tenth of the world’s population. _Now.the aim was 


to graduate 25,000 doctors a year. Russia, changiag 
month by month and becoming more ‘westernised; was 


on the verge of great things. The visitors had malle 

many friends among the surgeons and nurses of Russia; 
the Russians as a whole were easy to make friends with 
and worth understanding 
Prof. H. J. SEDDON (Oxford) gave an account of a 


recent epidemic: of Poliomyelitis in Malta (see Lancet; 
Oct. 30, 1943, p. 549). In the second half of 1942 affairs 


in Malta reached a crisis. Not only had the island been 
subjected to the most devastating bombing but there 


was such a shortage of food that the population, both 
civil and military, were feeling the effects seriously. In 


the middle of November there was an outbreak of polio- 


myelitis, beginning in the civilian population and affect- 
ing some 400 persons, almost entirely children under five. 
Two weeks later there was an outbreak among Service 
personnel, with a total of 60 cases. Investigation 
showed that the virus was almost certainly a native one. 
There was virtually complete immunity of the adult 
Maltese population and a comparative absence of. im- 
munity among non-native troops. Furthermore,- the 
mortality among the troops was nearly five times as great 
There was no convincing 


outbreak. Indeed, overcrowding had passed its peak, 
and the number of contact cases was remarkably small 
Malnutrition could not be blamed either, for in the 
neighbouring island of Gozo, where the food-supply was 


almost normal throughout, the incidence of the disease 


was much the same as in the main island. Owing to the 
great shortage of fertilizers permission was given in July 
to use raw sewage on farms there was no other way of 
bringing vitally necessary, crops to maturity. Thi 

measure was followed by an outbreak of typhoid fever, 


before the crops being fertilised had been gathéred. The 


devastation in the densely populated parts of the island 


‘encouraged the breeding of flies and it is possible that the 


typhoid was fly-borne. The ‘epidemic of poliomyelitis 


may also have been spread in the same way, but' it was 


also possible that.it had come from contamination of the 
water-supply with sewage. The chlorination, which was 
adequate for controlling contamination of the water with 
organisms of the enteric group, was inadequate for 
destroying the virus. Unfortunately, it was not possible 
to carry out any inoculation experiments, and the presence 
of the virus in the water-supply remains conjectural. 
In the majority of cases, the lumbar and sacral segments 
of the cord were much more severely affected than. were 
other levels, and there is little doubt that the portal of 
entry was mainly alimentary. 5 a 


“ROYAL SOCIETY: OF MEDICINE ` 

_ IN a presidential address to the section of proctology on 
Nov. 10, Dr. CUTHBERT D s analysed the results of 
treatment. of more than 1000 patients with n 
nag _ Cancer of the Rectum’ ss 
In the absence of lymphatic metastases, he said, the 
position of the tumour in the rectum has little influence 
in prognosis after excision, but in cases with glandular 
spread the survival-rates are slightly better for tumours 
of the upper and lower thirds than for the ampulla. The 
size of the growth is no indication of the extent of spread, 


bub deep ulceration is usually a sign of deep penetration. 


Rectal cancer rarely spreads upwards within the bowel 
wall for more than a short distance above the visible 
margin of the growth.. .. E eee 
Signs of intravenous spread have been found in 17% 
of operation specimens. If the intravascular’ growth is. 


firmly fixed and limited to the outer margin of the 
primary tumour it has about the same prognostic signi- 
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ficance as an isolated lymphatic metastasis, but if it is 
massive and associated with loose clots, emboli are almost 
certain to have passed to the liver. Patients with one to 
three lymphatic metastases often survive 5 years, but 
this 5th anniversary is rarely reached by patients with 
four or five. The position of lymphatic metastases is of 
even greater importance than the number. A survey of 
the extent of local and lymphatic spread in a large series 
of cases treated by a combined operation has shown that 
about half of these might have stood as good a chance of 
cure if a perineal excision had been done instead. In the 
other half the combined operation probably gave a better 


| chance. 


After surgical treatment most recurrences are manifest 
within 3 years, and it is very rare for a patient who has 
passed: the 5th anniversary of his operation to die of 
rectal cancer. Judged on 5-year survival, it seems that 
the surgical treatment given to these patients cured 
about half. After removal of the rectum for cancer, 
patients who survive 5 years now have as good an 
expectation of life as a control non-cancer population 

ill possessing a rectum. ore than 80% of A cases 
(growth limited to rectum) are cured by operation, and 
more than 60% of B cases (spread to perirectal fat but 
no glandular metastases) ; but unfortunately at present 
less than half the patients are operated on at these 
stages, and once lymphatic spread has commenced (C 
cases) the prospects of surgical cure rapidly decline. The 
disease is commoner in men than in women, but at the 
time of treatment it is generally more advanced in women 
than in men. After operation the survival curves follow 
a similar course for 3—4 years, after which there are 
more female survivors than male. For cases without 
lymphatic metastases the survival-rate is practically the 
same irrespective of the type of operation, but for those 
with lymphatic metastases the results of the combined 
operation (including abdomino-perineal, perineo-ab- 
dominal, and synchronous combined) show an improve- 
ment of 13% on the perineal. Recent improvements in 
surgical technique may bring this credit balance up to 
15% or 20%. 

In the period covered by this review, said Dr. Dukes, 
the treatment of rectal cancer by rectal surgeons reached 
a level never before attained ; but the results of surgical 


treatment generally throughout the country might be 


farther improved. One obvious way is for the special 
hospitals to provide more facilities for postgraduate 
study and the sharing of experience. The other is to 
make it better known that in its early stages rectal cancer 
can be completely cured, and that even in more advanced 
cases surgical treatment is often satisfactory. The chief 
need-of the day is earlier diagnosis and the best means of 
ensuring this is to awaken more interest in the disease 
and more confidence in the possibility of cure. 


MEDICAL SOCIETY OF LONDON 
AT a meeting on Nov. 8, with Prof. G. GREY TURNER, 
the president, in the chair, Prof. H. J. SEDDON spoke on 
Surgery of the Nerve Gap 
The power of the central end of a severed nerve to put 
out axons, he said, remains unimpaired for a very long 
time.- When the ends of a severed nerve are brought 


together regeneration depends not only on this power 


but on the formation of a conducting bridge of Schwann 
cells which grow for the most part from the peripheral 
stump. Nerve-fibres cannot attain maturity unless 
they find their way into the Schwann tubes of the 
peripheral stump. The proliferative activity of the 


‘Schwann cells reaches a maximum at the twenty-fifth 


9 and then declines fairly rapidly, though there is 
still some power of growth after a year. The out- 
growing axons may encounter other troubles; the 
Schwann columns in the peripheral stump shrink pro- 
gressively, so that many fibres may remain unmyelinated, 
and incapable of proper functioning. Degenerative 
changes in motor and sensory end-organs: are largely 
reversible in the early stages but long delay is harmful, 
especially to motor endings. He believes that primary 
suture is less satisfactory than early secondary suture, 
and: therefore inadvisable ; but every effort should be 
made to get the injured limb into such a condition that 
the nerve can be repaired within a few months or weeks 
of injury. ' 
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In end-to-end suture the surgeon must, he said, 
mobilise the nerve before performing any kind of 
resection. The central and peripheral stumps must be 
freed as far as is anatomically possible; most of the 
collateral nutrient vessels have to be divided, but the 
longitudinal supply is so good that this is rarely harmful. 
The gain from freeing the central and peripheral stumps 
is only about 3 cm., but is essential for what follows. 
Flexing of a neighbouring joint usually allows so much 
approximation of stumps that considerable gaps can be 
closed. One stump may be tethered down by branches, 
but every branch is bound to the main trunk only by 
epineurium and perineurium for several centimetres 
above the point at which it appears to leave it, and it is 
possible to gain considerable mobility by stripping the 
branches back to their real point of origin. This is 
done with a very sharp-pointed knife, and must stop 
instantly the moment the point of fusion of the branch 
with the main trunk is reached. If stripping does not 
give the necessary mobility the surgeon must decide 
whether he is justified in sacrificing one or more branches. 
He has to balance what he will Iose against what he will 
gain, but the distal parts supplied by a main trunk are 
on the whole more important than the proximal parts. 
Thus sacrifice of the branch to the brachioradialis in a 
lesion of the radial nerve just above the elbow is always 
justifiable if it allows good apposition of the cut ends. 
Transposition of the ulnar nerve gives a useful increase 
in length. Very large gaps have sometimes been 
closed by suturing the nerve with a joint in a position 


‘of extreme flexion. 


In the early days of this work, Prof. Seddon said, 
he and (the lamented) Highet had tried to outdo 


each other in the closure of large gaps by this method, 


and Highet had won by closing a gap of 17 cm. in 
the external popliteal; but when they came to survey 
results they found that the nerves had not regenerated. 
Thus the biological limit to success is stricter than the 
anatomical one. Postoperative stretching, in these 
cases, produced a traction lesion of far greater extent 
and severity than that for which resection and suture 
were originally performed. This point is more important 
in the lower than in the upper limb, for the patient 
must be able to extend his knee fully if he is to walk 
properly ; postoperative stretching is therefore maximal. 
In the upper limb, at the elbow, some compromise is 
possible, and postoperative stretching can be cut short 
at 30-45 of flexion—a position of useful function in 
the upper limb. Bulb-suture is sometimes used when 
the nerve ends are too far apart for resection and suture 
after full mobilisation. The ends are overlapped with - 
out resection and stitched together firmly, and post- 
operative stretching is begun immediately and usually 
completed in three weeks. He had used the method in 
5 cases, with 1 success and 2 failures; in 2 cases it was 
still too early to expect récovery. Bone shortening, lie 
said, has. been condemned as unjustifiable by Jocelyn 
Swan, but in cases of ununited fracture of the humerus 
with division of the radial nerve it is permissible. The 
problem presented by the nerve gap is serious. In the 
Oxford series there were 200 sutures, and 61 cases in 
which no form of direct repair was possible. Of the 61, 
only 27 had been dealt with by extraordinary surgical 
measures. There were 5 bulb sutures, 2 bone shorten- 
ings with nerve suture, 16 autografts and 4 homografts. 
In many of the 200 sutures the gaps that had to be 
closed were considerable and it is now certain that the 
prospect of recovery was spoiled by excessive post- 
operative stretching. Hence, about a third of all cases 
of nerve division require treatment by some means other 
than direct end-to-end suture. |. 

Speaking of grafting, he said that since it is necessary 
to close a gap in a nerve by providing a scaffold of 
Schwann cells, all forms of treated graft are useless. 
The histological. findings when such a graft has been 
used are no different from those seen when the axons 
have tried to bridge a large gap for which no kind of 
repair has been attempted. In rabbits, short auto- 
grafts of small diameter have been as successful as the 
results of primary suture. In man digital and facial 
nerve autografts have given good results. All grafts 
shrink, and should therefore be on the long side, or they 
pull away at one point of union. In 6 cases of digital 
grafting he had had 3 failures because resection of the 


- 


treated the grafts as foreign material. 
| . shown, he said, that skin homografts, after growing 
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8 stumps had been inadequate, 


cutaneous nerves to spare to make up a really long 
thick cable. He had used it in 6 cases with one good 
and one poor recovery and 2 failures ; in the remaining 2 
it was still too soon to expect return of function. In a 
patient with two serious nerve lesions, one of which is 
beyond hope of repair, it is sometimes possible to use 
an autograft from the irreparable trunk to bridge a 
large gap in the other: Heterografting is useless. 

Small homografts have been successful i in rabbits, but in 
man he had had no success in 4 cases. The body 
Medawar has. 


vigorously. for a few weeks, melt away and disappear ; 


and a second set of homografts, transplanted from the. 
same .donor while this reaction is at its height, dis- 


appears immediately. This evidence of the develop- 
ment of specific antibodies to the graft probably applies 
also to nerve tissue—which, like skin, is epiblastic. In 


the rabbit fibres can probably cross a small homograft- 


before the antibodies develop and disrupt the graft. 
But in man the development of immunity, probably 
wins the race against the growing axons, and destroys 
the graft before they can bridge the gap. 


To sum up: end-to-end suture is still the best form 


of repair for a divided nerve; mobilisation to bring 


together widely separated stumps has a biological 


limit which is stricter than the anatomical one; the 


ideal bridge is some sort of graft and. autografts work 
perfectly experimentally and after a little more work 


may prove extremely useful in man; homografts are 


not promising; , and heterogratte and all preserved. 


grafts. 


grafts are useless. 
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LELIO ZENO, professor of. surgery in the Rosario Medical 
Faculty. (El Ateneo, Buenos Aires. Pp. 337). i 


“WHEN a surgeon emplọys a scientific approach to a 
19 55 on surgical technique he is compelled first to out- 
line his personal medical beliefs before proceeding to 
detailed descriptions of procedure. his firm adher- 
ence to the Hippocratic tradition and to its modern 
scientific versiqn, especially the physiological school 


of Claude Bernard, Dr. Zeno belongs to that generation 


which is trying to raise surgery from a purely manual 
art to a science, or at least to give mere “art” a second- 
ary place ‘and to, insist on the prime importance of 
scientific principles. He brings out these points clearly 
in his book. The first. section is devoted to a descrip- 


tion of wounds, burns, infections, scars and grafts, and 


deals, with the use of inert substances in plastic recon- 
struction. He gives almost colloquially the results of 
his personal experience, at the same time discussing 


and analysing many surgical problems; the lesion and 


its treatment are always placed together. In the treat- 
ment of burns, he recommends the use of plaster-of- 
paris and puts forward his claim to have originated the 
use of plaster for this condition. In skin grafting he 
is a follower of Gillies ; he also describes bone and other 
The second section deals with the surgical 
technique of the various regions of the body ; ; it is well 


illustrated with photographs of cases and is probably 


the best part of the book. The third section is by 
Dr. E. Pizarro Crespo, the psychiatrist. He discusses 


-the psychological and social aspects of injury, mutilation 


and reconstruction. Taken as a whole, this book is one 


of the best contributions to the surgery of repair which 


has come from this notable ö school of the 


Argentine. 


Modern Treatment Year Book 194343. ' 
Editor: CROTIL P. G. WAKELEY, DSCLOND, FRCS. (Baillière 
for Medical Press and Circular. Pp. 260. 12s. 6d.) 
WHERE year books are concerned, the general practi- 
tioner seems to be as nebulous a person as is the intelli- 


gent layman to the writer of popular scientific works. 


The term modern,“ too, is apt to be used in a sense 


-which even Einstein might have some difficulty in 
defining. It is doubtful whether many GPs will be 


Cable grafts: 
have a limited application because no patient has enough 


8 < DI$CUSSION o, 

In the discussion. which followed W D. 0. 
Monro asked whether nerves should be sutured ‘by 
surgeons working. near the front: line, in the occasional 
case where the wound was a clean cut and likely 
to hèal by first intention. He said that he had been 
unimpressed with results of nerve-grafting in Russia. — 
Brigadier W. R. Bristow considered that no cases- 
ought to be treated at any hospital in front of the base, 
and that nearly all cases of nerve injury should be sent 
home. Under service conditions there are neither 


facilities nor time for this intricate kind of surgery. 


The most that the front-line surgeon should do is o 
anchor together the ends of a divided nervé, -which 


probably makes the task of the surgeon carrying out’ i ; 
secondary repair somewhat easier. —Sir James WALTON’ 
` recalled that eight years ago, in Paris, he had seen nerve 


gaps bridged with preserved spinal cord taken from the 
rabbit; it was claimed that functional recovery occurred 
as early as three weeks; but he had felt sceptical. 


— 


The CHAIRMAN asked Whether there was any special. g 


merit, as Ballance had claimed, in predegenerate auto- 
grafts. He thought Prof: Seddon a little impatient 
in condemning as hopeless the failures after resection 
and suture for large gaps. In some cases, of suture 
recovery hes been seen as late as ten years after operative 
repair, and it may well be that rates of regeneration re- 
garded as normal are inapplicable in complicatéd:cases.— 

Prof. SEDDON replied that late recovery might perhaps 
occur, not. because the regeneration in ‘the:nerve itself 


was slow, but because of very slow improvement at the 


periphery, especially in muscles.. Predegenerate grafts 
were superior to fresh grafts in only one ane oer 


were easier to handle. 


2 


attracted by an article on the PETERET of the modified 


Paul-Mikulicz operation for resectable cancers. of the 
right colon, but most of the articles supply information 


of value, though magnesium sulphate and morphine are ö 


both recommended in the treatment of nephritis a com- 


l bination liable to have disastrous effects. The outstand- 
ing contribution is that of R. C. Wingfield on treatment 


of pulmonary tuberculosis, a model of concise comm 
sense. Much of the volume is devoted to war medic 


and surgery, and the articles in this section are practical: 


and useful. Major-General Mitchiner’s introductory 
paper should be presented to every medical officer on first 
joining the RAMC;. written in his characteristically 
terse and racy style it could scarcely be bettered. Sa 


Handy Case-taking Schemes for- the Psychoses and 
Neuroses | 
A, SPENCER PATERSON, MD EDIN., FROPE,. Dip. Psych., 
sychotherapist to the Middlesex Hospital, London, 
Lewis. Ils.) 


Many doctors will welcome this card of instructions 
for taking a psychiatric case. It consists of two sheets 
placed back to back in a transparent envelope, one of 
them giving the general points which must be covered in 


the history and mental examination of any patient with 
mental disturbance, and the other dealing more par- 


ticularly with the questions that must be borne in-mind 


in examining neurotic patients. Although nothing can 


compensate for an awareness of what symptoms must be 
looked for and what hints followed up when the routine 
questions are being answered, a guide such as this assists 
the practitioner who was not taught as an undergraduate 
that there is as detailed a technique for mental as for 
physical examination. There is a notable. omission on 
the card; a heading should be inserted referring to the 
patjent's war service, whether as a civilian or in the Armed 
Forces. It should also be made clearer than it is that 
an examination of the mental state, apart from the 
history, is as necessary in neurotic subjec as in the 
insane. The patient’s personality and fa 
is rather unwisely mentioned under the heading history. 
of present illness,” as well as in a separate. place. - 
chondriacal traits of personality are important eee 
to be mentioned specifically. Sibs' is an. 
word to many doctors: brothers and sisters would 
be preferable. The card will serve a very useful purpose 
if it induces doctors to investigate their functional 
cases and so come closer to 8 them. 


ily, history . 
~Hypo- | 
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HOSPITAL DIET 
ONE of the shortcomings of medical organisation is 
the time lag between the proof that a discovery has 
value and its general adoption. A recent memo? 
published by King Edward’s Hospital Fund for 
London suggests that advances made in nutrition 


during the last twenty years are. no exception to this 


ae: SE See ee Oe ee 


hundred calories. 


1. Hospital Diet. From tho secretary, 


rule and that in the very section of the community 
where their- truth is most emphatically recognised 
they are not thoroughly applied: ‘The memo describes 
an investigation planned to show the nutritive value 
of representative diets provided for patients and for 


the nursing staff in three general hospitals of 150-250 


beds. The diet selected for analysis was removed in 
the ward, after it had been served as it would have 
been handed to the patients, and the helpings were 
representative. The same procedure was adopted in 
the nurses’ dining-room. The results are disquieting : 
on the (questionable) assumption that a man of 10 st. 
requires only 1690 calories daily and a woman of the 
same weight 1450, hospital Y provided enough food 
but hospitals X and Z were both deficient by several 
Hospital X was deficient in protein 
for men and women and in vitamins A and C, hospital 
Y was deficient in protein for men and vitamins A and 
C, and hospital Z in protein for men and women, iron, 
calcium and vitamin A. Allowing for their strenuous 
occupation the nurses did not appear to fare much 
better. Assuming that a nurse requires between 
2100 and 2500 calories, the nursing staff at hospital X 
did not get enough to eat and also went short of 
vitamin C; / at hospitals Y and Z they lacked vitamins 
A and C, and at hospital Z iron as well. 

The results obtained in these three hospitals raise 
an uneasy suspicion that the same state of affairs 
exists in many others. To resist and overcome 
infection and to heal wounds under the best possible 
conditions a full well-balanced diet is essential and it 
seems reasonable—particularly for hospital patients 
and nurses—to err on the side of too much rather than 
too little. The nursing staff, living strenuously with 
limited recreation, relatively low pay and constant 
exposure to infection of all kinds, deserve the best 
food that medical knowledge and organisation can 
provide. Dietetic needs are now too clearly defined 
for deficiencies to be excused on grounds of ignorance. 
The memo suggests that in the past finance has pressed 
far more hardly and unfairly on the catering depart- 
ment than on other services of the hospital, such as the 
dispensary. But food should be regarded as one of 
the essential remedial services offered by hospitals. 
The function of a dietetic department of a hospital is 
discussed, with special reference to organisation, 
planning of diets, buying, preparation and cooking of 
food and serving of meals. Bad cooking, monotonous 
menus or inefficient service may each spoil the value 
of a meal to the patient. To serve appetising meals 
day after day to several hundred sick people is a 
complicated problem, and it is suggested that the 
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dimy i in every hospital should be planned by a 
qualified dietitian working in codperation with a 
permanent catering or food service committee, 
representative of the ‘medical, administrative and 
executive staff. This plan has been tried successfully 
at the General Infirmary, Leeds. Improvements in 
catering do not necessarily lead to a corresponding . 
increase in expenditure, for, as the memo points out, 
waste may be prevented and organised group- buying 
may lead to improvement in quality and reduction in 
cost. In any case expense does not necessarily mean 
tastiness; many a wholesome diet built up on a 
scaffolding of calories and international units leaves an 
unpleasant taste in the memory which can only be 
effaced by a cheap and dubious dinner in Soho. Tepid 
rice pudding, or congealed gravy, or the same familiar 
fish with its coating of salmon-coloured sauce arriving 
day after day, daunt the stoutest appetite and drive 
the pale convalescent back to his barley water. It 
sometimes seems the psychic flow of gastric juice in the 
stomach of Alexis St. anaes was poured out in vain. 


-SPINA BIFIDA, HYDROCEPHALUS AND 
OXYCEPHALY 


THE surgical treatment of developmental abnormal - 
ities of the brain and spinal cord has always been 
enveloped by gloom, and many would hold that in. 
fants with extensive maldevelopments at birth should 
not be encouraged to live. Those which do survive 
are a depressing problem for the padiatrician, 
neurologist and orthopedist, among others, and not 
least for the parents, who soon realise that our efforts 
are poor ones to make the best of a bad job. IN- 
GRAHAM and his associates 1 hold that this pessimism 
is unwarranted. From their study of 546 cases at 
the Boston Children’s Hospital they find that 30% of 
patients with spina bifida and 34% with encephalocele 
may expect a relatively normal life. They realise, of 
course, that good results depend as much on selection 
of cases as on operative technique; no amount of 
operating will benefit paralysed limbs and sphincters 
if the spinal cord has not developed, or if the relevant 
neural elements are hopelessly entangled in the hernia. 
These cases are mostly easy to recognise, but with less 


gross abnormalities the most careful judgment is 


required to decide whether an operation will simply 


. prolong the life of a hopeless cripple, or will leave a 


child who can expect a reasonably normal life. The 
decision may be easier at the end of a year or eighteen 
months than shortly after birth; neurological 
abnormalities will then be easier to assess, as will the 

mental state, and the detection of other serious 
abnormalities such as hydrocephalus may contra- 
indicate operation. The indication for operating 
earlier in life is impending rupture of a thin-walled 
and imperfectly epithelialised hernia in an otherwise 

hopeful subject. In later childhood, progressive sensori- 
motor’ or sphincteric disturbance, associated with 
spina bifida, demands operation; in many of these 
cases the spinal cord or cauda equina is tethered 
at the site of the vertebral defect, and the elongation 
of the trunk causes tension by traction which may be 


relieved by operation., INGRAHAM maintains that 


1. Ingraham, F. D. and ene Hana New Eng. J. Med. 1943, 228, 559: 
ham, P. D. H. fbi 


Ingraham, F. id, D. 631; Ingrüham 
F. D. and Lowrey, a pani P. 748 Ingraham, F. D. and 
Matson, D. D. p. ; am, F. B. and Scott, H. W. 
jun. Zoid, 1943, 229, 108. 
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‘hydrocephalus: is never caused by repair of a -spina 


bifida, and that in cases in which it seems to develop 


after operation in early infancy it would have hap- 


subjects this seems reasonable. 
‘amounts to excision of the hernia, care being taken to 
Preserve all the contained neural elements, except 
those which obviously end in the sac. 
©. attempt is made to repair the skeletal defect, but great 


\ 


pened anyway. In view. of the frequency with which- 


the two abnormalities are associated in ‘untreated 
. The operation usually 


No elaborate 


care must be taken to ensure an accuratè and firm 
skin closure, and this may demand a good deal of 
ingenuity. Of as much importance are the post- 


operative nursing measures to lessen the risks of wound 
infection and leakage of cerebrospinal fluid; the 
oreditably low operative fatality-rate of 15% is a. 


tribute to these measures. The subsequent manage- 
ment may include orthopedic treatment: for partial 


_ paralyses, and coöperation between the neurosurgeon 


and orthopedist will produce the best final results. 
Infantile hydrocephalus has also been receiving 


| attention from neurosurgeons, and again recent work 
suggests that this condition is not uniformly hopeless. 


PutNaM ? points out that enlargement of the head in 


- . infancy may be due to a subdural collection of highly 


proteinaceous fluid which is probably the residuum 
of a hematoma and can be dealt with easily and 
effectively by, aspiration. Benign tumours may 


obstruct the circulation of cerebrospinal fluid, and 


these may be dealt with by operation. But there is a 


larger group of cases in which the increased pressure 
and consequent enlargement of the head are due to 


more subtle causes which are difficult to demonstrate 


Ain some cases, obstruction to the circulation of the 
cerebrospinal fluid can be inferred, of demonstrated. 


as in stenosis of the aqueduct of Sylvius ; in other 


cases no such obstruction can be found, and it is 


Presumed that there is some disproportion between 


the secretion and absorption of the cerebrospinal fluid. 


Working on this premise, DANDY attempted to reduce 


the secretion by. extirpating the choroid plexus, and 


reported a small series, of cases so treated in 1918. 


The operation carried a high mortality and was never 
widely practised. More recently, Purnam? and 

-  §carrr® have shown that the choroid plexus of the 
‘lateral ventricles can be destroyed by endoscopic 
This method obviates the neces- 
_ sity of an open operation and the resulting collapse of 
‘the brain (and skull) in DAN DS procedure, and the 
risks of operation have been greatly reduced. The 


electrocoagulation. 


s, published reports:show that the operation is effective 


in some cases, and it certainly deserves a more 
extensive’ trial. As with spina bifida and encephalo- 


cCele, selection of cases is important the operation 
should not be done in cases of obvious mental defi- 
- ciency or in the presence of other gross congenital- 
abnormalities. 
encephalocele, the hydrocephalus may develop so 


But in contrast to spina bifida and 


rapidly that the passage of time cannot be allowed to 
help in the selection. This means that some infants 


must be dealt with before it is possible to make a 


willing to accept this risk however. 


reasonable assessment of their mental development, 


and there will always be the risk of preserving the life 
of a hopeless defective. Few parents would be un- 
At present this 


2. Putnam, T. J. Surg. Gynec. Obstet. 1943, 76, 171. 
3. Scarff, J. E. Amer. J. Dis. Child. 1942, 63, 297. 
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procedure seems to be more promising than any 
hitherto advanced for t the treatment of, infantile 


hydrocephalus. | 
At the other extreme, the sutures in the skult. may 
close abnormally early, and thus limit the normal 


growth of the skull. This may be a manifestation of 


microcephalic idiocy in which the brains does not 
develop and the small skull is adequate Hoũsing. In 
‘other cases the brain may continue to develop and 
becomes too large for its case, with a resulting increase 
in intracranial pressure which causes ‘headache and 
visual failure from secondary optic atrophy. -Various 
deformities of the skull are associated with premature 


closure of the sutures, such as oxycephaly, turricephaly- 


and scaphocephaly. In those cases in which increased 


intracranial’. pressure is manifested by headache, 


visual failure from secondary optic atrophy, and 
convolutional thinning seen in the radiograms, the 
pressure may be relieved: by extensive craniotomy. 
Kine‘ has devised and practised with success an 


operation which almost amounts to tesselation of the 


vault of the skull; a number of trephine -holes are 


made and these are connected by saw cuts to convert 


the vault into a jig-saw of little squares of bone. The 
dura is not opened, but the need of the decompression 
is shown by the fact that the dura immediately 
expands to separate the fragments slightly, and after 


the operation the pressure signs and symptoms abate. 


The skull increases in size, and subsequently union 
takes place between the fragments to afford an 
efficient protection for the brain. These cases are 
not as common as infantile hydrocephalus, but KxNo's 
results show that operation can help in selected cases. 


. TERMINOLOGY 2 
Mx will read with pleasure Sir ALMROTH 


_WricuHt’s remarks on faulty nomenclature and some, 


who not only admire his loyalty to logic but share 
his classical tastes, will remember the liné Jam senior, 
sed cruda deo viridisque senectus: Medical Me 5 
who habitually use case and patient 

synonyms may be diffident about j joining Sir Anion 


in stoning the statisticians ;` we are not quite sure 


that the veteran: protagonist himself ‘has accurately 
described the statistician’s use (or misuse). of the 
word significant.“ We think that when a statis- 
tician says that the difference between two averages 
is significant he means that the difference between 
them—whether 10, 20 or 100 per cent.—is so great 
that if the samples compared had been drawn from 
the same universe (or population) it would be an 
event expected to occur by chance not oftener 


than once in many trials. The arithmetical 
translation of many is a matter of convention: 


conventionally not oftener than once in 22 trials is 
a usual translation. But this emendation does 


nothing to invalidate Sir ALMROTH’S general argu- 


ment. The gravamen is that words like significant, 
chance, control which have a vague, 
everyday connotation—are used sometimes in 
narrowly technical senses, sometimes ambiguously, 
with resultant logical confusion. 

One way of avoiding this is to invent new technical 
terms. KARL PEARSON was fertile in such expedients. 


Some of his words nomio heteroskedasticity, for 
and we, think Sir 


instance delighted Mr. Punch; 
4. King, J. E. J. ANEN, Surg. 1942, 115, 488. | 
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ALMROTH's se- ipsic would have delighted Lewis 
Carroll, whose portmanteau words deserve the 
tribute of more than a smile. Mimsy,” for instance, 


defined by Humpty Dumpty as flimsy and miserable, 


and rendered by moestenuis in Dr. P. R. Brinton’s 
translation of The Hunting of the Snark, might be 
quite a useful term for melancholic patients (not 
cases) who were emaciated. Dumpty himself pre- 
ferred the less logical (or statistical) method of making 
“glory mean a nice knockdown argument; some 
statisticians (or users of statistical methods) make 
ificant mean just that and are open to Alice’s 


retort that it means no such thing. Logically Sir 


ALMROTH’S plea is unanswerable, but it is hard to 
persuade men to be logical in their use of words, 
and quite impossible to prevent a gradual change of 
connotation theresult of which is at the best confusing, 
at the worst terrifying. Had St. THomas AQUINAS 
known Greek and—as we are sure Sir ALMROTH 
would have advised—retained ARISTOTLE’S technical 


: words for what became in common parlance substance 


and form, fewer human beings would have been 


i burned alive. 


To be safe, a new technical vocabu- 
lary must be constructed every few generations. 


But as Latin and Greek are now, statistically speaking, 
very dead languages and Sir ALMROTH favours a 
Latin or Greek terminology, there is perhaps some 
hope of relative stability. If only he can persuade 


the young to use his very good and new terms. 

It is important that the technical term shall not 
have already acquired an indelible colour. For 
instance, the psycho-analytical term libido is, 
linguistically speaking, quite adequate. Reference 
to Lewis and Short will satisfy the student that it 
was used by writers of the best period in a sense 
which is not utterly different from the Freudian 
significance. But, unfortunately, these writers used 


: the adjective libidinosus always in an opprobrious 


sense, and the adjective in that sense passed into 
standard English. So the term has acquired an 
indelible colour—the wrong colour. Sir ALMROTH 
WricHt does not make that mistake. Se-ipsio is a 
first-class word. 


Annofations 


RETURN OF THE DISABLED 
LiKE other agencies of its kind, the regimental associa- 


tion of the Loyal Regiment is concerned about what 
happens to ex-Servicemen on their return to civil life, 


and it has lately submitted its views to the Minister of 
Labour, to the Minister of Pensions, and to Mr. George 
Tomlinson, chairman of the Interdepartmental Com- 
mittee on Rehabilitation. It believes that the interim 
scheme of the Ministry of Labour for the resettlement of 
the disabled is not entirely satisfactory and that thou- 
sands of men are being discharged to civilian life without 
being interviewed by a representative of the Ministry 
and in consequence often are directed to employment for 
which they are not physically fitted. It also holds that 
there is a shortage of training centres, and that changes 
are required to make the existing procedure more 
effective. The method at present adopted by the 
Ministry of Labour is wrong where a disabled man is 
allowed to drift into employment irrespective of his medi- 
fal need: if on the other hand the Ministry of Pensions 
dealt with these cases, all papers would be available, 
together with the medical officer’s recommendation as 
to type of employment. In the opinion of the associa- 
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tion, the Ministry of Pensions might well undertake to 
train Service disabled personnel for civilian life. 

Experience has shown that, left to themselves, men 
invalided out of the Services fare badly —medically, 
socially and in relation to work. But it has been demon- 
strated + that a procedure based on the mechanism of the 
Ministry of Labour’s interim schemé can be of material 
assistance. It is probably true, as the Loyal Regiment’s 
association has pointed out, that the procedure of the 


interim scheme sometimes breaks down because of failure 


to secure an enlightened estimate of the man's working 
capacity in relation to work likely to be available for 
him, or because of failure to ensure that necessary 
treatment is provided in non-pensionable cases as well 


as in these ranking for grant, or from lack of follow-up 


to see that the men have been able to hold the work in 
which they have been placed or which they have found 
for themselves. An investigation into a large series of 
these cases in Scotland showed that the men's difficulties 
were many and varied and that in nearly 20% of cases 
it was necessary to take exception to the course they 
adopted. In the Scottish series, within six months of 
leaving the service, 65% received care from their own 
doctor for the condition responsible for their discharge, 
whilst 16% received hospital care. Six months after re- 
turn to civil life 16-5% were unemployed, 40% had gone 
back to their old work, 39%had taken up new work with- 
out training,and 4:5% had taken up new work with train- 
ing under the interim scheme of the Ministry of Labour. 
Some 26% of the men made false starts at work at which 
they were unable to continue. 

Probably the results in the Scottish series were obtained 
only by a determined effort to do what could be done for 


the men, medically and in relation to their work; and. 


clearly the Scottish report involved that measure of 
follow-up so necessary in these cases if we are to prevent 
unfortunate experiences of the type to which the regi- 
mental association of the Loyal Regiment refers. But 
it is doubtful whether a rigid line should be drawn be- 
tween Service and non-Service disabled. Their require- 
ments in terms of rehabilitation and resettlement are 
essentially the same, and surely it is scarcely: accurate to 
say that the Ministry of Labour is only training disabled 
civilians for work. The fact is that the Ministry of 
Labour is training, and is doubtless prepared to train, 
any disabled likely to benefit from such training, irre- 
spective of the origin of the disability. But it is import- 
ant that the work of fitting disabled people into work 
compatible with their disabilities should receive the care- 
ful approach it demands: it ought to be, in each region, 
a first charge on the energies of some knowledgeable and 
sympathetic person able and willing to reconcile the 


needs of the individual with available resources. 


The Minister of Labour has declared his hope that 
this Parliamentary session will see an act passed obliging 
employers to arrange that a proportion of their work- 
people shall be men or women disabled in the Services 
or in industry. Compulsion will thus be used to spread 
the. responsibility voluntarily undertaken since the last 
war by employers on the King’s Roll. i 


DOMESTIC . SHORTAGE IN HOSPITALS 

Ir is to be hoped that the Government’s adoption. of 
the Hetherington report on domestic staff employed in 
hospitals will result in the action needed to remedy the 
serious situation in many hospitals. The suggested 
terms of employment were given on p. 618 of our issue 
of Nov. 13. The hospitals have suffered badly from this 
domestic shortage, and should not be blamed for difficul- 
ties which are not all of theirown making. For example, 
in some of the up-graded hospitals quarters for domestic 
staff do not exist and short of new buildings cannot be 
provided. Medical staff are putting up with conditions 


1. Health and Industrial Efficiency, Scottish Experiments in Social 
Medicine. Department of Health for Scotland. HMSO. 1943. 
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| which: could not be tolerated exoopt' as 1 of the gacrifice 


of war, and many nurses are still in billets which aré.a 


poor substitute for a-nurses’ home or residence. This 


domestie shortage. 


brings home the fact that the Hetherington Committee's 


desire for canteen facilities may require brieks and 
` mortar to complete: the picture. 


‘But there are bright. 
spots; Professor. Nixon tells, us in a letter on another 
page that despite vicious air bombardment some of the 
Bristol hospitals have: not . suffered severely. from the 
One of the most important reasons 


for this is the status and consideration given to domestics 


in these’: ‘hospitals. A -peace-time tradition of strong 


. loyalty, both to city and hospital, has not been upset.. 


by the upheaval of: war. 


at the head. 


Long and faithful service is 
tangibly : recognised. Quarters and food, are good, 
reasonable: off-duty time, leave and. allowances are 
provided, and the domestic staff wear an. honourable © 
badge or uniform. Here are most of, the. essentials of a 
contented service, and to these is added: the most 
important condition of all—wisdom and- ee 


l CALCIUM. SULPHADIAZINE | 
e often arise when it is desirable to nde 


„ , sulphonamide: parenterally ‘either because rapidity of 


action is required or because the patient is vomiting or 
— comatose. - 


In such cases it is the accepted prattice to 
inject the sodium salt intravenously or intramuscularly. 
The intramuscular route is the easier one to use, but it 


tends to cause necrosis of the muscle at the Bite of 


injection on account of the alkalinity of the sodium salts. 


Sodium sulphapyridine and sodium -sulphathiazole are 


particularly alkaline, and even sodium sulphadiazine, 


which is less alkaline, causes tissue- irritation and tender- 


ness if a concentration of 3-5% is used for subcutaneops 


injection. 
trial has been made by Nelson and Spink? of the less 


In attempts to circumvent this difficulty, 


alkaline calcium salts. Calcium sulphadiazine is 


_ . soluble about 5:1% at 25° C. and the pH of the solution 
is 8-5 (neutrality, T4): 


It was given to 24 patients as 


4 4% solution, an initial dose of 4 g. being injected 


injection. 


subcutaneously, followed by two doses each of 3-g. at 
12-hour intervals. The blood-concentration curves of 
sulphadiazine resulting from these injections were: 


- closely similar to those produced by injection of sodium ` . 

- gulphadiazine, the concentrations of total drug ranging 
from 7 to- 15 mg. per 100 c.cm., and the therapeutic 
action was what would be expected from these levels. 
Locally, no ill effects were observed. It should however 
be noted that the evidence for the absence of local 
damage depends only upon clinical observation; histo- 


logical examination of the site of injection may reveal 
appreciable tissue damage produced by substances which 
have apparently caused no pain or swelling. But when, 


calcium sulphathiazole: (pH of 5% solution, 8.8) was 
employed; as a 4% solution injected: subcutaneously, 
it caused redness, ‘induration and pain at the site of 


injection in 3 ‘out, of. 5 patients ; accordingly calcium 
sulphathiazole is not recommended. for subcutaneous 
If these results are confirmed, the use of 


calcium sulphadiazine may offer a. (slight) e for 


* 


2. White, P. D. and Jone 


parenteral administration. 


„ FAMILIAL AURICULAR | FIBRILLATION - 
Ir is wise to suspect thyrotoxicosis in the patient with 


7 auricular fibrillation and no cardiac Jesion, but even after 


careful investigation there is a residuum of such cases 
where the cause remains a mystery.: Among 376 cases 
of auricular fibrillation analysed by ‘White and Jones 2 
there were 30 apparently free from heart disease.“ 
In a few cases in this small group arrhythmia seems to be 
familial : Wolff è records auricular fibrillation in two sets 
of brothers, in none of whom could an organic cause be 
found. In one of these families he found the condition 
1. Nelson, O. T. and Spink, W. W. Ame, J. med. Sci. oe 206, 316. 


s, T. mer. Heart J. 1928, 3, 802. 
3. Wolff, L. New. Engl. J. Med. 1643.2 229, 396. 


and 2 years ; 


lesion. 
_ lives that there could scarcely have been much wrong with 


“practice. 


patients with diabetes insipidus. 


Was well tolerated for at least eight months. . 


in. 3. brothers. The heart of the eldest was said to have 


been irregular at birth, and from the age of 7 years he 
‘had. had a grossly irregular pulse. 
Wolff in 1927, at the age of 25, the presence of auricular | 


When first seen: by 


fibrillation was confirmed by the eléctrocardiogram, and 
the ventricular rate was 80 per minute. Normal rh 


was achieved by quinidine following digitalisation, but 


after several relapses, in which normal rhythm was always 


restored by the same method, the man refused further | 
treatment, and when last seen in the early part of this year 


—16 years after the initial diagnosis—auricular fibrillation 
was still present and he was leading a normal, active life. 
In the other two brothers, aged 31 and 24, the heart was 


said to have been irregular since childhood and at the time 


of examination the ventricular rate was relatively slow— 
70 and 80 per min. In both, normal rhythm was 
restored by digitalis and quinidine. ` In the other family 
2 brothers, aged 35 and 25, had paroxysmal auricular 
fibrillation, the arrhythmia having been present for. 10 
both were leading active lives, one being 
a- physical director. In the elder brother a paroxysm 
persisting for 6. months. precipitated congestive heart- 


failure, and though subsequently he “was able to carry 
on well, when last scen, 11 years after the original diag- - 
nosis, the transverse diameter of the heart had increaséd, 
from 14-1.cm. to 14:8 om. In the first family, one 


of the brothers had had nose bleeding as a child and 
the other two growing pains; but if the arrhythmia 
had been due to a rheumatic infection there would 
almost certainly have been some evidence of a valvular 
Moreover, all three brothers led such: active 
their myocardium. Wolff suggests that the arrhythmia 
may have been due to excessive vagal action, quoting 


as a possible sign of such preponderant vagal tone 
the slow ventricular rate and the fact that on the return 
of normal rhythm there was definite sinus arrhythmia, 

The irregularity said to have been, present at ‘birth. in 


the eldest brother is more likely to have been due: to 
sinus arrhythmia than 0. congenital auricular fi brilla- 
tion. These cases provide striking evidence of how 
benign auricwar fibrillation can. Pe, oven en main- 
tained over. long periods. $ 


USE OF ZINC. TO DELAY ‘ABSORPTION - 
THE demonstration ‘that the addition of zinc. salis 


would prolong the hypoglycemic. action of insulin: in 


laboratory animals was rapidly utilised: in -Clinical 
Experiments showed that the action was due 
to a slowing of absorption from the injection site, and 
subsequent research showed. that this principle could also 
be used to prolong the action of pituitary gonadotrophin, 
the antidiuretic Principle of the posterior pituitary, 
histamine, adrenaline, and morphine. Thus the retarda- 
tion is not confined to a single type of chemical substance, 
and it i is difficult to see why the success that attended the 
use of zinc insulin ‘preparations did not foster clinical 
research in similar applications of zinc. At least one 


clinical report has, however, appeared i in which Foldes ! 


shows that it is possible to prolong the action of adrenaline, 
thiamine, and posterior pituitary antidiuretic factor by 


adding zinc to them. In the case of the posterior pituitary 


extract 0-4 iu. alone or with the Addition of O- “1% 
zinc was injected into two normal. people and three 
‘The addition of gino 
greatly prolonged the antidiuretic action in all cases, so’ 
that the diuresis following the ingestion-of 1000 ml. of tap 
water, which started after 14-4 hours when the extract 
was injected alone, only started 4-8 hours after the 
ingestion when zinc was added to the extract. In the 
diabetes insipidus patients daily injections of 10 i.u. of 
postpituitary extract with added zinc reduced the wates 
intake and urine output by 30-50%, and the treatment 
Similar 


1. Foldes, F. F. J. clin. Invest. 1943, 22, 499. 
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results could only be obtained by i two or three injections 
daily with the pituitary extract alone. A further advan- 
tage of the zinc-fortified extract was that the undesirable 
side effects, such as abdominal cramps, pallor and vertigo, 


which were often produced by the normal extract, did not 


appear. Whether this form of retard pituitary extract 
offers any advantages over the preparation of Pitressin 
tannate in oil awaits controlled clinical comparisons. 
Similar prolonging effects have been obtained by Foldes 
when zine is added to adrenaline or thiamine. In the 
case of adrenaline the rise in blood-sugar concentration 
was slower and the return to normal retarded with zinc- 
adrenaline, and the total effect as measured by the area 
bounded. by the blood-sugar curve may be increased by 
40%. This preparation was shown to have advantages 
in the treatment of asthma and when applied locally in 
dentistry. Here again the side effects caused by the 
general action of adrenaline disappear and the local 
anesthetic action is lengthened. The delay in the absorp- 
tion of thiamine produced by the addition of zinc 
was also considerable. The total amount of thiamine 
excreted in the urine within 24 hours of the injection was 
considerably diminished, usually by about 50% ; acurve 
of the excretion was also altered, for whereas 50% of the 


day’s excretion appears within an hour after the injection 


of thiamine alone this value is only obtained 3 hours after 
the injection of thiamine with zinc. Foldes points out 
that the delay in absorption depends not only on the 
concentration of zinc in the solution but also on the 
density of the subcutaneous tissue at thé injection site. 
He makes his injections in the gluteal or thigh regions, 
and finds that the concentration of zinc necessary to 
produce a maximum prolongation of effect is much less 
in man (0-06-0-1%) than it is in rats or rabbits (0.5— 
1.2%). Fortunately solutions containing 0-12% of zine 
can be injected subcutaneously without producing gross 
local reactions or discomfort. Daily injections of such 
concentrations were made for as long as six months 
without producing any general ill effects. This is not 
surprising when it is remembered that man usually eats 
5—10 mg. of zinc every day in his food. Altogether these 
results suggest that the addition of zinc to injection 
media is worthy of closer clinical study. - 


PAYMENT OF HOSPITAL CONSULTANTS 

Tue visiting medical and surgical staff of Grimsby 
and District Hospital have asked for payment for their 
‘services, and the management committee have agreed 
in principle. No doubt when the comprehensive medical 
service is introduced, and specialists are provided for the 
whole population at the public charge, payment for 
hospital work of consultant physicians and surgeons will 
be a part of the cost; the principle has already been 
adopted by the British Hospitals Association. Before 
there was any prospect of such a service, with the 
introduction of contributory schemes all over the 
country there had been an accelerating change in the 
status of hospital patients. No longer the poor and 
needy of a century ago, they are now poor chiefly in 


relation to the high cost of their medical needs. Many, 


indeed most, hospital patients have habitually paid their 
family doctors in one way or another for domiciliary 
service. A great deal of the treatment at one time given 
by the doctor is now provided in or at hospital, and there 


is justice in the claim that payment for it is still due to the 


profession. Many voluntary hospitals receiving large 
sums from contributory schemes have already agreed 
to pay honorariums to their medical staffs. In some 


cases money has been allocated to a staff fund ’’ which 


is at the disposal of the members of the staff in their 
medical committee. In some, payments are made to the 

members of the staff direct; in at least one case the 
amount is graded according to seniority, which presum- 
ably is a measure of length of service; a senior surgeon 
in this instance receives £800 a year. Before the war 
there were already part-time surgical appointments, 


- recurrent 


mainly in Fonnexion with the treatment of fractures, 


where a salary was paid for a fixed term of years, 
during which the surgeon would be establishing a 
private practice in the neighbourhood. In some hos- 
pitals the visiting staff have agreed that they will not 


accept any payment for clinical work unless the mainten- 


ance costs are exceeded by receipts from patients. Some 
hospitals have appointed general surgeons on a salaried 
basis where the existing staff of the hospital are not of 
consultant rank and there are no suitable consultants 
practising in the district. Again, there are payments to 
members of voluntary hospital staffs for work done for 
local authorities and paid for by them. The Cancer Act 
clearly contemplates payment for services as well as for 
maintenance, but neither here nor under the Beveridge 
‘Assumption B is the cost of such services fully estimated. 
If the highest skill in any profession commands financial’ 
reward on a high scale, and Parliament decides that the 


‘highest skill shall be at the service of every person who 


needs it, it will have to be paid for handsomely. If it be 
not so paid, within a generation there may be no highly 
skilled people to hire. This is not to suppose that all a 
doctor’s work will ever be paid for; the best service a 
doctor can give is something that cannot be bought. 

In one voluntary hospital after another—it was heard 
lately at Swansea, and Grimsby follows suit—the 
voice of the administrator is raised over the question of 
the new status of doctors and its implications. Should 
a paid servant of the governing body have a seat and a 
vote at its deliberations? It raises once again the 
question advisory ” or executive.“ 
Purely advisory committees are invalids from birth; their 
expectation of life is brief. There is, however, no reason 


. why a committee, advisory in function, should not be 


maintained in healthy vigour by the delegation to it of 
specified executive functions ; and by rights to initiate 
policy proposals, and to publish reports. Even in the 
matter of finance, which is sacrosanct from those who in 
one case are potential beneficiaries, or in another have not 
withstood the test of the hustings and been elected by 
popular vote—even in this matter of monéy there are the 
possibilities of budgets or impressed accounts which leave 
the people who have to do the job, and who alone know 
the job in all its bearings, to plan how allotted money 
should be spent. The problems that call urgently for 
solution begin to permit of definition. Hospital staffs 
must be paid, or at least subsidised. Receipt of payment 
modifies the honorary status. When management, 


administration and finance are under consideration, the 


doctors are no longer entirely unprejudiced persons. 
None of those functions can be fully performed. without 
participation by the experts. What is the democratic 
way of meeting the problem so as to secure the essential 
good will of all parties ? 


NURSING IN THE COLONIAL EMPIRE 

THE Colonial Office announces the formation of a 
committee, with Lord Rushcliffe as chairman, to examine ` 
the training of nurses who are to serve in Colonial terri- 
tories, Having regard to the need in those territories for 
increased public-health activities and the development of 
community welfare. The members include Dr. Mary 
Blacklock, Dr. W. H. Kauntze, Dr. H. M. C. Macaulay, 
Dr. H. A. Moody, and Dr. A. G. H. Smart. Mr. H. W. 
Davidson, of the Colonial Office, is the secretary. 


Sir EDWARD POULTON, FRS, who was for forty years 


Hope professor of zoology at Oxford University, died 


on Saturday last at the age of 87. He was a good 
Darwinian and a convinced believer i in the sufficiency of 
natural selection as the ruling factor in evolution. But 
senior members of our profession may well remember him 
as the author of The Colours of Animals: their Meaning 
and Use, which imbued the everyday facts of observation 
with a new meaning and interest for them. The late 
Dr. E. P. Poulton, of Guy’s Hospital was his elder son. 
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_INTRA-GROUP TENSIONS . IN “THERAPY. 
THEIR STUDY AS THE TASK OF THE GROUP 
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THE term“ group therapy can have two meanings. 
It can refer to the treatment of a- -number of individuals 
assembled for special therapeutic sessions, or it can refer 
to.a planned endeavour to develop in a group the akin 


that lead to smoothly running coéperative activit 


Ye. 


The therapy of individuals assembled in groups.. is 
usually i in the nature of explanation of neurotie trouble, 


with reassurance; and sometimes it turns mainly 


: catharsis of public confession. The therapy of oE is 


on the 


; ‘likely’ to turn on the acquisition of knowledge and ex- 
_ perience of the factors which make for a good group spirit. 


A Scheme for. Rehabilitation (W. R. B.) 


In the treatment of the individual, neurosis is displayed. 
as a Problem of the individual. In the treatment of a 


group it must be displayed as a problem of the 
This was the aim I set.myself when I was put in 


group. 
charge 


of the training wing of a military psychiatric hospital. 
My first task therefore was to find out what the pursuit 
of this aim would mean in terms or time-table and 


organisation. 


I was not able. to work at this task i in an atmosphere 
‘of. cloistered calm. . No sooner was I seated before desk 
and papers than I was beset with urgent problems posed 
by importunate. patients. and others. Would I see the 

- NOOs,in charge of the training wing and explain. to them 
what their duties were? Would I see Private A who 
had an urgent need for 48 hours’. leave to see an old 
friend just back from the Middle East? Private B, on 
the other hand, would seek advice because an unfortunate 
delay on the railway had laid him open to misunder- 

standing as one who had.overstayed his leave. And so on. 

An hour or.so of this kind of thing:convinced me that 
what was required was discipline. Exasperated at what 
I felt to be a postponement of my work I turned to 


consider this problem. | | | 
. DISCIPLINE FOR THE NEUROTIC 


Under one roof were gathered 300-400 men who in 
their units already had the benefit of such therapeutic 
value as lies in military discipline, good food and regular 


care; clearly this had not been enough to stop them 


from finding their way into a psychiatric hospital. 


Ina 


psychiatric hospital such types provide the total popula- 
tion and by the time they reach the training wing they 
are not even subject to such slight restraint as is provided 


by being confined to bed. 


I became convinced that what was required was the 
sort of discipline achieved in a theatre of war by an 
experienced officer in command of a rather scallywag 
battalion. But what sort of discipline is that? In face of 
the urgent need for action I sought, and found, a working 
‘hypothesis.. It was, that the discipline required depends 
on two main factors: (1) the presence of the enemy, 


„who provides a common danger and a common aim; 


and (2) the presence of an officer who, being experienced, 
knows some of his own failings, respects the integrity of 
his men, and is not agrad of either their goodwill or their 


hostility. 


An officer who aspires tò be the psychiatrist in charge of a 
rehabilitation wing must know what it i is to be in a responsible 
position at a time when responsibility means having to face 
issues of life and death. He must know what it is to exercise 

authority in circumstances that make his fellows unable to 


accept his authority except in 80 far as he ‘appears to 


be able 


to sustain it. He must know what it is to live in elose 
emotional relationship with his fellow men. In short, he 
must know the sort of life that is led by a combatant officer. 
A psychiatrist who knows this will at least be spared the 
hideous blunder of thinking that patients are potential 


cannon-fodder, to be returned as such to their units. 


He will 


realise that it is his task to.produce self-respecting men 
socially adjusted to the community and therefore willing to 


accept its responsibilities whether in peace or war. 
: : N a 


Only 


thus will he be free from: deep. feelings of guilt which effectually 
stultify any: efforts he may. otherwise make towards treatment, 


What common danger 18 shared by the men in the 
rehabilitation wing? What aim could unite then? 
There was no difficulty | about detecting a common 


danger; neurotic extravagances of one sort and another 
perpetually endanger the work of the psychiatrist or of 


any institution set up to further treatment of neurotic 


disorders. The common danger in the training wing was 


the existence of neurosis as a disability of the community. 


I was now back at my starting-point—the need, in the 


treatment of a group, for displaying neurosis as a problem 
of the group. But, thanks to my excursion into the 
problem of discipline, I had come back with two additions. 
Neurosis needs to be displayed as a danger to the group ; 

and its display must somehow be made the tommon aim 


of the group. 
But how was the group to be persuaded to tackle 


neurotic disability-as a communal problem? 
‘The neurotic patient does not always want treatment, 


and when at last his distress drives him to it he does not 
_ want it wholeheartedly. This reluctance has. been recog- 
nised in the discussion of resistance and allied phenomena; 


but the existence of comparable phenomena in societies 
has not been recognised.. 


Society has not yet been driven to seek treatment of 


its psychological disorders by psychological means 
because it has not achieved sufficient insight to appreciate 
the nature of its distress’ The organisation of the 
training wing had to be such that the growth of insight 
should at least not be hindered.. Better still if it could 
be designed to throw. into prominence the way in which 
neurotic behaviour adds to; the difficulties of the com- 
munity, destroying happiness and efficiency.. If com- 


munal distress were to become demonstrable as a. 
- neurotic’ by-product; then neurosis itself would be seen 


to be worthy of communal study and attack. And a 


step would have been taken on the Way HO overcome © 


resistance in the ‘society. ` 


Two minor; but severely. practical, military requirements . 


had to be satisfied. by the training wing. The organisation 
should if possible provide a means by which the progress of 
the patients could be indicated, so that the psychiatrist could 
tell if a man were fit for discharge. ‘It would also be useful to 


have an indication of the patient’s direction, of his effeétive | 


motivation, so that an opinion could be formed about the 
sort of work to which he should be discharged.  . 
I found it helpful to visualise the-projected organisation of 


the training wing as if it were a framework enclosed within 


transparent walls. Into this space the patient would: be 
admitted at one,point, and the. activities within that. ‘space 
would be so organised that he could move freely in any 
direction according to the resultant of his conflicting impulses. 
His movements, as far as possible, were not to be distorted by 


outside interference. As a result his behaviour could be 


trusted to give a fair indication of his effective will and 
aims, as opposed to the aims he himself: . or the 
psychiatrist wished him to have. 

It was expected that some of the activities e within 


the space would be clearly war- like, others equally clearly 


civilian, others again merely expressions of neurotic power- 
lessness. As the patient’s progress was seen to run along 
one or other of these paths so his assets and liabilities,” to 
use a phrase employed in the sphere of officer selection by 


Major Eric Wittkower, could be assessed with reasonable 
. objectivity. As his progress appeared to be towards one or 
other of the possible exits from this imaginary. space, so his 


true aim could be judged. 
At the same time tho organisation could be used to further 
the main aim of the training wing—the education and training 


of the community in the problems of interpersonal relation: 


ships. If it could approximate to this theoretical construct 


it would enable the members of the training. wing to, stand 


(as it were) outside the framework and look with detachment 


and growing i upon the problems of its working. 


; TE EXPERIMENT’ r 
The training wing, consist ing of some indet -men, 


was paraded and was told that in Parure the following 


regulations would apply: 


1. Every man must do one hour's physical training daily 
unless a medical certificate excused him. 
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2. Every man must be a member of one or more groups 


the groups designed to study handicrafts, Army correspon- 


dence courses, carpentry, map-reading, sdnd-tabling, &c. 

3. Any man could form a fresh group if ho wanted to do so 
either because no group existed for his particular activity or 
because, for some reason or other, he was not able to join 
ah existing similar group. 

4, A man feeling unable to attend his group would have 
to go to the rest- room. ae eee 

5. The rest-room would be in charge of a nursing orderly, 
and must be kept quiet for reading, writing or games such as 
draughts. Talking in an undertone was permitted with the 
permission of the nursing orderly but other patients must not 
be disturbed; couches were provided so that any men who 
felt unfit for any activity whatever could lie down., The 
nursing orderly would take the names of all those in the rest- 
room as a matter of routine. 


It was also announced that a parade would be held 
every day at 12.10 for making announcements and con- 
ducting other business of the training wing. own 
to the patients, it was intended that this meeting, strictly 
limited to 30 minutes, should provide an occasion for the 
men to step outside their framework and look upon its 
working with the detachment of spectators. In short, 


it was intended to be the first step towards the elaboration © 


of therapeutic seminars. 

For the first few days little happened; but it was 
evident that among the patients a great deal of discussion, 
and thinking, was taking place. The first few 12.10 
meetings were little more than attempts te gauge the 
sincerity of the proposals; then the groups began to 
form in earnest. Among other more obvious activities 
there was a programme group to chart out working hours 
of groups and their location, to make announcements and 
to allocate tickets for free concerts and such-like. In a 
very short time the programme room, which showed by 
means of flags on a work-chart the activities of every 
man in the training wing, now growing rapidly in size, 
became almost vernal in its display of multi-coloured 
flags of patterns suggested by the ingenuity of the 
patients. By a happy thought a supply of flags bearing 
the skull and crossbones was prepared, ready for the use 
1 such gentlemen as felt compelled to be absent without 
eave. . 

The existence of this brave display gave occasion for 
what was probably the first important attempt at thera- 
peutic codperation at a 12.10 meeting. It had been 
my habit, on going the rounds of the groups, to detach 
one or two men from their immediate work and take them 
with me ‘‘ Just to see how the rest of the world lives.” 
I was.therefore able to communicate to this meeting an 


interest ing fact observed by myself and by others who- 


had gone round with me. Namely, that, although there 
were many groups and almost entire freedom to each 
man to follow the bent of his own inclinations, provided 
he could make a practical proposal, yet very little was 
happening. ‘The carpenter’s shop might have one or 
two men at most; car maintenance the same; in short, 
I suggested, it almost looked as if the training wing was 
a facade with nothing behind it. This, I said, seemed 
odd because I remembered how bitterly the patients in 
the training wing had previously complained to me that 


one of their objections to the Army was the ‘“‘ eyewash.” 


Its presence in the training wing, therefore, really did 
seem to be a point worth study and discussion. 

This announcement left the audience looking as if 
they felt they were being got at. I turned the dis- 
cussion over at that point as a matter of communal 
responsibility and not something that concerned myself, 
as an officer, alone. 

With surprising rapidity the training wing became 
self-critical. .The freedom of movement permitted by 


the original set-up allowed the characteristics of a 


neurotic community to show with painful clarity ; 


within a few days men complained that the wards 


(hitherto always claimed to be spotless) were dirty and 


could not be kept clean under the present system of a 


routine hour for ward fatigues. They asked and were 
allowed. to organise under the programme group an 


“orderly group, whose duties it would be to keep the 
wards clean throughout the day. The result of this was. 


that on a subsequent weekly inspection the Commanding 
Officer of the hospital remarked on the big change in 
cleanliness that had taken place. 


t 
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SOME RESULTS 


It is impossible to go into details about the working 
of all the therapeutic aspects of the organisation; but 
two examples of method and result may be given. 

Shortly after the new arrangement started, men began 
to complain to me that patients were taking advantage 
of the laxity of the organisation. ‘‘ Only 20%,” they 
said, ‘‘ of the men are taking part and really working 
hard. The other 80% are just a lot of shirkers.“ They 
complained that not only was the rest-room often filled 
with people simply loafing, but that some men even cut 
that. I was already aware of this, but refused, at least 
outwardly, to have its cure made my responsibility. 
Instead, I pointed out that, at an ABCA meeting some 
weeks before, the discussion had at one point centred on 
just that question—namely, the existence in com- 
munities (and the community then under discussion was 
Soviet Russia) of just such uncoöperative individuals as 
these and the problem presented to society by their 
existence. Why, then, did they sound so surprised and 


affronted at discovering that just the same problem 


afflicted the training wing ? 

This cool reply did not satisfy the complainants—they 
wanted such men to be punished, or otherwise dealt with. 
To this I replied that no doubt the complainants, them- 
selves, had neurotic symptoms, or they would not be in 
hospital; why should their disabilities be treated in one 
way and the disabilities of the 80% treated in another ? 
After all, the problem of the 80% was not new; in 


civil life magistrates, probation officers, social workers, 


the Church and statesmen had all attempted to deal with 
it, some of them by discipline and punishment. The 
„80%, however, were still with us; was it not possible 
that the nature of the problem had not yet been fully 
elucidated and that they (the complainants) were attempt- 
ing to rush in with a cure before the disease had been 


- diagnosed ? The problem, I said, appeared to be one 


that concerned not only the training wing, or even the 
Army alone, but to have the widest possible implications 
for society at large. I suggested that they should study 
it and come forward with fresh proposals when they felt 
they were beginning to see daylight. | 

It is worth remarking at this point that my determina- 
tion not to-attempt solution of any problem until its 
borders had become clearly defined helped to produce, 
after a vivid and healthy impatience, a real belief that 
the unit was meant to tackle its job with scientific 
seriousness. 
system of patient observation would be exceedingly slow 
in producing results, if indeed it produced results at all. 
He was answered by reminding him that only a few days 


previously the critic himself had 55 remarked - 


that the military discipline and bearing of the training 


wing had improved out of all recognition within the 


short period of a month. | 

The second example illustrates the development of an 
idea from the stage of rather wild, neurotic impulse to 
practical common-sense activity. 


By far the largest group of men proposed the formation of 
a dancing class. Despite the veneer of a desire to test my 
sincerity in promising facilities for group activity, the pathetic 
sense of inferiority towards women that underlay this proposal, 
by men taking no part in fighting, was'only too obvious. 
They were told to produce concrete proposals. The steps by 


- 


One critic expostulated that surely such a 


which this was done need not detain us; in the end the 


class was held during hours usually taken up by an evening 
entertainment; it was confined, by the volition of the men 


themselves, only to those who had no knowledge at all of 


dancing and the instruction was done by ATS staff. In short, 
a proposal, which had started as a quite unpractical idea, 
quite contrary to any apparently serious military aim, or 
sense of social responsibility to the nation at war, ended by 
being an inoffensive and serious study carried out at the end 
of a day’s work. Furthermore, the men concerned had had 
to approach the Commanding Officer, the ATS officers and 
the ATS, as a matter of discipline in the first place and social 
courtesy in the second. 


In the meantime, the 12.10 parades had developed 
very fast into business-like, lively and constructive meet- 
ings and that in spite of the fact that the wing was now 
receiving heavy reinforcements of patients new to the 
organisation, as well as losing others who had been dis- 


— 


— 


„ ~ 


\ 


work they wanted to do. 
operate well outside what were ordinarily considered 
parade hours; absence without leave was for a consider- 
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charged from. hospital, often when they had become very 
useful. 


Within a month of the. inception: of the scheme big 
changes had taken place. 
seemed difficult to find ways of employing the men, at 


ereas at 


the end of. the month it. was difficult to find time for the 
Groups had already begun to 


able period. non-existent, and over the: whole -period 
there was only one case ; patients not in the 
wing became anxious to come over to its ; amd despite 


3 i the changing population, the wing had an- “unmistakable 


od 


in UPR? 


experiment lasting, in 


_ esprit-de-corps, which ‘showed itself in details such as the 


-~ smartness: with which men came to attention when 


73 codperative ; $ 


officers entered the room at the 12. 10 meetings. 
relationship of the men to the officers was friendly and 
they were eager to enlist: the’ officers’ 
sympathy in ‘concerts and other activities which they 
Were ar. There was a subtle but unmistakable 


sense that the’ officers and men alike were engaged on a 


_worth-while and important task even though the men 


had not yet grasped quite fully the nature of the task 
on -which théy.were engaged. The atmosphere was not 


unlike that seen in a unit of an army under the command 
of a general in whom they have . even e 
they « cannot mow his plans. : 


nas Comment 
possible to draw many conclusions from: an 
six weeks. Some problems 
that arose could not be fully explored in the time; 
others may not be openly discussed while the war is still 


Iti is not 


in progre 


ess. 
It was evident that the 12. 10 meetings were increasingly 
concerned with the expression, on thè part of the men, 


of their ability to make contact with reality and to 


first it almost: 


The 
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iatrisb i in which a N history-was taken i in the usual 


~ 


Way; thereafter, there were group discussions every 
morning before the hour’s “‘ route march: ; and after it, 


das the patients returned to the ward, they could call‘in 


at the psychiatrist’s.room.to discuss ‘privately the topic 


of. the group discussion, which had ‘usually been the 
subject of conversation on the á route march,’ 55 and their 
personal feelings about it. 

Tze therapeutic talks centred on their, personal diñ- 


culties in putting the welfare of the group in the first 
place during their membership of the group. The topise: 


of the group discussion included the following :=— |.’ 


(a) Since residence in this ward is temporary, . some. going 
into the training wing and others coming from the admission 


ward to take their place, how is this changing situation to be 
met?! : We—the distinction between. physician and patient, 


officer and other ranks was another special topic—should 
have tò accommodate ourselves to people, entering our group 


to whom our attitude to our. ward (it was always referred to 


+ 


as: “our ward”) meant nothing at all; either we: could 
regard. them .as: outsiders’ or as imperfectly. accommodated 
insiders. So too with those who went out into the training 


wing: they could not expect to retain the ward-group atti - 


tudes indefinitely, nor could they expect to include the much 


' larger training wing in their ward group; they would have 


‘to find their place in the new. groupings and allow their ward 


regulate their relationships with others, and with their 


1 


tasks, efficiently. The need for. orgaņisation of seminars 


for group therapy had become clear, and the foundation , 


| of their commencement appeared to be firmly laid.. 


4 


The whole concept of the occupation ” of the training 
wing as a study of, and a training in, the management 
of interpersonal, relationships within a group, seemed. to 
be amply justified as a therapeutic approach. Anyone 
with a knowledge of good fighting regiments i in a theatre 


‘of war would have been struck by certain similarities in 


outlook in the men of such a, unit and the men of the 


training wing. In these „respects the attempt could be 
| regarded, as helpful; but there were also lessons to be 


learnt. 

Some of these raised serious ‘doubts about the suit- 
. ability of a'hospit milieu, for Psychotherapy. It was 
possible to envisage an organisation that would be more 
fitly described as a psychiatric training unit ; and, indeed, 


some work had been done in the elaboration. of an 


establishment and a modus operandi of such a unit. 
With regard to the psychiatrist, also, there was room for 
some readjustment of outlook. If group therapy is to 
succeed it appears necessary that he should have the 
outlook, and the sort of intuitive sympathetic flair, of 
the. good unit commander. Otherwise there will always 
be a lingering suspicion that some combatant officers are 
better psychiatrists, and achieve better results, than 
those who have devoted themselves to the narrow ‘paths 
of individual interview. 

Finally, attention may be iawn again to the fact 


' that society, like the individual, may not want to deal 


with its distresses by psychological means until driven to 


do so by a realisation that some at least of these dis- 


tresses are psychological in origin. The community 

represented by the training wing had to learn this fact 
before the. full force of its energy could be released in 
self · cure. What applied to the small community of the 


training wing may well apply to the ‘community at 


large; and further insight may be needed before whole- 
hearted -backing can be obtained for those who attempt 


in this way to deal with deep-seated. springs of nations: 


morale. 

Application of Group Therapy in a Small Ward (J. R. ) 
An experiment in the application of group therapy, in 

the newer: sense, to patients in a ward of 14-16 beds 

was made in the hospital division of the same institution. 

ach patient had an initial interview with the psych- 


experience to be but a memory, but it was to be hoped a 


belpful memory. Then there was the further point, whether 


those in the training wing should come back to the daily 
group discussions, the question being not what they would 
get out of them (there seemed little: doubt they were among 


the most interesting experiences we had ever oy but whether, 


coming. from: another. group-formation, : or ‘while losing their 
ward, contact, they might not prove a distraction to age 
who i were finding their feet in the ward group. 
(5) How far were the differences of rank eoquired $ outside 
to determine the behaviour of the members of the group. to 


one another while in the ward? Would an attempt at 


equality work, or would it be better, while not forgetting the 
rank acquired outside, to consider what equivalents of rank 
emerge when in the ward, and if so- the basis: of these 
equivalents r 


(c) What makes’ for. discontent in the: ward ? Is id some - 
thing peouliar to this ward, or any ward, or to any association 


of people ? 
(dc) What makes for content and happiness in the ward ? 


-Is it the exercise of individual initiative having for its sole 


criterion the free expression of: the person’s own private 


enterprises, or does that come only after recognition of what 


the ward needs from the individual? Is there a fundamental 


incompatibility between these two points of view, and if so 


does it apply to all or only some members ? I to only some, 


what causes it to appear in these, and is it a characteristic 
they carry through in their lives all the time or is it sometimes 
more strong than at others? I it. varies, can the ward 
diminish it N being oppressive to those individuals: 80 
endowed ? 


The effect of this approach to the problem: of neurosis 
was considerable. There was a readiness, | and at times 


an eagerness, to discuss both in public and in private 


the social -implications of personality problems. The 
neurotic is commonly regarded as being self-centred 


and averse from codperative endeavour ;. but perhaps 


this is because he is seldom put in an environment in 


which every member is on the N footing” as regards 


‘interpersonal relationships. 


The experiment was interrupted by posting of per- 
sonnel, so I cannot give clinical or statistical results; 


but it seemed to show that it is possible for a clinician 


to turn attention to the structure of a group and to the 


/ 


forces operating in that structure without ‘losing touch 


with his patients, and further that anxiety may be. 
raised either ae or Outside the group if poe epprescn 


is made. 8 
l Conclusions - 


‘We are now in a better position to. define the as good A 


group spirit ” which has been, our aim. 
It is as hard to define as is the concept of good health 
in an: individual; 


(a) Acommon purpose, whether that be overcoming an eneniy 
orwhe defending and fostering an ideal or a creative construc- 
tion in the field of social relationships or in physical amenities, 
8 


; but some ofits qualities appear to be 
associated with :— - 
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(b) Common. RO capa by members of the group of the 
© group and their position and function 
in relation to that of larger units or groups. 

(c) The capacity to absorb new members, and to lose mem- 
bers without fear of losing group individuality—i.e., “‘ group 
character must be flexible. ; 

(d) Freedom from internal subgroups having rigid (i.e., 
exclusive) boundaries. If a subgroup is present it must not 


_ be centred on any of its members nor on itself—treating other 


members of the main’group as if they did not belong within 


| the main group barrier—and the value of the subgroup to the 


function of the main group must be generally recognised. 

(e) Each individual member is valued for his contribution 
to the group and has free movement within it, his freedom of 
locomotion being limited only by the generally accepted 
conditions devised and imposed by the group. 

(f) The group must have the capacity to face discontent 


. within the group and must have means to cope with discontent. 


(g) The minimum size of a group is three. Two members 
have personal relationships; with three or more there is a 
ehange of quality (interpersonal relationship). 

These experiments in a rehabilitation wing of.a military 


-psychiatric neurosis hospital suggest the need for further 


examination of the structure of groups and the interplay 
Psychology and psycho- 
have focused attention on the individual often 
to the exclusion of the social field of which he is a part, 
There is a useful future in the study of the interplay 


of individual and social psychology (viewed as equally 


important interacting elements), and war-time makes 
this study an urgent issue. 
Our thanks are due to Lieut.-Colonel Pearce, RAMO, 


x for the opportunity to begin work in this field. 


dollars for the production of penicillin in Canada. 


CANADA ~- 
THE Dominion Government has voted two million 
The 
project is already under way in the Connaught labora- 
tories of the University of Toronto, and mass production 


is expected in about four months. 7 


i — 
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MEDICAL EDUCATION 
Acceleration of the undergraduate course in medicine 
in the various universities has been accomplished by 
shortening the vacation périods so that a full academic 


* year plus a third of the following year has been given 
~ m 12 months. Students are enrolled only once a year, 


ae *** 


so that in the University of Toronto there is no class of 


` fourth-year students at the opening of the term. The 
> third-year class, having completed two trimesters before 


~ — 


vacation, will pass into the fourth year at the end of 
the Christmas term and continue until July, 1944. Nine 


universities are giving the full course in medicine and 


43° 


„ * 


< year, 


one is giving the three premedical years. All have 


accelerated their courses but all did not adopt the 
scheme at the same time so that the Medical Council 
of Canada is holding two or more examinations each 
In 1943 examinations were held in January, 


- July and October. 


Queen’s University in Kingston was the first in 
Canada to receive women as students in medicine. 


After the Women’s Medical College of Toronto was 
‘ absorbed by the University of Toronto, Queen's altered 
its policy and women were not enrolled until this year 
: When the men only was removed from the calendar. 

In the first year in Toronto 20% of the class are women. 


This is gratifying to the feminists but the tax-payer may 


view the matter differently. The cost to the state of 
training a student in medicine is high, since all Canadian 


are situated. A considerable proportion of the women 


Universities receive aid from the provinces in which they 


- graduates do not enter practice or abandon it; this is 
because the marriage-rate of women in medicine, within 


five years of graduation, is very much higher than in any 
other faculty. 8 
er courses for practitioners are being given in 


October in Dalhousie University, Halifax, and in the 


University of Alberta, Edmonton. The annual summer 
school was held in Vancouver during the summer. 
Ontario the annual district meetings of the Ontario 
Medical Association and the monthly meetings of local 
medical societies, to which speakers from university 


centres are often invited, serve a similar purpose. The 


In 


University of Montreal is giving a five-day course in 
pediatrics for French-speaking physicians in the province 
of Quebec. E3 of 

DEATH OF A PHYSICIAN | 


Dr. William Proudfoot Caven died in Toronto recently 
at the age of eighty-two. For forty years he had prac- 
tised as a consulting physician and held an unique 
place in the respect and affection of the medical prac- 
titioners in Ontario. The late Prof. J. E. Graham was. 
the first in Toronto to limit his practice to consultations 
and Dr. Caven took over Dr. Graham's house with the 
practice. He sometimes told of the clause which Dr. 
Graham insisted on putting into the deed for the 

erty, under which Dr. Caven covenanted to take at 
east one full month of vacation each year. The reason 
given for this unusual limitation was stated by the 
vendor: “ I’ve taken a lot of trouble in establishing a 
consulting practice and I am not going to have it spoiled 
by a tired man. There is a possible moral in this story. 


CANADA’S BEVERIDGE 


The Social Security Committee of the Parliament of 
Canada is now engaged in a study of the briefs that have 


‘been Submitted by all the interests concerned. The 


Canadian Medical Association has spoken for the pro- 
fession. When the study is completed a bill will be 
brought before Parliament to provide a model act. 
This will then be presented to the legislatures of the 
nine provinces. Provincial acts must conform in 
substance to that enacted by the federal government. 
Grants in aid will be paid to the provinces when their 
acts are approved. 

The model act is designed to provide security for every 
citizen from the cradle to the grave” or whatever 
variant of that slogan may be popular at the time. 
The provinces may have ideas of restricting this general 
application by setting a maximum income for those 
receiving the benefits. There may also be differences 
in the type of administration whether by commission or 
by government bureau or other bodies as the several 
provinces may select. Care of the sick and prevention 
of disease will be an important part of the provisions 
in the federal act. In some of the provinces the political 
parties are vying with each other in proposing extensions 
to the basic service; a lower standard would certainly 
not be accepted. The reaction of the medical profession . 
cannot be estimated until the bill is reported in Parlia- 
ment at its next session. A committee of the council 
of the Canadian Medical Association have worked 
faithfully in preparing their brief, but some legislators 
are sure to have strange notions of the value of medical 
service. ; l 

THE JOURNALS KEEP ABOVE WATER 


A comment on the effective defence of North Atlantic 
shipping against the U-boat menace is the fact that 
every issue of the Lancet and of the British Medical 
Journal with the exception of one number has been 
delivered to Canadian subscribers in the four years of 
war. ° 


CHINA’S HEALTH PROBLEMS 


A little volume, issued! by the secretary of the Chinese 
Medical Association in response to many requests, gives 
a useful epitome of the various agencies at work in China 
under the stress of war. With a morbidity-rate estimated at 
40% of the population, and a death-rate of not less than 25 per 
1000, China's health problem might well appear staggering; 
but steps have been taken to build up a comprehensive service 
and to foster medical and health education. Tribute is paid 
to assistance from abroad, both in the maintenance of mission 
hospitals and medical schools, the grant of funds and medical 
supplies through Red Cross and other relief organisations, 
and the personal service of doctors and nurses. It is, however, 
the National Health Administration and the Chinese Red 
Cross which are mainly responsible for the provision of 
China’s needs, and their action in developing emergency 
training schools and relief corps, and in building up the manu- 
facture of drugs and surgical equipment, the control of epi- 
demics and the establishment of health centres, gives promise 
of what may be expected when conditions permit. . 


1. ae Sze. Office of the Association, Washington, DO. Pp. 60. 


his successor. the new regius, Prof. A. 


conduct in a professional res 


conclusion on the issue of adultery. 
duty of the Council during this session, he said, to con- 


of Glasgow 1928-1940. 
matters both educational and moral, his happy. social 
interests and attractions, and his 
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GENERAL ` MEDICAL COUNCIL 


eae PRESIDENT’S . _ADDRESS . i 
OPENING on Tuesday the 159th · session Mr. H. 
EAsoN spoke with feeling of the death of Mr. G. H. 
Edington, who represented the physicians and surgeons 
„His shrewd comments on 


* 


unfailing sense of 
humour would long be remembered. By the resignafion 
of Sir. Farquhar Buzzard the Council had lost a scholar, 
an athlete, a wise physician, and one who had done a 


great work for clinical and social medicine during his 


tenure of the regius chair at Oxford. He welcomed as 
W. M. Ellis. 
The Council had heard with the most sincere regret: of 
the resignation, on medical, advice, of Sir John Stopford, 


who had represented Manchester University since 1927 


and was appointed chairman of business. in 1939. He 
has endeared himself to the Council by his personal 
charm, a modesty only equalled by his talents, and a 


cheerfulness and energy which no amount of work or 


responsibility could depress.” His successor was 
Prof. Henry Raper, Brackenbury professor of e 
i. XIII SPACKMAN CASE | 

À 4 case te which. the Council were a party had, said the 
President, for the first time been carried to the House’ 
of Lords. The Law Lords decided in August, on an 
appeal by the Council from a decision of the Court of 


Appeal in June, 1942, on an: appeal by a. practitioner | 


from a ‘decision of the Divisional Court in March, 1942, 
that the Council had not made due inquiry within. 
the meaning of section 29 of the Medical. Act, 1858, into 


the case of the practitioner, because on the consideration 


in November, 1941, of a charge against him of infamous 


he had committed adultery with a patient, the Council 
refused leave to the practitioner’s solicitor to call certain 


x evidence which was not before the Divorce Court, with 


a view to challenging the correctness of the judge 8 
It would be the 


sider the bearing of this decision both on the particular 


— 


case and on the GMC’s rules of procedure in future. 


For the moment he had only two things to say about the 


matter. First, we are deeply indebted to the House of 


Lords for the ‘authoritative guidance which they have 


given. tous in construing a section of the statute which 
it is our duty. to administer with scrupulous fairness. 
Their observations may well come to rank in the litera- 
ture which -has gathered round the section with the 
definition of infamous conduct in any professional 
respect upon which the- Court of Appeal agreed in 
1894. Secondly, we shall, I am sure, endorse and: 
cordially reciprocate the view of the proceedings, as 


between the Medical Defence Union, who espoused the 


practitioner’s cause, and the Council, expressed witb 


such amity; not to say generosity, by, the President of 
the. Union at their annual meeting in September (see 


Lancet, Oct. 9, P. 459). 


REGISTER OF SPECIALISTS 


The. Council would be invited during the session tu 
consider among themselves a note agreed with ‘Mr. 


Ernest Brown as Minister of Health of the proceedings 


at a deputation from the Council received by him and 
by. the Secretary of ‘State for Scotland in June about 
the proposal which (in default of further light. on the 
subject), said the President, I. am still constrained to 
describe as a proposal to establish a register of specialists 
under the auspices of certain licensing corporations. 


Thanks to the indefatigable labour of the Councils 


inspectors in medicine, surgery, and midwifery, the 


standard of proficiency required from the large majority 
of candidates for qualification and registration had 
already come under a keen and impartial scrutiny ; and 
notwithstanding the acceleration of admission of candi- 
dates to examinations, the reports of the inspectors left 
the Council without anxiety about the maintenance 
of 791755 standard as an essential safeguard for the 
public. a 


L. 


certificate. 
ect, on, the ground that 


DIC Ab THE LAW. | M 
` Agents Provocateurs . r 


TRE recent failure of the prosecution of Dr. Theodor 
Goldschmidt for alleged false certification may persuade 
our usually impeccable police and their advisers that 
difficulty of proof does not justify their invention of an 
offence. Dr. Goldschmidt was consulted by a patient 
who gave his name as H on. The patient said'he 
had been in bed two days with influenza, had pains in 
his head andi felt hot. The doctor found his temperature 
to be 99° F. and his pulse to be 100; he told Hankinson 
to go to bed, prescribed a stock mixture (Mst. ammon. 
chlor. co.) and gave him a certificate, correctly dated. 
The charge was 3s. 6d. for the consultation and the 
medicine, and 18. for the certificate. 
it appears, two men arrived who arrested Dr. 
schmidt; 
allowed to visit an urgent case on the way and was Jet 
out on bail; his finger-prints were taken at the police- 
station as he made no P some of bis professional 
documents were removed: the police. He was 
afterwards charged before Mr. 
North. London magistrate.. 
cerned two other mien, Thorpe and Smith, as well'as 
Hankinson. It was clear that all three had been selected 
and coached by the police to deceive the accused doctor 
and to trap him into giving ‘ceftificates on the faith of 
what they told him of their condition. They were 
employees at an aircraft factory and, having told ‘Dr. 
Goldschmidt the tales devised by the police, they then 
went to see the factory doctor who found them ‘fit; 
presumably they told him a different story. In Smith’s: 
case, it seems, he had visited Dr. ‘Goldschmidt last 
August for a like purpose and had then been refused a 


actor by November. 

The magistrate dismissed the charges with ten guineas 
costs against the Director of Public Prosecutions. 
observed that the methods employed were quite alien 
to ths spirit of British law and ought to be condemne 
In his. Opinion Dr. Goldschmidt had reasonable. cause 
to believe that the certificates were given in good faith. 
Det. Sergt. Barker, who arrested the doctor, was asked 
by Mr. Hopkin if the term agent provocateur could. be 
applied to each of the three men. I think it could, 


Sir,“ he replied., Although the police cannot appeal 


against the acquittal, the last 1 nov have been heard 
‘of the proceedings. . 
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: Agreed Medical Report „* “i 


What is an agreed medical report ? The question is 
important in claims for damages for personal injuries 
because in such cases the formal summons for .directions 
(one of the preliminary steps taken by the court to narrow 
amd define the issue and to shorten the proceedings 
at the trial) contains a standard provision that medical 
reports be agreed between the parties if possible“; in 
default of such agreement, the number of medical 


_ witnesses on each side is limited. In this connezion the 


Lato Times of Nov. 6 has a useful note on à recent ruling 
of the Court of Appeal in Harrison v. Liverpool Cor- 
poration. Independent reports made by doctors on 
_each side without. agreement on thè facts and opinions 
therein contained cannot, says our contemporary, be 
regarded as agreed medical reports. To be an agreed 
medical report ”. the document must contain either (i) 
a statement of. facts and opinions on which the doctors 
on both sides who make it are agreed, or (ii) where the 
‘parties agree. to accept a report from one doctor, the 


facts and opinions stated and given by that doctor. 


In future, by direction of the Court of N the order 
made on the summons for directions should refer to a 

medical report”? not to“ medical reports ” ; but this 
will not preclude the making of more than one agreed 


report where different doctors on each side deal: with 


different aspects of the case —e. g., Where different specia- 
‘lists deal with different kinds of injury. Lastly, where 
doctors are instructed with a view to obtaining an agreed 
medical report, the parties should agree on a statement 
of any relevant matters to which it is desired that the 
attention of the doctors should be directed.. Thus, in 


claims. at common law or for breach of statutory duty, the 


Soon afterwards, 
Gold- 
he was taken to the police-station, being 


Daniel Hopkin, the 
The alleged offences con- 


He 


Practice, perhaps, had made him a better 
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doctors should be instructed that general disability is a 
5 matter as well as disability in respect of earning 
capacity. 

The medical profession will welcome this clarification 
and its emphasis, however indirect, upon the value of 
professional unanimity. Greater dignity and a more 
impressive effect npon lay opinion are achieved by 
medical agreement than by the controversies of experts 
in the witness-box. . 


In England Now 


A Running Commentary by Peripatetic Correspondents 


THE appointment of a barrister to be Minister of 
Health means that the Government has five KCs and 
not a single scientific qualifitation. In the ideal state 
the position would be reversed, for the only quality 
you can besure of in a successful barrister is that he has 
the trick of words, the actuality behind the words may 
be a foreign land to him. 

If Medicine invaded the Law as the Law, represented 
by Mr. Willink, is invading a medical sphere, we should 
probably get a less facile but deeper justice. I can 
imagine a medical judge presiding over a Court of 
Appeal, in reversing the judgment of a lower court, 
saying: ‘‘ The salient point in this case, which must 
be constantly in our minds in considering the evidence, 
is that the chairman of the bench in the court of first 
instance, a dominating, indeed a domineering character, 
was at the relevant time suffering from an inflamed 
sentinel pile, and in working up an emotional leuco- 
cytosis to combat this, included the accused, who bore 
some resemblance to his own brother-in-law, in the 


‘ambit of his hatred.’’ 


Still, if we must have a lawyer—and there’s no denying 
they can paint the rottenest case in the rosiest terms— 
I can think of nobody more agreeable than Mr. Willink. 
I remember him at the first Duke of York’s camp and 
some years after as a conscientious washer-up, a sturdy 
rugger player, with an exuberant and energetic cheer- 
fulness and a fund of that unfixed affection that goes 
by the name of altruism. Of course, like everyone else, 
I expect he has- degenerated a good deal since his 
twenties, but he’s been in Parliament only three years, 
and personally I wish him every possible success. 


* * * 


The Brains Trust last week were talking about 
university students earning money out of school hours 
to help pay for their education. The voice from America 
(it was a Trans-atlantic session), that of Mr. Leon 
Henderson, told us that we are wrong in thinking that a 
large proportion of American students work their pas- 
sage by spare-time work ; very few, he said, do more than 
supplement their incomes in this way, though there is 
one college where the students do. school work for six 
weeks and six weeks on a paying job alternately. The 
general opinion was that an honours course in a British 
university is a full-time job, and that additional grants 
towards expenses would be a sounder way of helping the 
undergraduate to pay his way than encouraging him to 
take up bar-tending of an evening. The American medi- 
cal student presumably has more time for such extras, 
as he rarely qualifies before 25 or 26. Over here the 
position is complicated by the Minister of Labour, who 
will only exempt a medical student from military service 
if he spend his time in studying medicine. : 

All the same, I agree with the Daily Mail of Nov. 13 
that a lot of British medical students are doing spare-time 
jobs for the sake of the money. It quotes five jobs 
commonly done—‘‘ extra at film studios; playing in a 
dance band at night; part-time laboratory assistant ; 
fire-watching on business premises; and selling blood 
at 2. guineas a pint for research purposes. I know of 
Instances of all the first four, but have not met a case of 
the last. The average pay for the film work is 30s. a day. 
The work is done on odd days from time to time, and 
entails being at the studio all day from an early hour. 
The actual film work occupies a very small part of the 
day ; for the rest you just hang about, and theoretically 
could do a certain amount of reading. This job is 
frowned on by the medical-school authorities, and for 
that reason (plus natural modesty) the student usually 


avoids the limelight as far as possible while being shot”; 
but one or two have become quite well known as film 
actors. Students playing in professional dance bands are 
rare but authentic. ‘Part-time assistant in the pathology 
lab of one’s own hospital is quite a common extra job, 
and is of course a help with one’s medicine, though less 
lucrative than others. Fire-watching on business pre- 
mises is also common and brings in by far the best 
money; as much as £7 a week can be earned. Judging 
each job by the money it brings in and by how little it 
interferes with one’s medicine, I would put lab assistant 
first, fire-watching second, and film and dance-band work 
a bad third. > 

Personally I have plumped for fire-watching. I do 6 
nights a week and earn £5. Air-raids are mostly short 
these days, so I can usually work for 3 hours in the even- 
ing and get 8 hours sleep in reasonable comfort. My 
duties consist mainly in making tea for the compulsory 
fire-watchers. The reason for the high pay is that in the 
time of the blitz, when the job was fairly risky, it was - 
hard to get anyone to take it on, and no business now 
dares to reduce its pay for fear that its fire-watcher will 
go elsewhere. All the businesses in a block contribute, 
so the expense does not fall on one concern. 

I agree with the Brains Trust that the student should 
give his time to study, but it does help if one has sufficient 
money and adequate living conditions. Cheap digs, at 
any rate in London, are getting scarce ; and towards the 
end of one’s time there is the added burden of examina- 
tion fees, some of which are exorbitant. All in all, I 
think most of these spare-time jobs are justifiable, and 
a small minority are almost indispensable. 

+ * * 

“ One day last week,” says my morning paper, “a 
lecturer in a London hospital informed his students that 
it is easier for a midwife to treat pneumonia today than 
it was for Sir William Osler, 25 years ago.” Harley 
Street, it appears, will soon be only a memory. 
and fewer doctors will be required in the next generation. 
‘Rheumatic fever is on the decline : sulphonamide drugs 
reduce its permanent effect on the heart (this, I confess, 
is a piece of news to me, but newspaper medicine is 


often a year or more ahead of the profession). I do not. 
think it is going to be as easy as that. I do not think 


future generations of doctors will find the enterprise of 
manufacturing chemists providing them with a penny- 
in-the-slot method of practice, or that their patients will 
be treated on the cafeteria principle while all they have 
to do is take the money. For those of us who can count 
our experience into the fourth decade of practice, and 
have witnessed much epoch-making advance, recognise 
that the greater the opportunities afforded by the intro- 
duction of instruments of precision, of accessory aids to 
diagnosis and of potent remedies, the greater the com- 
plexity, the greater the need for judgment and discretion. 

The public have the impression that all illnesses 
advertise themselves by unmistakable physical signs 
and symptoms for which specific remedies are applied. 
And I am sure it puzzles them why if we wish to find out 
what is wrong inside the body we don’t always X ray and 
see for ourselves. It would hardly convince them if 
we tried to explain that so complicated is the human 
organism, so manifold its possibilities for dysfunction, 
so utterly inaccessible to the ‘application of rules and 
regulations, that so far from being surprised when we 
make errors we are inclined to consider it a miracle that 
we are ever right. But I suppose on the whole it aver- 
ages out—the unmerited censure for some perpetration 
that only a superman could have avoided, and the 
equally disproportionate approbation for some trifling 
achievement. ö i 

A recently deceased surgeon of international reputation 
once told me how a patient on whom he had successfully 
performed a phenomenally brilliant abdominal operation 
brought his brother in need of surgical attention— 
removal of a small cyst on an eyelid. ‘“ You just did 
something or other on my guts,” remarked the quondam 
patient, but you've got to do something really serious 
this time on my brother’s eye.” 

* * * 

Overheard through the waiting-room wall. He said 
he hadn't got any liver but he'd got two hearts 
George has got them silk-worms again.“ . 
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_ REPORTING: DEATHS TO CORONERS - ov. 27, 1948 


‘Letters is. the Editor 


| ae rae THE CHRISTMAS ‘GIFT 

Sim, As the time for the distribution draws near, 
once more I would like’ to remind your readers of our 
Christmas Gifts fund. Will those who have not. yet 
sent in their contributions please do so as soon as 
possible. It is my earnest hope that the response to 


my appeal may be a particularly generous one this. year, 


as it would Be such a real act of kindness if we were in 


a position to give £3 to each of our old people instead of : 


the usual £2. 

Please address contributions to the hon. 8 
Royal Medical Benevolent Fund, 1, Balliol House, 
Manor Fields, . S. W. 15, marked nek Christmas — 


alec i. TEOS. BARLOW 

l President, RMBF. 
l REPORTING DEATHS TO. CORONERS. oe 
| OBLIGATIONS OF REGISTERED MEDICAL PRACTITIONERS 


Smr,—Owing to uncertainty as to the obligations of- 
medical practitioners to report deaths to coroners, the 


Medical Defence Union and the London and Counties 


Medical Protection Society have received à number of 
inquiries from their members as to the legal position. 
The ‘above-namied societies accordingly obtained the 
opinion of Mr. Roland Burrows, KC, of which the follow- 
ing is a summary authorised by h 


1. There is no, legally enforceable duty: resting on a praçti- 

` tioner, acting as such, to report any death to a coroner. 

--2. The coroner has no power to require a practitioner to 
report any death to him. 


3. It i is the duty of the registrar of déaths to report deaths 


in certain circumstances to the coroner. 
4. A practitioner must not-do anything to obstruct the 
p coroner in the discharge of his office. 
5. A practitioner may make a ‘post-mortem examination 
with the consent of the deceased's relatives, whether or. 
not he knows the cause of death, unless by so doing 
he knowingly hinders the coroner in car g out his 
duties; but, as soon as it comes to the knowledge of a 
` practitioner ‘that the coroner has been informed from 
any source, touching the death, on no account should 
any examination of the body be made without instruc- 
tion from the coroner. 


| We have stated. above the legal duties of practitioners, 
but they, like other members of the community, have 

social, public and moral obligations . not enforceable be 
law to assist coroners. It is important that practi- 
tioners.and coroners should collaborate harmoniously: for 
the public good, and it is hoped that every practitioner 


Will refer to the coroner any death respecting Which he 


feels any doubt. 

A copy of Mr. Burrows’s opinion, upon which the above 
is based, can be obtained by members on application to 
the Secretary of the Medical Defence Union (49, Bedford 
Square, London, W. C. 1), or of the London and Counties 
Medical Protection N (Victory - ‘House; Leicester 


3 Square, London, W.OC.2 


| JAMES FENTON, 
| . l President, Medical Defence Union. 
l ` OurHBERT WALLACE, 


, President, London and Counties Medical 
' Protection Society. 


STERILITY AND IMPAIRED FERTILITY 


Sm,—The only point at issue between your corre- 
spondents is the relative importance of voluntary and 
of involuntary sterility as causes of the decline in the 
population. The writers of the first letter after a pre- 
liminary and confessedly limited investigation of the 
subject have reached the conclusion that involuntary , 
sterility is a more important factor in the decline than 
was previously supposed, whereas the writers of the 
second letter are inclined to disagree with them. All 
signatories are, however, in agreement that every aspect 
of this important subject must be fully investigated. 
It is certainly true that no authoritative pronouncement 
on this question can be made until, much more evidence 
becomes available and that valuable data ‘would be 
derived-from census inquiries. It was with the object 
of. calling wider attention to the need for a complete 


and searching investigation of the causes—economie, 
biological and pathological—of the decline in the popula- 


tion that the earlier of the two letters was written. ‘We 


are therefore grateful for the support given by the - 


signatories of the second letter to the. need for this 
investigation even though they are of the opinion that 


the economic causes. are of greater importance than the 
factor of involuntary. sterility. | 


_ KENNETH WALKER 


British Social Hygiene ¢ Council, 7 Chairman of the , 


-London, W 


PATULIN IN THE COMMON COLD 
SR, With regard to the papers published in your, last 


issue by Prof. H, Raistrick and his collaborators on the 


use of patulin in the treatment of the common cold, we 
wish to record that a laboratory and clinical investigation 


has been carried out under the auspices of the Director 
of Pathology, the War Office, on a sample of the substance 


which was received by courtesy of Professor Ra istrick i in 


Mareh, 1943. 


We were able to confirm in general the bacteriostatic 
activity and the: lethal dosage for mice fotind by Surgeon 
Commander W, A. Hopkins and described in his paper. 

A preliminary trial of the use of patulin in the treat- 
ment of the common cold Was carried out in March, 1948, 


at a primary training wing, but the results were jot 


convincing. A further trial was begun in August, 1948, 
at a different primary training wing, and in this trial the 


‘method of application was modified to conform with that 
used by. Surgeon Commander Hopkins. One hundred 


3 were treated during August and September, and 
alternate cases received patulin and the control solution 
of phosphate buffer saline. The series was carefully 
analysed, and the treated and the control groups were 
found to be closely comparable as regards symptoms, 
average duration, of the cold: before treatment, and 
bacterial flora of the nasal secretion. All cases were afe- 


brile. The proportion of cases which ‘showed Clinical 


improvement was substantially the same in both groups, 


as was the number of patients who considered that 
treatment had caused their colds to improve. 

We had to conclude that patulin had no demonstrable 
effect on the course of this series of colds as compared 
with the natural evolution of the disease. A full report 
is being prepared and will be submitted to the Director 
of ERES the War Office, in due course. 

ö re H. STUART-HÀRRIS. 
’ E. FRANCIS. 
A A J. M. ‘STANSFELD.. 


MYASTHENIA GRAVIS > -~ 
Stig. In attempting to explain the improvement in 
myasthenia gravis which may follow extirpation of 
the thymus gland, Laurent (Lancet, Oct. 23, p. 525) 
postulates latent tetany following accidental removal of 


The parathyroids. While the chance removal: of the 


lower parathyroid bodies may remain a practical issue, 


it seems questionable whether total. parathyroidectomy | 


can occur fortuitously in the course of thymectomy on 
account of the high situation of the upper parathyroids 
and the not uncommon presence of accessory tissue. 
Unless: extirpation is complete, the remaining. para- 


thyroid tissue will undergo a compensatory ‘hypertrophy. | 
until a state of secretory balance is once more. attained | 


and any effect produced by the operation would be lost. 


Concerning the value of latent tetany in overcoming the 


myasthenic complex, the possibility of a heightened 
excitability’ of the motor apparatus achieving. some 
measure of success in counteracting the functional 
myoneural disability may appear feasible in theory, 
but against this it should „be remembered that the 
clinical manifestations of tetany are often ephemeral 
even in face of the strictest excision. of parathyroid 


tissue which can be accomplished experimentally. In 


spite of a persistently low serum calcium, the motor 
hyperexcitabilty subsides and the symptoms of tetany 
disappear. Hence any improvement in the myasthenia 
if due to this cause would probably be short-lived. 

In assessing the mechanism.and basis of treatment of 
myasthenia gravis, two circumstances should be con- 
sidered. First, that myasthenia is a symptom and not 
a disease. Its presence forms an indication usuaHy of 
a facilitation of the - choline ` esterase process at "the 
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myoneural junction but may also be related to some 
alteration in response to stimulation of the muscle-fibre 
or its motor end-plate. Second, arising from the first, 
is the fact that several undifferentiated varieties of 
myasthenia exist, the anomaly being due to the cir- 
cumstance that myasthenia, whatever its origin and 
nature, will always present a clinical picture possessing 
certain common characteristics. I directed attention 
to these points at a meeting this year of the Ophthalmo- 
logical Society. Thus the myasthenia of Graves’s 


disease, although essentially thyrotoxic in nature as it 


is cured by a thyroidectomy or improved during a 
remission of the illness, is commonly spoken of as 


` myasthenia gravis complicating exophthalmic goitre. 


Again, the development of a myasthenic syn 


drome in 


_ connexion with thymic tumour has led to the belief 
` that thymic activity is closely related to the patho- 


'» . 


genesis of myasthenia gravis. 


Evidence on this point 
is weak, being about on a par with that favouring 
thyroid activity as a causative agent on account of, the 
occurrence of thyrotoxic myasthenia. Further, curare 
and like substances can induce an accelerated type of 


-muscle , weakness resembling myasthenia gravis in all 


aspects, save that of speed of development, and capable 
of neutralisation by prostigmine although the operative. 
mechanism seems to be slightly different. Lastly there 
is myasthenia gravis, a condition whose pathogenesis, 


although shrouded in ‘mystery, remains distinct from 


those described above. Concerning the value of 


- thymectomy for myasthenia gravis, it is evident that 
the operation forms the correct treatment for thymic 
- myasthenia in the samé way as thyroidectomy remains 


1 


* 


„ ance of their work to the institution. 
. she said, are taught to regard their job as the foundation on 
which the whole hospital work is built up. As regards rates 
of pay, the daily workers receive the rates of the Transport 
and General Workers Union. 
standard union rate, but an effort is made to keep wages as 


the proper measure for thyrotoxic myasthenia. 
these operations however might be expected to exert a 


Both 


beneficial effect on myasthenia gravis, the probable 
rationale being, as with the improvement in certain 
forms of cardiac disease following total throidectomy, 
the removal of a substance which gives rise to dele- 
terious effects on the organ concerned when present in 
abnormal quantities. But on account of this associated 
benefit it would be unwise to regard the phenomenon 
as being indicative of a causal relationship and still 
more so to accept all expressions of the myasthenic 
complex as being instances of myasthenia gravis without 
more concrete evidence to that effect. 


London, S.W.3. JOHN H. MULVANY. 


_ DOMESTIC. SERVICE IN HOSPI'FALS 
SIR, — The two principal general hospitals in Bristol— 


the Bristol Royal and Southmead (Municipal) Hospitals 


—seem to suffer less than most from the prevailing 
shortage of domestic workers, though there have been 
times when everybody has had to turn to. The two 
matrons give almost identical reasons for their immunity, 
and these reasons may be instructive. 


` 


‘Miss Bell (Royal Hospital) spoke of the personal interest 
taken in the domestic staff and the stress laid on the import- 
The domestic staff, 


For resident maids there is no 


nearly as possible in conformity with trade-union practice ; 


thus after age 18 no experience is required to entitle a girl 


to receive adult wages. 


Of course wages rise with length of 
service at the hospital. As in the case of nurses there are, 
or were before the war, differences in the uniform marking 


: seniority both in length of service and in the appointment 


held. For instance, after 2 years service a green frock was 


worn. A badge was given after 5 years, and the presentation of 


badges was always made on some ceremonial occasion, such as 
the Lord Mayor’s visit at Christmas. There has been a money 


gift as recognition of long service in addition to the normal 
krise in wages. 
five maids with more than 14 years service. 
has not so far come under the Essential Work Order except 


Long service is fairly common — there are 
Hospital work 


in the case of laundry workers. Any other woman may leave 
her job if she wishes, but there has not been any great tendency 
to leave for factory work or the Services. Miss Bell has 
welcomed part-time voluntary workers and says that special 
arrangements and a good deal of tolerance are needed to use 
such work to full advantage. The residential accommoda- 


tion is very good. The maids’ hostel stands in the really 
beautiful grounds of the nurses’ home. It was once part of 
the monastery of the Black Friars and occupies the site of the 
monks’ vineyard, one of the best sites in our city. The hostel 
is a modern building erected for the purpose. Actually the 
accommodation is better, because we learn by experience, 
than that of the nurses’ home. The Royal Infirmary is in 


the centre of the city and amusements are near at hand as 


well as bus services in all directions. 

‘Miss Webber (Southmead Hospital) put first among the 
reasons the status and consideration given to her domestic 
workers. Here again there is no union rate of wages but 
the wages are high, among the highest paid in the whole 
country. The women are allowed freedom. They are given 


passes just like nurses. The off-duty times are generous— 


one whole day a week, a half day on alternate Sundays, and 
one or sometimes two evenings a week. Their dress is smart 
and there are distinctive differences according to length of 
service and the appointment held. The residential quarters 
are not so modern and up to date as could be wished but this 
is because the war has held up all building plans, but there is 
a hall for entertainments and they have occasional dances with 
a good dance band. The situation of the hospital, although 
towards the outskirts of the city, is agreeable, and three of 
the best cinemas are within easy walking distance. I am 
not sure whether the proximity of the barracks is alto- 
gether a disadvantage. About half the girls come from 
Bristol and about half from Wales. No hospital badge is 
awarded to the domestic workers but they are corporation 
officials and may wear the municipal badge from the time 
they join the staff. 

Another factor which both matrons feel plays no small 
part in the favourable position which their hospitals 
enjoy is Bristol’s well-marked local attachment, senti- 
ment or patriotism. J. B. Priestley recognised this 
when he described Bristol as being the only real pro- 
vincial capital in England. He was right—there is a 
feeling here, and I speak as an intruder, of being in a 
metropolis or mother-city. This self-sufficiency may 
be deplorable to some minds but it certainly makes 
Bristol a centre of attraction for a large area in the West 
of England and a good portion of Wales. 

Bristol. | J. A. NIXON. 


= PRIMARY ATYPICAL PNEUMONIA 
Smr,—The paper by Drew, Samuel and Ball in your 


issue of June 19, while drawing timely attention to a a 


condition which must often have been unrecognised, 
contains statements on the radiological side which 
should not be allowed to pass unchallenged. On 
p. 763 it is noted that enlargement of the hilar shadows 
was observed.. . This has the characters of enlarged 
glands—namely a shadow with an ill-defined outline 
and translucency of the normal hilum.” It has 
surely been proved by now that hilar glands play little 
if any part in the formation of the hilar shadow, and 
that where they do play a part it is impossible to separate 
them with certainty from the extremely variable 
vascular shadows of the hilum ; only where a gland is 
sufficiently enlarged and sufficiently favourably placed 
in relation to vascular shadows to show. a well-defined 
border (not an ill-defined outline ’’) by contrast with 
aerated lung can it be interpreted as such radiologically, 
This has been clearly brought out by Lopo da Carvalho 
in his studies by angiopneumography.! 

How dangerous it is to interpret hilar shadows as 
enlarged glands is illustrated in one of the cases pre- 
sented by the authors. In case 4, it is stated that on 


` 


March 4 (fig. II) the left hilar glands were moderately ` 


enlarged. Eleven days later the hilar glands were 
still enlarged but less than in the previous film (fig. II). 
On comparison of figs. II and Hr there is certainly a 
difference in the hilar shadows byt the difference is in 
size and density rather than in contour, and the shadows 
can be resolved into those of pulmonary branches ; on 
close examination fig. II bears all the characteristics 
of a film taken (I suspect with a portable apparatus) 
at a short distance in an anteroposterior direction— 
namely, relatively broad heart, sharply defined posterior 
rib margins, and relatively enlarged anterior rib shadows 


1. da Carvalho, L. and Moniz, E. Acta radiol., Stockh. 1933, 14, 
433 ; da Carvalho, L. Report to Medical Congress of Lourenço 
Marques, Lisbon, 1938. 
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with. ill-defined margins‘; while fig mis obviously. a 


' ‘postero-anterior radiogram taken as a teleradiogram. | 


Such. differences in technique would explain the differ- 
ences in the appearance of the hilar shadows. =~ >> 


. I am aware that it is claimed that adenopathy can 


be diagnosed from lateral radiograms, but I have not 


been able to satisfy myself that it becomes easier to 
separate the glands from the vascular shadows by 
Ants Cape Proton. Lira. STEPHEN MONTGOMERY. 
_ OPINION OF SERVING DOCTORS ‘ 
Sm, Since the earlier part of the war discussions have 
been taking place as’to the future of medicine. 
the present time only members of the profession at home 


have had an opportunity of stating an opinion.. There, 
may be a vast difference in the outlook of a doctor 


engaged in an appointment or a practice which will 


continue at the end of the war, and a service doctor who 


actual inauguration of a state salaried service. 


will have to make a fresh start. In our opinion the 
latter has been utterly and completely ignored up to 
date. It is said that when the time comes machinery, 


will be set in motion for communicating with Service 


through the normal channels. * e 
It is perhaps not realised that replies may take several 


men and women whose views cannot be obtained 


months. In our. opinion a. questionnaire should be 


sent out without any further delay to all members of 
the profession. It should, be drawn up jointly by: 
representatives of the profession and the Ministry of 
Health setting forth the points of. difference. These 


‘should be voted on by ballot, and the results assessed. 


E. R. VAN LANGENBERG. 


ie . l 
By airgrapf mn. T. S. STEWART. 


CONTRACTING OUT * 
Sm, — Lour three correspondents, in their letters of 


Oct. 30, appear to suppose that I am making a case 


for the discontinuance of private practice, if not dara 

is 
is not so. What I am at pains to point out is that ff 
and this is by no means unlikely—a comprehensive 


medical service available to the whole community comes 
-` into being, then we must be prepared to forgo private 


ractice.. If on the other hand the service is only 
esigned to cover people up to a certain income level, 


the question of contracting out would hardly arise at 


all, Because the great majority of those who would 
want to, and could afford to, contract out would find 


themselves not covered by the scheme. 


I. agree -thoroughly with Dr. Nelson when he says 


that we cannot run with the fox and hunt with the 


a 


the clinic is usually because he has.a good deal to get: 


_ to give her any more. 


hounds, but I certainly do not conclude that all must 


be of the state. To try another metaphor, you cannot 


have your cake and eat it, and if, as seems plain, the 
majority of the profession is against a full-time salaried 
service, we have the choice of some other type of service 


Which. should either be (a) universal, or (b) limited, with 


other means of remuneration. From the experience 
of a series of (so far) 17 public relations meetings with 
various lay audiences, I believe that what the public 


Wants, if there is to be any change at all, is a universal 


service. To compromise! with any mere extension of 
National Health Insurance to a higher income level 
seems merely to perpetuate all the disadvantages of the 
present panel system, and I am sure that the public 
at least see in this proposal the danger that Dr. Leak 
is afraid of—that there will be a levelling down instead 
of a levelling up. | a 


Dr. Lindsey Batten gives several legitimate reasons 
for a patient wishing to step outside an official scheme. 
Iam bound to say I see no reason why a patient should 


not be able to obtain all these attentions in a compre- 
hensive service run by the state. The reason why the 
doctor can only give the young mother two minutes at 


through in a fairly short time, and simply cannot afford 
Surely one of the first objects 
‘of any organised service would be to ensure that the 
doctor who was running the clinic would be able to 
give each patient sufficient time to attend to his or her 
medical needs. And the point about health centres. 


It would obviously be impossible to be too rigid: about 


* 


OBITUARY ' ` 


Up till. 


Dr. Elizabeth. Garrett, who married the shipowner 


mother's life had been one long 


Service in France. 
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these, and I see no reason why a doctor should not on 
occasion visit his patient’s house for an interview which 


is perhaps not entirely necessary on medical grounds. 


And where the visit was made'!to the health centre, 
there is no reason why this should not be made at the 
mutual convenience of the patient and dootor, there being 
no reason why, if an appointment has been arranged, the 


patient should waste valuable time waiting about. 


The whole thing in my view boils down to whether 
we are going to provide a medical service for 100% 
of the population or only a proportion of it. 
Annual Representative Meeting of the BMA in 1942 
the former was approved by a hairsbreadth majority, 
but last September a motion was passed by a large 
majority which very nearly negatives this decision. It 
is unfortunate that there should seem to be a divergence 
of opinion on such a fundamental. point. I believe 
that if we provide for only a proportion we shall lay 
ourselves open to the possible criticism that we wish 
to make as much as we can out of that section of the 
population not covered by the national scheme.  " . 

I do hope that a good deal more thought will be given 
to the 100% issue before we come to a final decision 
in the matter, and that if the eventual decision, 1s in 
its favour, as much thought will be given to the 
inadvisability of contracting out. „„ 
EFEastbourne. AA. Lucas. Youna: 
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© LOUISA GARRETT, ANDERSON 
i BE, MDILOND ; 


Dr. Louisa Garrett Anderson died at Brighton on 


Nov. 15 in her 71st year. She was the ‘firstborn of 


James George Skelton Anderson in 1870 when she Was 34. 
From the chance meeting with Elizabeth Blackwell. in 
1859 that turned her thoughts towards medicine, to her 

ualification as an Apothecary in 1865 and the Paris 
doctorate in June, 1870, herr! 


hard-won campaign for women's 
rights, but as Louisa says in 
her filial memoir: No one can 
remain the stern pioneer,’ at 
any rate in her own home, if, 
when she gives herself airs, she . 
is laughed at—and loves it.” 
Jamie did not understand 
jealousy; he delighted in her 
position, her success and her 
achievement : her cause in fact 
became their cause.. It was into 
such a home that Louisa was 
born in 1873 and after the death 
of. a sister from tuberculous 
peritonitis at the age of fifteen ` 
months she shared it with her e 
brother Alan, in whose life hos. at 
pitals came to compete with shipping in absorbing interest, 
while the perfect Banffshire’ ‘‘ Aaa ° reigned in the 
nursery releasing their mother to her growing practice 
and to serve the Hunter Street school as dean for two 
decades. Later she was sent to school at St. Leonards, 
Fife, returning to the Royal Free from which she qualified 
MB Lond. in 1897. House appointments there and at the 
“ New ” (Eliz. Garrett Anderson) Hospital followed and 
after some foreign travel she took her MD and started 
consulting work, seeing outpatients at the New Hospital 
and the. Harrow Road children’s hospital. She had many 
friends and lived a very full life; and then, true to type, 
she gave herself selflessly to the militant suffrage move- 


ment, serving a term of imprisonment. , 


The first world war closed this chapter.and.on Sept. 14, 


1914, she went with the first unit of medical women for 
This unit was attached-to the French 
Red Cross, and when they arrived in Paris they were sent 
to Claridge’s Hotel, which had just. been emptied so that 
the Women’s Hospital Corps might be ‘housed. 
to be surgically cleaned from top to toe, but within a 
few hours of the unit’s arrival French wounded were 


being brought in straight from the battlefields, and Dr. 
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Louisa was operating in one of the bathrooms. Later in 
the war she was chief surgeon to the Military Hospital, 
Endell Street, and in 1917 was awarded the CBE. 
Soon after the armistice she retired to Penn, Bucking- 
hamshire, where she became a JP and ipterested herself 


in local affairs . 3 

Immediately this war broke out she left her much-loved 
home to come to London. She felt that she must be in 
touch with the stress and strain of war, and wished, in 
particular, to be near the hospital founded by her 
mother, so that she might offer it any help which was in 
her power to give. She got to know every individual 
in the hospital and identified herself with every aspect of 
its life—domestic, administrative, nursing and medical. 
When the bombing started, even if she were not working 


in the hospital during the raid, she would appear a few 


minutes after the all-clear, just to see that all was well 
and to wish everyone God-speed. In thinking of her, the 
words courage, integrity and humour come to mind, and 
the many friends who will miss her will never forget these, 
her outstanding qualities. i 


JANSEN OSWALD DAVID WILLIAMS 
M B CAMB. 3; CAPTAIN RAMC 


Jansen Williams matriculated at the Cardiff High 
School when he was fourteen, and was at Cambridge 
before his seventeenth birthday. But if he was some 
years younger than his fellows, 
they were kept in the dark about 
it. His powers of application at 
work were not extreme, but he 
could learn much in the limited 
time he allowed himself. He 
played rugby football, as all good 
Welshmen do, and represented his 
school, college and hospital at 
the game. “Jod” entered St. 
Thomas’s Hospital in 1937 with 
many of. his friends. He found no 
difficulty with the clinical side of 
medicine and once remarked that 
one could glean enough from the 
lunch-time talk to see one through. 
He qualified in 1940 and took his 
Cambridge degree the following 
year. He held a job at Farnham County Hospital for 
six months when he volunteered for the Navy, but, as 
with so many, found himself attached to a regiment. 
He married during his period of service at home, and went 
abroad with a general hospital in October, 1942. He was 
one of the first medical men to land in N. Africa. After 
a short stay at the base, he moved to the fighting line, 
and remained with an advanced field ambulance during 
the Sicilian and Italian campaigns. He was killed in 
action last month. e H. B. L. W. 


DR. ERIC PRITCHARD 


ALL Eric Pritchard’s friends must be grateful, writes 
H. W. C., for your sympathetic obituary notice. He 
may certainly be said to have been the originator of 
fhe infants’ charter. One of the things not mentioned 
seems to warrant a further note. Pritchard made the 
really astounding discovery that neonatal fractures of 
long bones require no treatment of any kind. Travel- 
ling up to Paddington from Burnham he told me the 
following story. l l 

An infant victim of fragilitas ossium was found to have 
29 fractures. Obviously no splinting or other local treat- 
ment was possible. After a few months all bones were 
found to be completely normal. Pritchard then produced 
a series of X rays of an infant’s untreated fracture in the 
middle of the femur—great shortening of the limb had 
occurred as the broken shaft was crossed and the ends 
inches apart. The second picture showed nothing but a 
huge mass of callus. In later ones the callus gradually 
thinned and from its centre there finally emerged a perfectly 
healthy normal femur. After this experience no natal 
fractures received treatment of any kind. 


Keturah Collings 


The Unrrep Arrica Co. Ltd., of Unilever House, Black- 
friars, E.C.4 have a small supply of dried bananas, imported 
from the British Cameroons. They are willing to send a box 
to any hospital which urgently needs bananas for the treatment 
of cceliac disease. 
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. A NEW LINK WITH THE USSR Pa 
TER Anglo-Soviet Medical Council was founded in 1941 and 
has contributed much to the steady growth in understanding 
between Russian and British scientists and medical men. 
Now a sister body has been formed in the United States which 
like the ASMC is designed for the exchange of medical informa- 
tion. The American-Soviet Medical Society, through meet- 
ings, by means of a journal, and by setting up a library of 
information, wil tell doctors and members of allied professions 
in America on what problems the Russians are working and 


how they are solving them. The society will also be sending 


medical books and periodicals to the Soviet, and will help to 
develop closer codperation between the Russian and American 
medical corps. When conditions allow, plans will be made to 
exchange students and scientists, and to arrange study tours 
in the two countries. All American doctors and those engaged 
in allied professions are invited to become members. The 
journal, to be called the American Review of Soviet Medicine, 
will be edited by Prof. Henry E. Sigerist, author of Socialised 
Medicine in the Soviet Union (1937). The president of the new 
society is Dr. Walter B. Cannon. 


University of Cambridge 
On Nov. 19 the following degrees were conferred : 
MD.—*D. D. Evans, E. T. D. Fletcher, J. B. Murray. 
MB, B Chir.—F. M. Deighton. 
Socialist Medical Association 
The central London branch of this society is holding its first 
meeting at 8.15 pm, on Monday, Nov. 29, at the Conway Hall, 


Red Lion Square, W.C.1, when Dr. Philip Inwald will speak on 
socialism and medicine. 


Glucose Tablets for Hypoglycemia 


Glucose in tablet form is now available in sufficient 
quantity to meet the demand by diabetic patients. The 
Ministry of Health, in coöperation with the Directorate of 


_ Medical Supplies, have arranged for a special allocation of 


glucose to go to the manufacturers of these tablets, Ample 
supplies are available so long as .the distribution of these 
tablets is confined to the diabetic members of the public, 
and to a great extent this responsibility lies with the retail 
chemists through whom the distribution will be made. 


Insulin Colour Code 


Three distinct types of insulin are now in regular use— 
unmodified insulin, protamine zinc insulin and ‘ Globin insulin 
(with zinc).“ Alternative strengths of two of these make a 
total of six different preparations. To reduce the chances of 
confusion to a minimum British manufacturers have agreed to 
adopt a uniform design for labels and cartons, by which each 
type and strength of insulin, of whatever make, will be readily 
identifiable by a distinctive colour scheme. In addition, the 
unit strength per c.cm. will-be stated in bold figures on both 
label and carton. An explanatory card can be obtained from 
any of the manufacturers, Allen and Hanburys Ltd., Boots 
Pure Drug Co. Ltd., British Drug Houses, Ltd., or Burroughs 
Wellcome & Co. 


Royal Society of Medicine 

At the meeting of the section of medicine at 2.30 PM, on 
Wednesday, Dec. 1, the third centenary of the publication of 
the Religio Medici will be commemorated. Dr. H. P. Bayon 
will also give some personal-recollections of Robert Koch who 
was born on Dec. 11, 1843, and Dr. Douglas Guthrie will read 
a paper on Andrew Boorde (1490-1549) physician, priest and 
traveller. At 5 Px, on the same day at the section of surgery 
Mr. A. Rainsford Mowlem, Mr. P. H. Jayes and Dr. Peter 
Gabarro will open a discussion on modern methods of skin 
grafting. On Dec. 3, at 10.30 am, at the section of otology 
Air-Commodore E. D. D. Dickson, Squadron-Leader J. E. G. 
McGibbon and Squadron-Leader Colin Campbell will describe 
a clinical and experimental investigation of acute otitic 
baratraums. Major E. P. Fowler, usamo, will also speak on 
the prevention of otitis due to otitic baratraum with radon. 
On the same day, at 2.30 PM, at the section of anesthetics 
Dr. I. W. Magill will ask: Is a Proper Perspective being Lost 
by Anesthetists Today? At the same hour, at the section 
of laryngology, Major Freda Bannister and Mr. G. Ewart 
Martin will open a discussion on local regional ansesthesia in 
nose and throat operations. 
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Medical Casualties : S 


The following RAMC officers have been pud as prisoners 
of war: Captain W. R. Jackson, MB LEEDS; Major J. R. 
Macdonald, MB amie ; and Major P. E. F. Routley, BM OXFD. 


Medical Honours l Mopsis 


The following awards have’ lately been made to RAMC 
1 


. to all rans. 

` MO.—Major M. E. M. Hereford, MB BRIST., Captain B. E. W. 
Aldwell, MB DUBL..; Captain: J. S. Martin; Captain Jan N 
MB EDIN. 


Training for Maltese Specialists 


As a tribute to the courage and endurance of the people of 
Malta, the Nuffield Foundation have, with the approval of 
Lord Nuffield, offered to provide grants for the training in 
Great Britain of six-Maltese doctors, chosen by the govern- 
ment of Malta, for the following appointments in the publio- 
service of, the island: orthopædic surgeon or assistant ortho- 
pedic surgeon, radiologist, tuberculosis officer, two infant 
welfare officers, and a medical officer to undertake the medical 
care of the civil prison and reformatory. The grants will be 
tenable for a period not exceeding 2 years. The men or 
` women who are chosen will receive a grant of £400 per annum 
if unmarried, and £600 if married and a further allowance i in 
travelling expenses.: The recipients will be required to give 
an undertaking to return to the island at the end of their 
training to take ap the appointment for which they have been 
selected. The institutions in which they will receive their 
‘training will be chosen by the trustees of the foundation i in 
consultation with the Colonial Office. 


Care of Disabled in Birmingham 
A Birmingham Welfare Council, dealing with the training 


‘anal employment of disabled persons, has been set up in 


Birmingham on the initiative of the City Reconstruction Com- 
mittee. At the first meeting; held on Nov. 18, Alderman 


Norman Tiptaft, chairman of the Reconstruction Committee, 


said that the primary aim of the organisation is to ensure 
that no Birmingham citizen in need of help of any sort on 
account of injury should be neglected.” It might establish a 
central office, staffed by trained people who could act as 
skilled advisers to the disabled; it might arrange a scheme 
for pooling the local-authority and the national statutory 
organisations in providing workshops similar to those of the 
Lord Roberts Memorial Fund; it might set up a large central 

institution for training partially disabled persons and extend 
the work of cripples ; and it might use its influence to secure 
jobs for disabled persons in both industrial-and commercial. 
life. Birmingham agencies concerned in the welfare of dis- 
abled persons had produced various suggestions, and this 
made it more than ever necessary to have a unified council 
which would prevent overlapping. 

Major Llewellyn Ryland, a member of the board of the 
Hoye Cripples Hospital, was elected chairman. 


I would like to see every anthropological depart- 
ment with its laboratory attached, or at least in very close 
Working relations with suitable laboratories in other depart- 

ments. There the student will learn, by practice, the experi- 
mental basis of evidence ; the controls that are necessary and 
possible in the comparative study of smallish groups; and 
whatever equipment of tests is going to help him along his 
special line of interests. There it might be possible to develop 
those beginnings of the experimental study of social thinking, 
and of group leadership, that have already appeared. There 
could be worked out ways of showing how the basic functional 
measures of which I have spoken do actually affect the sort 
of behaviour in which the anthropologist is interested. There 
perhaps concrete and controlled demonstrations could be 
achieved of some of the effects of propaganda, and of some of 
. the conditions of the spread and change of public opinion. 
Nobody can tell how much can be accomplished, for nobody 
has seriously tried ”.—F. C. BARTLETT, FRS, giving the Huxley 
memorial lecture on Nov. 23. 
The Minister of Health has s appointed Sir Edward Campbell 
to be parliamentary private secretary, Mr. Michael Reed to be. 
his private secretary, and Miss L. R. Prescott to be his assistant 
private secretary. 
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Infectious Disease: in England 1 ana Wales l 
' WEEK ENDED NOV. 13 1 


N otifications he following cases of 15855115018 didéase 
were notified during the week :. smallpox, 0; scarlet 
fever, 3236; whooping-cough, 1902; diphtheria, 819; 
paratyphoid, 4; . typhoid, 5; measles (excluding 
rubella), 557 ; pneumonia (primary or influenzal), 781; 
puerperal pyrexia, 158 ; cerebrospinal fever, 41 ; polio- 
myelitis, 20 ; polio-encephalitis, 23 encephalitis leth- 
argica, 1; dysentery, 158; ophthalmia neonatorum, 
89. No case of N Plague « or N fever Was 
notified during the week. > 

The number of civilian and servis sick in the Infectious Hospitals 
95 the London County Council on Nov. 10 was 1894. During the 

revious week the following cases were admitted: scarlet E. 
202˙ .diphtheria, 54; measles, 8; whooping-cough, 49. 

Deaths.—In 126 great towns .there were no deaths 
from enteric fevers or measles, 1 (0) from scarlet fever, 
7 (0) from whooping-cough, 13 (1) from diphtheria 64 (7) 
from diarrhoea and enteritis under two years, and 40 (6) 
from influenza. The figures in. parentheses a are those for 
London itself. 


Bristol and Manchester each had 4 deaths kon inguenza, ‘Laver- 
pool reported 10 fatal cases of diarrhcea, Birmingh am 6 


The number of stillbirths notified duririg the weak was 


199 (corresponding to a rate of 32 per thousand Total 
Se including 23 i in London. — 


Births, Were ay Deaths sar 


BIRTHS i Di 

BELL.—On Nov. 12, at North Shields, to Dr. Jean Bell ée 
Cass) wif wifo of the Rev. R. G. Bell—a son. 0 

CURWEN. —0n Nov. 13, in London, the ae of ER Lieut. 
Commander Montague Curwen, RNVR— a 8 

Dick.—On Nov. 21, at Oxford. the wife of Dr. W. Pointon Dick 
a daughter. 

Foork.—0On Nov. 21, at Horsell, Woking, | the. wife ‘of Surgeon 
Iieut.-Commander E. S. F Foote, RNVR daughte s 85 

RI DTI. On Nov. 20, at Woking, the wito of Major N. H. L. 
Ridley, Rauo—a son. 

WAINWRIGHT.—On Nov. 17, at Hartshill, Stoke-on-Trent, the wife 
of Mr. Denys Wainwright, FROSE—8 son. 

_WILLCox. —On Nov. 20, at ye the wife of Major. Philip 
Willcox, RAMO—a son. 


' MARRIAGES . 

_ KNOWLES—JAMES.—On Nov. 20, at Woking, James White Jackson 
Knowles, surgeon lieutenant RNVR, to Anne James. 

MARTIN—SrRwART.— On Nov. 11, in London, Thomas Dawson 

Masson: Martin, MRCS, to Eileen Hannah 85 tewart. 


! ‘DEATHS 


BATES.—0On Nov. 21, at Worcester, Tom Bates, FRCS FRCS., aged 65. 

BURTON. = on Nov. 16, at Spalding, Lines, Wilfred Robert Burton, 

Harpy.—On Nov. 15, Edward William Dacre Hardy, Mo, ‘MRCS. 

LESLIE-SPINKS.—On Nov. 18, at Woolacombe, N. Devon, Charles 
Frederick Leslie-Spinks, LRCPE, formerly of Bournemouth. 

AES 5 Nov. 12, in London, Guy, Matthews, MB LONm, 

age 2 

MICHAEL. —On Nov. 20, at Harrow ‘Weald, Oyril Eden Michael, 
MB OAMB. 

Moorr.—On Nov. 18, at Duckyls, near Rast Grinstead, Frederick 
Craven Moore, MD MANO., FROP, aged 71. 

PaRRS.—0On Nov. 17, at t Wo king, Basil Pares, OMG, D30, ARCS 
surgeon lieut. -colonel, late lst Life Guards, and Royal Horse 
Guards, aged 74. 


N 


-PARSONS.—On Nov. 17, Gerard Lyno Parsons, RCS, of Radlett, 


~- Herts. 
RoGers.—On Nov. 16, at Yelverton, George Frederick Rogers, AD 
CAMB. 


SPENOE.—On Nov. 14, Arthur Dunbar Spence, MB EDIN., of m 
penden. formerly ‘of Rangoon. 


WHILLIS,—On Nov. 20, Robert Whillis, MB CAMB., FRCSK. i 


A SHORT schedule of amendments to the BP 1932. contains 
only one addition to the monographs—a liquid extract of 
colchicum corm, which will replace the ordinary liquid extract 
made from the seed. The colchicine content of the new 
extract is the same as of the old—gr. 1/70 per min. 5. Tinc- 
ture of orange can now be omitted from confection of sulphur. 

ne fact that made of raw materials in short gu l l 
7 goods f DP A owing 


to war conditions are advertised in this paper 
as an indication that they are necessarily available for export. 
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f set of neurosurgical ins 
suction and diathermy, and after some experimenta l 
. a satisfactory operating-theatre was constructed out of a 

' derelict 10-ton Diesel motor-coach captured from the 


w 


: ward attached to the operating-theatre. 
operative investigation and treatment were carried out, 
and sometimes as many as a dozen cases would be 


1m Lasront] ORIGINAL 

MOBILE NEUROSURGERY IN WARFARE 

EXPERIGNGES IN -THE EIGHTH ARMY’S CAMPAIGN IN 
__ @YRENAICA, TRIPOLITANIA AND TUNISIA 


KENNETH EDEN,* MS LOND, R OS 
MAJOR RAMO; O/O A MOBILE NEUROSURGICAL UNIT 


THE recent campaign of the Eighth Army from El 


. Alamein to Tunis was unprecedented in the rapidity of 


115 movement and the length of the lines of communica- 
ion. 


Until after the battle of El Alamein neurosurgical 
battle cagualties had been evacuated to a base neuro- 
pure Lea unit by air, either untreated or after operation 
by the general surgeons in the field. Asthe enemy began 
to move rapidly westward, however, the problem of trans- 
porin g these cases to the base became more and more 

ifficult, and eventually a mobile neurosurgical unit was 
sent into the field. Throughout the remainder of the cam- 
paign this unit worked with a casualty-clearing station 
(CCS), usually the most forward one, and cases after 
operation were evacuated by air to the base. When this 
became too distant for one journey a detachment of the 
unit was left in a hospital on the line of communication to 
act as a staging post. Thisadvanced bage team was able 
to hold and nurse the cases operated on by the forward 
team until they were fit for the second and longer air 
journey to the base, while at the same time it collected 
the cases missed by the mobile team. Thus a specialised 
head-injury service was provided from the forward CCS 
to the base at Cairo—eventually a distance of some 
5 The team ipped with lete 

4 .—The team was equipped with a comple 

2 i instruments, including eerie 

ion 


Italians (fig. 1). Lighting was provided from batteries 
which could be recharged by running the engine, and a 
special fitting in the ceiling of the coach provided for a 
_ The petrol generator carried by the unit was arranged 
to run outside the coach, with leads to the suction and 
diathermy machinery and for emergency lighting. A 


rear compartment was fitted with instrument and linen 


cayenne and running water for scrubbing up. 
Altogether it formed a compact and Mar aah esl 
relatively dust-proof operating theatre that could be 
packed up and moved in an hour or two. | 


Routine Treatment moe 
During the battles cases were received in a steady 


£ stream in the CCS by motor ambulance convoy from the 
field ambulances. The head cases were sorted out and 


admitted direct to a tented neurosurgical preoperation 
Here pre- 


waiting for operation at one time. 


SELECTION OF CASES 


In general, open brain wounds took precedence over 


simple depressed fractures and scalp wounds, many. of 
‘ which were evacuated straight on by air to the advanced 


base team. But we soon learnt to regard coma as a 


„ TABLE S RELATED TO STATE OF CONSCIOUSNESS 


5 


K 


° Major Eden’s death on active 


Semi- Con- 
ak Coma coma fusion Alert 
Number of cases dying. 12 7 4 1 
Number of cases surviving 3 6 23 115 


grave 53 sign in brain wounds and to leave these 
cases for some hours, the better to assess their chances 


while we made sure of the simpler cases. Table 1 shows 


the mortality of the head wounds (other than scalp wounds) 


classified in terms of their degree of consciousness. 


service was recorded in our issue of 


20 (p. 653). 1. Brit. med. J. 1940, 1, 661. 


6275 


It provided unique problems in the treatment of 
War wounds of the head. 


all over with 


wound flora. 


ARTICLES `- 


_ The presence of neurological signs was not considered 
to exclude a good result, and many of these patients made 
a complete recovery, while almost all of them improved 
considerably. l _ 

The presence of other associated injuries is always a 
difficulty in specialised war surgery; in some of these 
cases we worked together with the general surgeons, 
while at other times we treated the other wounds our- 
selves. Shock, which is usually an unimportant feature 
in head cases, may then be a prominent symptom ; 
blood or plasma transfusions must | 
may have to be delayed. . In 90 out of 325 of our cases 
of head injury there were wounds elsewhere in the body. 
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set up and operation 


One of the more important associated wounds is injury 


to the eye, of which there were 19 cages én our series. 
What appears at first sight to be a pure orbital wound 
and is referred to an ophthalmic surgeon is sometimes a 
perforating brain wound. For this reason we always 
worked in liaison with the ophthalmic surgeon. 


PREOPERATIVE MEASURES 


Most of the cases reaching us had had no treatment 
other than a dressing to the wound of sulphanilamide 
powder and sulphanilamide given orally or sulphadiazine 


intravenously. A few cases had been operated on 


further forward, and in some of these we reoperated 
before passing them on. te r 
The two most important diagnostic procedures are a 


complete neurological examination and radiography of the 


skull, both of which were carried out as a 
routine. Lumbar punctureisnotinformative 
enough to justify its use in the investigation © 


OPERATING ‘COACH + 


of early brain 
wounds; it 
only becomes 
important in 
the later 
stages. 

The next 
step, and 
usually a 
formidable 
one, is to 
shave the 
head. The, 
importance 
of this can- 
not be over- | 
stressed, for 
in the desert 
the soldier’s 
scalp is far 
from clean. 
If the hair is 
first cutshort 


STERILIZERS 


FPRE-OPERATION WARD 


INSTROMENT 


-~ 


88 
si 
‘A 


I 


scissors, and 
the wound 
edges are left 
to the sur- 
geon to 


shave, the 

task is sim- 

pugeda. We 

aiways in- e BLACKOUT 
sisted on the l 

orderly wear „„ or 


ing a mask l 
toavoidadd- 
ing to the Fig. I—Sround plan of operating theatre in motor coach, 
and of attached pre-operation tent. 
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TABLE. U-—HEALING RELATED TO AGE OF ‘WOUND | 


Age ot wound 


on admission 


24 hours 


48 hours 


72 hours 
4 days 
5 days 


6 days 


{days 


| 8-10 days mi 
Total i i ee 


Ie 
Total Healing : 1st 


188 173 
40 39 
31 227 
17 9615 

aS : 

n 
" 28 
2 
3 3 
293 266 
ANAISTHESIA 


. Primary | 
Infections healing (%) 


— | | aee | —— 


rely on locàl anæsthesia given in the form of a regional 


E block of 1% ‘ Novutox’ with a basal narcosis of omnopon 
7 (gr. 1/3) and scopolamine (gr. 1/50). 


Usually. this was 
cient alone, and the criticism that-it is too exgcting 


for the battle casualty was not borne out by the testimony 


of our patients. 


The coritra- indications were ‘wounds 


involving the eyes or ears, in which a satisfactory 


\ 


Type of 
Case 


~ 


_ Fractures ; 
(dura intact) 


E Depressed .. 


Fissured . A 


Air mints and. 
eye wounds 


Face wounds 
Kar wounds 


Compound 


(indriven 
bone. only) 


Compound ; 


- - fracture , 
(dura torn) 
Air sinus and 


eye · brain 
. wounds, 


Ear-brain 
wounds . 


. Faco-brain 
wounds 


Sagittal sinus | ` 
brain 


wounds 
Total .. 


Grand total 


Scalp wounds 


`~ 


@ pa 


13 


27 


regional block could not be obtained, or 
state. of uncontrollable restless confusion. 


SE | EER a — — —ſà—ũ: rere 


Including wounds left open. 


a tients in a 
is just poro 


TABLE II—PRIMARY OPERATIONS 


In-. 
fected | Complications 


Ou 
& 


1 extradural - 


cana 


! 


Sequestration, 1 


Sinusitis; 1; 
rhinorrhea, 1 

Mastolditis and 
. subcutaneous 
abscess, 1 


Fits, 2 


| Pulmonary em-' 


bolus, 1; m 
norrhea, 1 


Mastoiditis, 1 


ttal sinus 
reno 1 


latter cases which provide the biggest A in smooth 


following induction. with a small dose of Pentotha 


Vn an open brain wound makes or mars it. There is 


should be the final and complete one. Failure to obtain 
| 3 union or inadequate removal of indriven bone 


i cerebral ‘fungus, abscess and meningitis. ` 


More ae Hore as the campaign went ae amete same time, it must be remembered that the wound has 


bone and excision of the bone edges until the dpral rent 


dy 
TABLE IV—SECONDARY ‘OPERATIONS (exerioustx OPERATED Te 
ON BY GENERAL SURGEONS) `- ih 
: — > Z D 
| „„ Healing | In aí 
Typo ot of | Deaths} ist ~ | fected Complie ations 
: os cases intention} wounds 7 
Scalp wounds 4 — 3 1 — : 
Compound 2 — 1 LA; — ti] 
Trac 8 
Open brain 9 1 3 4 Encephalitis, 1; I 
wounds — mastoiditis, 3 fa 
cerebral: fun- fig 
Xi gus, 1 j 


not be removed unless it presents itself. In only a few 


The rule is complete and accurate suture- of. the. Scalp 
© without tension. Two layers of fine interrupted wa 


` the ideal, and the- skin layer can be removed in three: 
days; ; but one layer of silk through and through: may. be 
satisfactory, providing the stitches are placed exactly a 


tension. Then the unerring rule must be to e id the 


The methods used (fig. 2) vary according to the circum- 


this repair. 


general anesthesia, but this was always provided 15 
Major R. P. Harbord, using endotracheal be Ss 


by a ö drip of t% pentóthal solution. 


- 


OPERATIVE TREATMENT N 
There is no doubt that the surgeon who first operates 


no useful first-aid operatton—ideally, the initial operation 


agments all too frequently: means the. vicious circle. of 


The first step is adequate excision of the 8 
scalp through all layers, including any side lacerations or 
undermined flaps. This is in contrast-to the general 
trend of war surgery elsewhere in the body, where skin 
excision is becoming more and more sparing. At the 


to be closed, and for this reason every: available milli- 
metre of healthy skin must be preserved: l 
The next step is the removal of all loose fra, ents of 


is fully exposed.’ Care should be taken to avoid extensive 
baring of the and’ periost bore.. Elevated or v. Pe it 
behind s- with sound perios eal attachnients may left 
e 
The dura is treated conservatively and only obviously 
contaminated tags g are excised,. while the ‘brain track i is 


eo 


. 


— — A 


— 


2 


cleaned out with: gentle suction and irrigation. - The 
object should be to remove all indriven bone fragments, 
together with the surrounding pulped brain and indriven 
hair and dirt. Metal is nearly always sterile and need 


gp fae A 


cases in this series did we fail to secure all the indtiven 
bone chips... 
_ The final closure is the crucial: part of. the: operation, 


silk, one in the galea and: one in the superficial. skin, ~is 


the right tension and are left in place a few days longer. 
The difficulty, of course, in scalp closure: arises. when 
the wound edges cannot be approximated. except: under 


BE gge Ef = l 


incision in an appropriate manner, in order to mobilise 
and release loose portions of the scalp to fill the gaps. 


, xf 


stances: sometimes extension into a: simple flap will do 
it; at other times modifications of the Cushing triradiate | 
or “Isle of Man ” incision are simplest ; or a flap may 
have to be swung sideways across the defect. In this. 
series it was never found necessary to leave bare areas 
elsewhere in the scalp, as is sometimes advocated. 

A hoar-frost dusting of sulphathiazole powder to the | 
wound before closure was used as a routine, and a small 
eee rubber stab drain was inserted for 24-48 

ours, 

Slight modifications were. made in this technique for 
special types of wounds, though the general- nique te 
were adhered to. In one or two air-sinus brain ones 
the dura was closed with a free fascial graft, though a3 
d rule, owing to limited exposures we preferred so y. 
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I STITCHES 
p 358 


— STAB DRAIN 


Fig. 3—Plaster cap dressing. The wound Is covered with one layer of tulle-gras, 
gauze and cotton-wool which is carefully padded to cover the whole head. A 
in. ° Cellona ’ bandage Is then applied backwards and forwards across the 
vertex to form a plaster cap, which is moulded smoothly behind the ears, 
down to the eyebrows and low behind the occiput. If the patient Is confused 
and restless a strap Is loosely applied around the chin, with a pad of cotton- 
woo! under the chin. ; J 


If the eye was damaged, but not in communication 
with the wound, closure was done in the usual way; but 
if the missile had passed through the eye into the brain 
the orbital contents were removed and the lids sutured 
across. Ear wounds were closed in the ordinary way 
after as wide an excision as possible. They healed well 
oe ne whole, but several cases later required mastoid- 
ectomy. 3 


with a series of interrupted silk sutures reinforced with 
muscle grafts, and no case of fatal hemorrhage occurred. 

On the whole, we found the cases of compound fracture 
with indriven bone the most difficult to treat, for the 
wounds were glancing or gutter in type, with large 
-r defects requiring in their closure an elaborate 
plastio repair of the skin. © ai 


DRESSINGS AND POSTOPERATIVE TREATMENT 


A secure head . was all-important in our cases, l 
for they had to travel 


undreds of miles air before 
the wound could receive further attention. 


e came to 
rely exclusively on the plaster cap (fig. 3). 


Properly 


applied, this is an ideal compact and secure pressure 


dressing, and if the patient is restless and confused a 


. PABLE V—OASES , REACHING BASH AFTER OPERATION IN 
FORWARD AREA BY GENERAL SURGEONS* 
7 No | Healing | In- 
Tye ot of |Deaths| ist | fected | Complications 
intention wounds 
Scalp wounds} 13 — 7 6 Sequestration, 2 
Compound 8 — ` 1 : — 
(dura intact) : 
Brain wounds| 24 3 5 19 Cerebral abscess, 
53 cereb 
i 9; en- 
l cephalitis, 3 ; 
ningitis, 8 
Total | 45 3 13 32 
® From notes kindly made available by the base unit. 


loose strap from the occiput under the chin defeats all 


attempts to tear it off. 
Sulphadiazine (3 grammes 


4-hourly for 48 hours and 
then 3 g. t.d.s. orally, or 5 g. j 


b.d. intravenously for the 


: unconscious patient) was used routinely for wounds 


involving the brain. 
Nursing was carried out for the first day or two in 


tb general tented wards of the CCS on beds or stretchers 


ing to supply. A small stock of rubber air-rings 
was Calon to help with the nursing of the unconscious 


8. 
The chief problem in the 


ostoperative treatment is to 
the patient quiet ; tort 


18 his we relied on paraldehyde 


cases of sagittal sinus injury repair was effected | 


hms orally, 8 drachms per rectum, or 3. c. m. 


intravenously) or soluble phenobarbitone (gr. 3) intra- 
venously. In comatose patients a nasal stomach-tube 
was inserted and fluids were passed to avoid dehydration. 


EVACUATION | 


All being well, the cases operated on by the forward 
team were evacuated about the second or third day after 
operation by air. Contrary to populat belief, -they 
travelled just as well after operation as they do before, 
and invariably arrived in good condition. Even cases 
with ruptured venous sinuses repaired with muscle 
grafts were not disturbed by the journey. = . 

The assessment of disability and disppsal of these 
patients and any reoperative treatment -necessary were 
carried out by the unit, except for the less severe 
cases, which were returned to duty from the advanced 


base. . 
j Results 


The wounds in this study were due to shell, bomb or 
mine explosions ar bullets, except for 50 scalp wounds, 
9 fractures with intact dura, and 4 open brain wounds 
which were caused by the accidents (traffic, &c.) associated 
with modern warfare. | 

For the purposes of analysis the cases have been 
classified in the generally accepted manner—namely, 
those involving scalp only ; those involving bone; and 
those in which the dura was penetrated (table Iv). 
Cases which had previously been operated on by general 
surgeons in the forward area are separated from the main 
group in which the primary operation was done by the 


neurosurgical team. They are divided into two groups: 


cases subsequently operated on again by the neuro- 
surgical team (table Iv), and cases reaching the base 
without further operation (table v). Most cases in 


tables Iv and V were operated on by the general surgeons 


(c) 


Fig. 2—Methods of wound closure: (a) by flap; (b) double three-cornered 
aoinne: (c) by. sliding flap. The interrupted lines indicate the extension 
incisions. - l 
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within 12-24 hours of wounding, while our cases include 


many ‘operated on by.the advanced base team at. longer 
intervals after wounding. 
The time intervals in our series are given in table u. 


The figures in the later periods are too few for an 


deductions to be: drawn. 


By pr healing is meant 
a sound 


imary 
“wound with the stitches removed and 


' observed: for at least a week. 


“Table mı shows the classified results, It will be seen 
that the proportion of wounds. healing by -first intention 
in our series was high and that in consequence the 
incidence of infective complications has been low. 
the series of cases treated by the general surgeons 
(table v) the incidence. of healing by first intention was 
much lower and the incidetice of complications higher. 
This is in spite of the fact, as table shows, that not all 
our cases were operated on within the first 72 hours of 
injury. An all-round figure of 85% primary union of 
head wounds (71% of brain wounds) means that. the 


~ ma jority ‘of: cases reach the base requiring only Te- 
| habilitation of reparative treatment. ‘The bogy of sepsis 


— 


is largely dispelled. ` 

The mortality figure has really little meaning, for the 
mortality in these cases depends to a great extent on 
how near you are to the front and what you operate gn. 


Other cases must have died ahead of us in the field. 


ambulances or on the battlefield, while 18 cases died 


before they could be operated on in the CCS. Of the 


deaths following. operation, 18 out of 25 were caused by. 
the initial brain damage, mostly within the first 24 hours 
of operation, but a few. survived.some days longer. Of 


- disturbances (i. e., 


these. 18 patients 12 were comatose, and the other 6 in 


semi-coma; 5 had transventricular wounds; 2 had 


| through-and-through wounds ; dnd the other 10 had deep 


\ 


; Gately 75 e 420 
the latter in 


} 


perforating j jnjuries, 1 being cerebellar. 

the remaining patients, whose death was not due 
. directly to the initial brain damage, 1 had gas gangrene 
of the arm and brain and another died of an anaerobic 
streptococcal infection in a leg wound; while there was 
a case of pulmonary embolism on the 10th day. The 3 
others had perforating ventricular wounds and ied of the 
delayed effects of infection; one had a wound 6 days old 
and 3 With maggots when received and died of 
meningitis 1 s later; the other 2 developed menin- 
ys after operation, the former imme- 
ter reoperation for a retained bone chip and 


been removed 22 d days earlier, 3 
It is still too early to give full figures for disposal ‘of 


o these patients; the majority have been followed for a 


period of: Three months, but some of the later ones for 
shorter periods than this. In general it may be said that 
all scalp wounds without other injuries returned to duty 
usually within 10 days to 3 weeks. This was also true of 
the simpler depressed fractures. Of the more severe cases 
almost all those without neurological signs, and about 
half those with abnormal neurological signs, could be 
expected to return to duty within about 3 months. 


conclusion 5 


The peculiar circumstances of an actively moving 
campa 
demanded that head injuries be treated in the field.’ The 
figures in this series show that specialised neurological 

surgery can be carried out under these conditions, and 
that the result of treating head wounds early is a high 
proportion of primary healing and. a low incidence of 
complications. 


This work was made possible: by the efficient organisation 
of the medical services of the Ei ae Army and by: the loyal 
coöperation of the unit (Major P. Harbord, anæsthetist ; 


te of PE fact that all bone chips had 


ign with ever-lengthening lines of communication 


Captain 8. H. Llewellyn. Smith, neurologist; Captain H. S. 


Slemon, surgeon; Captain F. J. Gillingham, general duties 
officer; and staff). Lam indebted to Brigadier Cairns, consult- 
ant neurosurgeon, for his help and advice in writing this Paper. 


The conjoint committee of Epsom College will in Eebruary 
award an annuity of £34 to a spinster daughter of a duly 
qualified medical man. Candidates must not be less than 
65 years of age, and their annual income must not exceed 
£91 5s. Forms of application may be had from the secre- 
tary’s office, Epsom College, Surrey, and must be returned 
by Jan. 17. 
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CONCEPT OF A PSYCHOSOMATIC 
. AFFECTION `- 


James L. HALLIDAY, MD GLASG, D P H 
N MEDICAL OFFICER, DEPT OF HEALTH FOR SCOTLAND 


„By the construction of new concepts we can 
enlarge the range of our perceptual experiences and 
_ s0 become acquainted with new facts.” 


E. d. CROOKSHANK in Influenza and other Essaye. 


TIE purpose of this paper is to indicate some of the 
interesting results: which follow from the adoption and 
use of the concept of a psychosomatic affection. As a 
preliminary I shall define this as “a bodily disorder 
whose nature can be appreciated only when emotional 


yho ogical happenings) are inyesti- 
gated in 8 10 o physical disturbances (i.e., somatic 
happenings).’ 


cent research has shown the the affections covered 
by this tentative definition are numerous, and comprisa 
many of the common diseases of general medicine. A 
list of some of these is given below. Admittedly a 
number of the labels embrace a diversity of symptom- 
complexes differing in ætiology, course, and pathology, 
but many of the illnesses designated by these terms—the 


majority in respect of the definite items are psycho- 


somatic affections in the sense of the definition, y 


Gastro-intestinal. system. ` 
efinite : duodenal ulcer ; mucous colitis ; “vigoeroptosis; 
“ stress dyspepsia ” ; some cases of constipation. 
Possible: gastric ulcer ; ee disease: s heemorrhoids 
(non-traumatic). 


Cardiovascular system 


Definite : essential hypertension ; $ effort. syndrome ; 
neuro-circulatory asthenia. 

Possible : some cases ` et conan thrombosis} « angina 

toris. 
Respiratory system z 
Definite : asthma. 

Possible: hay-fever ; allergie rhinitis; a some oases. of 
recurring sinusitis, recurring beonclittia, eas reourring 
tonsillitis. aa Poca . 


Definite : nocturnal enuresis ; vaj mus; some cases of 
menstrual disturbance and of 1 
Possible: Some cases of pyogenic urinary infection ; of 
uterine. fibroids; of sasaki „ 3 of. 3 
bleeding. ee: 
Locomotor system > 3 l 
Definite : many cases of “ fibrositis,” sae “neuritis,” «poi 
tica,” and lumbago; also of postural defecte 
(e.g., scoliosis, lordosis and kyphosis). 
Possible : rheumatoid arthritis ang some ‘non-traumati 
cases of osteo -arthritis. l s 
Endocrine system 
Definite : exophthalmic , goitre, hypérthyréidiam, 
Possible: some cases of 3 9 tetany, 
obesity, and myxcedema. . l 
Nervous system l : 
Definite : migraine, chorea, some cases i Wer, 
Possible: paralysis agitans. l 


Blood 
_ Possible Idiopathic 1 anemia. 
“Definite : 


some cases of prurigo, eorema, initia 
a n urticaria, rosacea: ‘complex. te 
Eyes 


Definite : some cases ‘of chronic. conjunotivitis, ohronig i 


' blepharitis, miners’ nystagmus S 
Possible : some cases of childhood equint. ee 
Mental (the neuroses). e 
Definite : the innumerable bodily 0 disturbances of anxiety 
State and hysteria. 


THE. PSYCHOSOMATIC FORMU LA 


In this list the. disorders mentioned. seem to be su 
ficially unrelated and in no way connected; but 
consideration reveals that many show peculiarities Wbich 
distinguish them from illnesses which are not psycho- 


‘somatic (such as infectious diseases, accidents and food 
deficiencies) and in virtue of which they possess a common 


„form.“ These peculiarities relate both to the behaviour 
of the illnesses in time and to the nature of certain 
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i ætiological factors ; and they may be summarised con- 


veniently by setting them down in a six-point formula by 

means of which the concept of a psychosomatic affection 

becomes developed. 

1. Emotion as precipitating factor —Examination of patients 
in series shows that in a high proportion of cases the 
bodily process emerged, or recurred, on meeting an 
emotionally upsetting event. 

2. Personality type—A particular type of personality tends to 
be associated with each particular affection. 

3. Sem ratio.—A marked disproportion in sex incidence is a 
finding in many, perhaps most, of these disorders. 

4. Associations with other psychosomatic affections. Different 
psychosomatic affections may appear in the same 
individuals simultaneously, but the more usual pheno- 

"menon, as revealed in their natural history, is that of 
the alternation or of the sequence of different affections. 

5. Family history.—A significantly high proportion of cases 
give a history of the same or of an associated disorder 
in parents, relatives and siblings. 

6. Phasic manifestation.—The course of the illness tends to 
-be phasic with periods of crudescence, intermission and 
recurrence. 


EMOTION AS A PRECIPITATING FACTOR 
When we investigate patients with psychosomatic 


- affections, we find that the illness is often precipitated by 


an emotional disturbance which was an understandable 
response to a clearly recognisable disturbing event or 
events. Sometimes, however, the nature of the event 
seems petty in the- objective sense and inadequate by 
itpelf to account for a profound emotional reaction in any 
„normal person; ‘but when consideration is given to 
the personality of the patient and to his previous life 
istory, such minor events can often—and with good 
reason—be interpreted as acting as the last straw. 
Controlled investigations of a series of unselected 
patients have been made in a number of affections 
including asthma, peptic ulcer, hypertension, mucous 
colitis, exophthalmic goitre and rheumatoid arthritis ; 
these indicate that in a significantly high . of 
cases the particular morbid process emerged, or recurred 
when the patient met an emotionally W external 
event or a period of abnormal stress. It may be inferred 
therefore that many of these persons would not have 
responded with their particular kind of morbid behaviour 
—would not have taken ill when they did —in the absence 
of such events. In a minority no such dramatic events 
nor any undue stresses could be elicited from the history. 
All patients, however, before the onset of their illness, 


. had shown abnormalities of disposition and difficulties 


with their emotional life ly extending back to 
childhood. 


PERSONALITY TYPE 


When we meet an individual we receive certain im- 
pressions, and experience certain feelings, which provide 
us with a sense of the person-as-a-whole—his total 
characteristics—and to this we give the name of per- 
sonality. Most medical men, especially perhaps those in 
ponme practice, come, as their clinical experience grows, 

o sense that certain kinds of disease tend to go with 
certain types of person. The impression of types depends 
on the general configuration of the patient; on his 
external expression (which is a matter not only of the 
facies but of attitude, posture and manner of move- 
ment); on his internal expressions (as revealed out- 
wardly in pallor, flushings, throbbings, size of pupils) ; 
and also on impacts that are often indescribable but 
which arouse intuitions belonging to the order of 
„% hunches.” Psychological investigation of disposition 
does, however, allow some of these hunches to be 

bed in a communicable way. 

The intuitive idea that different types of syndrome or 
disease may be expressions of different types of per- 
sonality applies especially to psychosomatic affections. 
Studies of personality in relation to disease have made 
eae progres partly because of the complicated statistical 
procedure involved and partly because of the difficulty of 
ascertaining which of the innumerable aspects of a person 
are most relevant. A psychological approach to per- 


, . sonality takes account of traits relating to intelligence, 


dispositions and character. This approach is still being 
developed but it may be said that so far no adequate 


method of asses types has yet been devised. Four 
broad types have, however, been described. 


Hysterical or histrionic type.—Thig is associated with- 


hysteria in its somatic manifestations whether sensori-motor = 
disturbances (such as paralysis or spasms, anesthesias or 
severe pains), or autonomic disturbances (such as vasomotor- 
flushes or rashes). ak 


Hypersensitive or allergic type.—Exemplified in asthma. 


Self-assertive, self-sufficient, over-active, “ulcer” type— 
Exemplified in peptic ulcer and certain cases of fibrositis and 
hypertension. . ; 

Self-restricting, self-eacrificing, “ rheumatoid ” type.—Exem- 
plified in rheumatoid arthritis. | 
Persons who develop psychosomatic affections com- 
monly show notable obsessional trends—a term which 
refers to certain compulsive performances in daily routine 
such as always being punctual, always orderly and tidy, 
always very clean, always doing one’s duty — in short, 
being generally fixed in one’s ways and set in one’s ideas, 


SEX RATIO 


A disproportion in sex incidence is a finding. in many, 

erhaps-most, of these affections. The excess is in males 
for some affections (e.g. childhood asthma, duodenal 
ulcer), and in females for others (e.g. chorea of childhood, 
exophthalmic goitre, gall-bladder disease, rheumatoid 
arthritis). This suggests, among other things, the im- 
portance of the endocrine system as a mechanism in the 
mediation of these affections. It cannot, however, be 
related to physiological sex differences only, because 
with changes in the social environment of a community 
we find the phenomenon of alterations in the sex incidence 
and this sometimes brings about a complete reversal of 
the ratio over a period of years. For example, during 
last century peptic ulcer preponderated in females, but 
during recent years came to preponderate definitely in 
males. „ Conversely, diabetes which, during last cen 
was a disease of males, has now become a disease which 
preponderates in females. These facts suggest that the 
emotions must be taken into account, in any adequate 
understanding of these affections, Itis evident, however, 
that though disproportion in the sex incidence seems to 
be a finding for most psychosomatic organic affections, 
it cannot be postulated as a sine qua non of all psycho- 
somatic disorders at all periods of time. Lastly, the sex 
disproportion in the incidence of psychosomatic affections 
is in striking contrast to the approximately equal sex 


incidence found in the infectious diseases, 


ASSOCIATED, ALTERNATING AND SEQUENT AFFECTIONS 


Different psychosomatic affections may appear in the. 
same person simultaneously, but the more usual pheno- 
menon is that of alternatioh, or sequence, of different 
affections. Adequate records of associated, alternating 
and sequent affections are not yet available and except 
for the definite grouping of asthma, eczema, prurigo, 
migraine and enuresis, only occasional remarks on the 
subject are found in the literature. Ryle (1939) in dis- 
cussing the visceral neuroses ’’—a term under which he 
includes bronchial spasm, spastic colon and mucous 
colic,” functional disturbances of the bladder and rectum, 

lobus hystericus, heartburn, and simple paroxysmal 
tach cardia—notes how these rarely occur together in 
point of time, but alternate or appear ab different periods 
in the patient’s life. He contrasts the temporal separate- 
ness of these psychosomatic affections with tho mani- | 
festations in human beings of anaphylactic shoek in 
which the symptom-complexes are synchronous so that 
we may observe simultaneously or concentrated within 
riod of hours or days : (a) the symptoms of shock 


a 
with a profound fall in the blood-pressure, tachycardia, 


the sense of impending death; (b) angioneurdtic cedema ; 


(o) urticaria; (d) asthma; (e) gastro-intestinal dis- 


turbances, usually with diarrhoea ; and (f) polyarthritis. 
Sequent affections.—There are some casual references in 
ublished work to the time sequence of psychosomatic 
isorders. Wilson (1939) states that exophthalmic 
goitre may precede the onset of peptic ulcer but appar: 
ently seldom follows it. I have pointed out (Halliday 
1941) that the sequence of peptic ulcer, fibrositis, and 
bronchitis is not uncommon in the medical history of 
middle-aged insured persons who have been for long 
periods on the sick list. It is possible that the changing 
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endocrinological setting associated with particular phases 
of the life cycle may be one. of the factors determining 
such sequences. The adult, like the child, may grow 
out of one affection, but he may grow into another. 
- . Repertories of disease. To illustrate the. phenomena of 
‘range of affections, or repertory of 
In both cases, 


* 


disease, two examples are given below. 


tbe symptoms were responses to upsetting external 


events or periods of stress and strain. When one affec- 


tion played Hamlet the others usually left the stage. 


Any medical man will find numerous analogous cases in 
his everyday practice. oe | = 
` Case 1.—A man aged 40. Athletic build, pleasant and 
superficially sociable. Active and full of schemes, Often 
incapacitated. His repertory from the age of 26 has included : 
hysterical neuritis and paralysis of the left arm; anxiety 
state, followed by lumbago,” which was replaced by acute 
religious conversion; recurring sinusitis ; recurring duodenal 
ulcer, sometimes with severe bleeding. . 
Casn 2.—A woman aged 37. Small, dark, with viscerop- 
tosis, tense and active and rigid in routine. 


has included the following, all of which have been recurrent : 
spastic colon, with spitfire diarrhea; floating kidney 
symptoms; left-sided hemicrania ; sore feet; facial eruptions 


of the rosacea. complex; hypochromic anemia with feelings ~ 


of difficulty in swallowing. _ 


. Inanifestation takes its place. 


— 


` MENTAL DISORDERS AS ASSOCIATED AFFECTIONS 


! Seldom incapaci- . 
tated but works on.” Her repertory. from the age of 24 


Psychoneuroses.—A. study of the natural history of 
- ` psychosomatic affections shows that psychoneurotic ill- 


nesses May accompany psychosomatic organic diseases 
or may appear as preceding, alternating, or sequent dis- 


orders. During the course of psychoanalytical treatment 


this switching over is sometimes illustrated dramatically 
when, as a mental symptom becomes alleviated, a somatic 
Such somatic manifesta- 


tions are not necessarily one of the usual accepted bodily- 
disturbances of anxiety state or hysteria, but may take 


the shape of organic expressions such as sore throat, 
hæmorrhoids, bronchitis, skin eruptions or fibrositis. _ 
. Idiopathic pecs (schizophrenia, manic-depression, 
paranoia).—It has been suggested that the appearance 
of an idiopathic psychosis renders a psychosomatic 
expression unnecessary—a statement which is only 


_ partially true, since patients with these disorders often 


show functional disorders of the alimentary tract, vaso- 
motor and trophic disorders of the skin, as well as 
abnormalities in posture. There is, however, some rather 
loose evidence suggesting that among sufferers from the 


_ psychoses certain common psychosomatic affections such 


as peptic ulcer, rheumatoi 


a arthritis and fibrositis are 
relatively rare. | a 

Psychosis and psychosomatic organic disease may 
alternate. | 


I remember a woman who at the age of 28 developed 


rheumatoid arthritis the activity of which persisted until 


3 years later when she became mentally affected and was 


admitted to a mental hospital. During her 4 years of residence 
there the arthritis was quiescent but on her recovery to sanity 
and discharge home it recrudesced until she became com- 
pletely crippled. _ are a. 
-Mental illness and the psychosomatic formula.—aA. study 
of relevant data provide b 

, rate mental disorders classed under 
the ‘headings of the psychoneuroses and the idiopathic 
psychoses comply with the psychosomatic formula in 
respect. of precipitating emotions, personalit 
proportion in sex incidence, positive family 
8 manifestations—a finding which points to some 


of correspondence, connexion, equivalence, or rela- 


tionship between psychosomatic affections and mental 
disorders. i T os 
8 Faux HISTORY | 5 
Accurate studies of the family history in patients with 
psychosomatic affections are not numerous. Textbooks 
usually dismiss the subject by phrases such as inherit- 
- ance is important or “a family history is common.“ 
Special investigations have, however, been carried out in 
a small number of psychosomatic affections set out 
below, and these indicate that a significantly high pro- 
portion of cases give a history of associated disorders in 


parents, siblings and relatives.. 


textbooks of psychiatry - 


; type, dis- 
ory and 


— 


described a similar 


' somatic affections the rhyt 


does he 


The method of familial transmission is still undecided. 
Only a: proportion of: a family become affected. In 
certain cases no positive family history -is obtainable. 
Genetic (or mendelian) inheritance has not ‘been estab- 


lished in respect of individual’ psychosomatic affections ` 


but there does seem to be’ inherited a kind of weakness, 


sensitiveness or inadequacy. There may perhaps also be 


inherited a predisposition to special. patterns of bodily - 
reaction, but this cannot be stated with certainty because 


of the difficulty of disentangling inherited predisposition | 


from predispositions early acquired through psycho- 
logical infection ” from the parents giving rise to habits 


of faulty reaction which become fixed. A psychologist 
ilar idea in these words: ‘‘ Parent-child 
resemblances in function and dysfunction need not be 


inherited but may arise through psychological tensions 
which recur in succeeding generations through unre- 


cognised imitation and. identification ” (Wilson 1989). 


But whether biologically inherited or very early acquired 


the predisposition seems to be woven into the structure 
of the personality. „ aah e | 

Finally it may be noted how common speech assumes 
that there are family repertories of disease: one family. 


is highly-strung another queer, another has weak . 


stomachs, another is not strong, another chesty. _ 


2 PHASIC MANIFESTATION i 
The course of the illness tends to be phasic with periods 
of crudescence, intermission and recurrence. Rhythmic. 
manifestations are a feature of all life whether viewed 
somatically or psychologically, but-in the case of psycho- 
is an irregular one, as may 
be noted from studying over a period of time patients 
with peptic ulcer, asthma, rheumatoid arthritis, flbrositis 
and gall-bladder disease. Each major phase of cru- 
descence varies in severity and has, no standard duration. 


‘In different people and in the same people on different 


occasions, the duration may vary from hours or days to. 
months. Each stage is followed naturally by an interval 
of absence or subsidence, but this is of no constant length. 
The study of the behaviour of these affections indicates 
that this negative phase does not necessarily represent— 
as is. sometimes optimistically imagined—‘‘a cure 
resulting from treatment.” Sometimes the primary 
illness subsides never to return.; sometimes it assumes a 
progressive fulminating S ; and sometimes it 
merges into chronicity. owever, the usual course of 


these affections is that of irregularly phasic appearances. 


Investigations have shown that the irregularity in the 
appearance of phases of crudescence is associated with the 
e in time of disturbing or distasteful external 
events. 
may be related to the removal of disturbing circumstances 
or the interposition of favourable happenings, “ Why 
et better when he does? 
aliswered by the ætiology of natural recovery. Lastly, 
minor phasic exacerbations or. remissions. are sometimes 
associated with cyclic endocrine activity. It is said that 
menstruation usually worsens the symptoms in 
and exophthalmic goitre, whereas the endocrine ‘“ im- 
balance of pregnancy sometimes brings. about 
subsidence of rheumatoid arthritis or psoriasis. ` 

APPLICATION OF THE PSYOHOSOMATIO FORMULA 

The affections mentioned below were chosen solely 
because data relating to them were readily available. 
The items under the heading of personality are, however, 
for reasons previously mentioned, somewhat defective. 


Adequate basic data for many of the psychosomatic 


affections mentioned in the list does not seem at 


to exist. "Where the origin of the reference is not given 


the source of the authority is one or more of the standard 
textbooks of medicine. All are recognised as being 
phasic. . oo tea © a 8° Ba. 
k | DUODENAL ULCER : 

l. Hmotion.—In serial. investigation the proportion of 
| getting i 


TA 


external events at onset is significantly oe 

than.in controls (Wilson 193997ꝓ7' Sons 
2. Personality.—Persons who develop duodenal ulcer 

show on the surface an over-emphasised activity, 

efficiency and independence. They are especially 

- susceptible to threats to security. (including -problems 

relating to occupation and finance) or by the anxieties 


Conversely the initiation of a negative phase 


is a question 


5. 


1. 
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engendered by being in charge or in authority (Wilson 
1939). Many of them show a sustained relentless 
application associated with obsessional and compulsive 
drives. All these characteristics are present very early 
in life (Mittelmann and Wolff 1942). 
3. Sex.—Three to four times commoner in males than in 
females (Bell 1940). 
4. Associated affections.—Migraine, hypertension, ‘“ fibro- 
sitis.” ' 
5. Family history of psychosomatic illness.—Four to five times 
commoner in cases than controls. 


HYPERTENSION 


Emotion.—Mental stress, excitement and upsets are 

_ Important. | j 

Personality.—Corresponds with that’ of the ‘ ulcer” 
personality. j 

Sex.—Two to three times commoner in females (Bell 1940). 

8 affections.—Migraine, hyperthyroidism, peptic 
ulcer. 3 


1. 
2. 
3. 
4. 


5. Family history—About twice as great in cases as if 


controls (Brown 1936). 


RHEUMATOID ARTHRITIS . 


1. Hmotion.—In serial investigation the proportion of up- 
setting external events at onset is greater than in 
controls (Cobb et al. 1939). 

2. Personality.—Persons who develop rheumatoid arthritis 
show definite emotional self-limitation and self- 
restriction. They tend to be. independent and self- 
sufficient, keeping themselves to themselves. They 
are self-sacrificing and show obsessional trends: for 
example they may be over-tidy, over-cleanly, over- 


conscientious, a slave to routine and with e heavily | 


developed sense of duty (Halliday 1942). 
3. Sez.—Three to five times commoner in females than in 
8. 7 
4. Associated aſfections.— Psoriasis, iridocyclitis. 
Family history.—A positive family history in 30-40%. 


EBXOPHFPHALMIOC GOITRE 


Emotion.—In 85% of over 3000 cases there was a clear 
history of a well-defined upsetting external factor 
(Bram 1927). 

Personality.—Nervous, impatient, irritable, tending to 
violent emotions (Brown 1936). 


2. 


3. Sex.—Eight times commoner in females than in males. 


y 


4. Associated affections. Diabetes, peptic ulcer. 


5. Family history— Unusually high and includes also a 


family history of diabetes and nervousness ” (Donnison 
1937). 


_ FIBROSITIS 
This is distinguished from the pains and stiffness of hysteria 


- and depressive states. 
1. Emotion.— No controlled statistical studies, but fre- 


quent (Halliday 1941). 


2. Personality. Not yet adequately described, but shows a 


correspondence with the ulcer personality; obsessional 
trends are not uncommon (Halliday 1941). 

3. Sex.—No reliable statistics available because of confusion 
with fibrositis and hysterical pains. 

4. Associated affecitons.—Peptic ulcer, bronchitis, anxiety 
states. 

5. Family history.—Incidence high (Buckley 1938). 


ASTHMA 


1. Emotion.—Important. 

2. Personality.—An intelligence much above the average; 
irritable and aggressive, quick to respond; over 
anxious, insecure and lacking in confidence ; this hyper- 
sensitive personality stands tension very badly (Roger- 
son 1943). Characterised by lack of self-confidence and 
need for love and protection. To compensate for this 
underlying tendency, various defence reactions may be 
employed—e.g., being very good and helping and 

- protecting others, or alternatively, seeking to obtain 
‘attention’ by particularly aggressive behaviour (French 
and Alexander 1941). 
3. Sex.—In children two or three males for every female but 
F early adult life the sex incidence is equal (Bray 
7 931). 2 
4. Associated affections.—Eczema, prurigo, migraine, enuresis. 
5. Family history —In 30-60% (Bray 19381). 


MUCOUS COLITIS i 
1. Emotions.—Important. 
2. Personality.—(a) Morphologically : among cases of spastic 
| colon there is a preponderance of thin, spare, dark, pale 
persons (Ryle 1939). (b) There is considerable marked 
muscular tension, the concomitant of autonomic in- 
stability., (c) The person usually shows obsessional 
trends; depressions are not uncommon (White et al. 
1939). Not unlike the ‘allergic personality. | 
3. Sex.—Four to five times commoner in females. 
4. Associated affections.— Asthma, urticaria, effort syndrome. 
. Family history. — High incidence. 
OHOREA 
1. Emotion.—Emotional stress, especially if of long duration, 
is important (Hubble 1943). o 
2. Personality. Nervous instability characterised by a 
quantitative increase in émotion and kinesis.” The 
peculiar excitability of the chorea personality is often 
concealed under an overemphasised shyness. Usually 
above the average in intelligence (Hubble 1943). Has 
resemblances to the allergic personality. 
3. i Fi times as common in girls as in boys (Hubble 
943). aS a 
4. Associated affections.—Rheumatic fever, night terrors. _ 
5. Family history.—Doubtful ; significant in rheumatic fever, 
however (Draper 1936). 7 


AGE OF ONSET 

Each biological period of the life cycle, perhaps partly 
because of its particular endocrine balance and partly 
because of the kind of stresses encountered at that time, 
seems to be a er age for the primary manifestation 
of particular affections. When psychosomatic disorders 
are arranged according to the maximum distribution of 
age of onset at least four main groupings may be dis- 
tinguished. Further statistical investigations will, how- 
ever, provide further and more adequate groupings. 


I. Infancy.—Exemplified by asthma in which the distri- 


bution of the age of onset is at its maximum in the first year 


of life. It falls steadily to the age of 20, rises again slightly 
to age 30, and thereafter declines (Bray 1931). 

H. Ohildhood._—-Exemplified by chorea in which the maxi- 
mum distribution of age of onget lies between 5 and 15 years. 

I. Adult Prime (Ages 20—40).—In this group the maximum 
distribution of age of clinical onset lies in the third and fourth 
decades. This period of onset, as shown by investigation of 
patients in series, is connected with the stresses and strains 
of early adult life, and with the frustrations relating to career, 
finance and love. . The group contains many diverse diseases : 
peptic ulcer, mucous colitis, hemorrhoids, rheumatoid 
arthritis, exophthalmic goitre, some phasic skin diseases, 
fibrositis, miner’s nystagmus, psychoneurotic breakdown, 
manic-depression, and schizophrenia. . 

Iv. Adult Decline (ages 40-60).— The time of onset in this 
group is probably related to difficulties in adaptation to a 
lessening prospect in bodily strength, physical love, career, 
and finance. Accurate distributions of onset are not available. 
The group may include: hypertension (certainly its end- 
results); cholecystitis (certainly gall-stones); recurring 
bronchitis (certainly permanent bronchitis and emphysema) ; 
and all manner of skin diseases. Among the last I have noted 
@ generalised eczema, which, like Job's dermatitis, occurs 
after a series of desperate personal calamities. Among the 
psychoses, paranoia seems to fall into this group. 


Speculation has suggested that different persons in 
virtue of their particular inherited predisposition are, so 
to speak, wound up to go for a certain time, at the 
expiry of which their fated mode of psychosomatic 
behaviour must become: manifest. This suggestion, 
however, oversimplifies the complex problem. It may 
have a degree of validity in respect of some diseases (©. 

ernicious anzmia which does not, however, seem to 
all into the psychosomatic category). 


CONOCLUSION 


The concept of a psychosomatic affection in its 
developed form brings into relationship a large number 
of seemingly unrelated facts. The outlook gained shows 


that many " localised diseases,” the names of which have 
hitherto been found scattered throughout textbooks of 


medicine under the headings of the various anatomical 
systems, may now be grouped under a unifying etiologi- 
cal category. The term psychosomatic affection is 


action. . The uterine contractions were- not affected i in frequen 


- . inhalation was required. The apparatus was modified 


that the patient inhaled quietly and with Jess vigour 
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: -therefore a valid symbol which provides & new. instrument of an apparatus may lie to some extent in diversion of” 
for thinking, for peter. and: for ve direction of the patient's interest; 5 


dad duri th aration or character in most cases. With one patient it was felt 
of this eludy ciptuleritisiam 85 Mr. 2 M. iing the prep visiting necessary to discontinue: the. administration because of 
psychotherapist - ‘to. the Royal Mental Hospital Gartnavel, x inhibition of the pains. This incidence is not significant, 
G 


lasgoy. E | and is in contrast to the findings of Elam who, however, 

— | _ gives no account of the technique employed. The tone 

Bell, J. (1940) 4 x eni, Camb, 10, 379. 33 g of the uterus after labour was. excellent, and this was 

Bram, 1. (1927) 5 Pan. 1 supported by our experience with trichlorethylene for 
‘Bray, G. W. (1931) Recent Advances in Allergy, Loudon, p.181,  aneesthesia.in midwifery. 

Brown, G. H. (1936) quoted by Donnison. Subsequent’ anesthesia The. analgesia did not 5 


Buckley, ©. W. (1938) British Enoyclopædia of Medical Practice, to. prejudice the patient or the infant when subsequent 
omg Bauer; W. and Whiting, I. (1939) J. Amer. med. Ass, 118, anesthesia was given for instrumental delivery (12 cases 


-in this series) or for any other purpose. Trichlor- 
B O. R. (1937) Oivillsation and Disease, London. `. ethylene with nitrous oxi e and oxygen was usually 
Drapo; G i (toe) DN siae aa tho Lae ge | “is = r employed, 
ene ee, fe Soin re in Toxemias.—Chlorinated sean inde related to tri- 
Bron nae parts bayou nosomatis o Monosraphs - chlorethylene are notoriously liable to damage liver and 
Halliday, J. L. (1941) . Ann, intern. Med. 15, 666: (1942) Proc. e It might well be considered that this substance 
2 H. Soc. Med. 3 would be unsuitable in cases complicated by toxemia, 
| Hubble, D. (1943) Brit, med, 7.1 i, (1942) Peya t. Meds TV, 5. but the toxicity of trichlorethylene is low. It has been 
Ryle, J.-A. (1939) Lancet, il, 297, 353, 407. sychos "ree used for anæsthesia on jaundiced. patients without 


` Rogerson, O. H. (1943 Brit. med. J.i, 106. / ill effect; and in experiments with animals, only after y 
White, B. V., deb bb, 8. and Jones, C. M. (1939) ` Mucous Colitis, long daily administration for many ‘months were slighjt 
Psychosomatic Medicine Monograph, No. J, America. hepatio and renal changes demonstrated. Starting with 
f Wilson, A. T. M. (1939) Brit, J. med. Psychol. 18, 112. d analgesia for milder cases, the use of the mixture 
> l was extended to all grades of pre-eclamptic toxemia, 
 TRICHLORETHYLENE- AIR AN ALGESI A. even those requiring it for long periods. No harm. 
| resulted. There has been no opportunity for using this 
. IN CHILDBIRTH i method i in cases 5 thers 1 every. 
reason to recommend its use when procedures like y 
_ AN INVESTIGATION V INHALER , induce convulsions have to be perfornied. 
A. ‘FREEDMAN, MB LOND pb wol No cardiac arrhythmias were observed either b y myself 
LATE ASSISTANT MEDICAL OFFICER AT LEWISHAM (Loo) Hoserrau or the sisters of the department, who ‘were rticularly 
requested to look out for this complication. ` paez 
‘(PRICHLORETHYLENE has long beer recognised as a Cardiac disease.—There were 12 patients with mitral 


potent analgesic agent. Hewer has given a historical stenosis in thisseries. All obtained satisfactory analgesia. 
‘account of the investi ations into the pharmacology of Since the inhaler provides a mixture: with ‘almost the 
this substance and states: ‘ Trichlorethylene exerts the. same oxygen content as air and no respiratory. effort, is 
most potent and rapid analgesia of all the volatile drugs required in its use, it is fres from the Objections to 
with which I am familiar including nitrous oxide.“ nitrous-oxide and air analgesia. 
‘Elam * has reported favourably on trichlorethylene Effects on the infant.—Six infants- gave concern at ae 
analgesia in midwifery birth owing to delay in beginning respiration. B each 
Inan investigation € anwa out at Lewisham. Hospital case causes other than the analgesia appeared to be 
with an inhaler which provided a mixture of trichlor- responsible—prematurity, precipitate birth, breech, pre 
sentation, prolonged second stage, and the cord rather 
tight around the neck. Where analgesia. was ned. 
a one periodi. the 1 5 seemed unharme 
ao intrapartum deaths occurre 
a EFFECTS ON THE MOTHER AND ae : After-effects.—Mothers were not questioned specifically 
Analgesia appeared to be satisfactory. o patient as to after-effects, but none complained spontaneously - 
discarded the apparatus or said that it aid not help. of the headaches and dizziness which have been observed 
If for any reason a patient was temporarily deprived by Hewer. The absence of these symptoms is a 


of the inhaler, she usually expressed a desire for it to. due to th tural slee that follo 8 deliv. 
be restored. Patients who were directly questioned e y E po 


ethylene and air 190 patients have received this form of 
analgesia over periods varying from 30 minutes to 
7 hours. The stabilised product Trilene was used. 


stated that it had relieved them. Early in the investi- THE INHALER, TE Rei Yia 
gation too great a concentration of trichlorethylene was Th inh: i i A ts of 40 he 
given and in 5 cases transient loss of consciousness was e inhaler (see figure) consists of a 4 oz, honey — 


. with metal cap to which is attached an inverted 
produced at the end of the second stage when continuous tube so arranged that it is impossible to intro dute an 
and anzsthesia did not occur subsequently in any case. a the an quantity of trilene. Thirty foe (1 oz.) . 
Fourteen patients became incoherent and somewhat 18 he amount 5 uired, and is sufficient for 3-4 hours 
detached from their environment; despite this effect, use. Trichlorethylene vapour of analgesic potency: is 
they obeyed requests very well and codperation was inhaled by drawing atmospheric air through t e portion 

excellent. None developed restlessness and activity of 1 A above ne. 1 615 of pra A tube, 
that might have hindered the midwife. All the oha 3 ed E tit th he eth re a ae jar an ti A a centrally 
patients remained completely orientated but many had placed partition throughout its entire length, passes 
amnesia for the actual birth of the infant. through the centre of the cap above which it intersects 
In a few—6 cases—distress was not completely ‘a cross-tube at r ight angles. The partition in the 
alleviated. These patients were regarded as hysterical vertical tube is extended into the horizontal one but 
by the nursing staff. An increase of the vapour con- does not completely occlude it, a hole of predetermined 
centration to satisfy this group would probably have size being situated at the centre of the extended portion. 
CCC 
5 ad. margin Petes e e arm tapers to fit directly into a standard face- mask. ‘ 


With some of the longer administrations it was noted 5 ‘thrcagh the ae oe alo T a along the 
55 she had done 5 Thig 5 ‘to a slight cadets pe ee ronen eton in route ee tei 
ut harmless cumulative action. was appreciate 
that the value of any form of analgesia requiring the use oner far, —— be vapour i sal ‘tubers : 
1.: Hewer,-0: ‘Langton Proc. R. Soe. Mea. 1942; 35, 468. * 


. Kiam, J. Lancet, 1942, fl. 300. 5 5. Elam, J. J. Obstet, Gynce, 1943, 50, 1ĩ. 
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_ has been proportioned to ensure. tha 


used. by. suitably trained. midwives.. The 
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provided for the patient's exhalations. The apparatus 


t a mixture of only 
analgesic potency. is inhaled. The mean concentration 


18 ‘8-2 mg. of trilene per litre of issuing mixture at 
continuous flow. This represents .0-65% of trilene 
. (weight oe in the trilene-air mixture. os 
An ͤ addi 


tional. precaution against anæsthesia is the 
provision of an air orifice on the tube to which the 
ace-mask is attached. The orifice is covered by the 
index: finger of the hand that holds the instrument, 
incomplete occlusion resulting in free admission of air 
directly to the patient. | modest ot 
„It is impossible for the liquid either to be spilt or to 
enter the respirato: 
the inhaler. mi s 


It was thought that the inhaler and the mask should 


be attached directly together rather than have a length 
e 8 of rubber tubing between 


portability. 
TECHNIQUE . 


holds the inhaler with the 
right hand. A short length 
of tape from the inhaler tied 
to the wrist prevents it from 
falling to the floor should 
she loosen her grip. © 
proper functioning of the 
. inspiratory and expiratory 

valves signifies that an accu- 
rate fit of the.face-mask has 
been obtained and the sound 
made by their movement 
enables the midwife to hear 
the patient’s respirations 
while attending to other 
matters. z 
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_ The Teilene Inhaler, 
Sa E ee tially the same asfor gas-and- 
air: inhalation throughout each pain if employed in 
the first stage; inhalation and breath-holding for the 
pains of the second stage; and continuous inhalation 
during actual delivery. 
the patient to ensure that inhalation is not continued 
after a pain has ceased. Requests to the patient during 


2 pain may have to be made in a loud voice. 


A fresh amount of trichlorethylene should be used 
for each case. About 5-10 c.cm. of the liquid is usually 
vaporised per hour. The remainder is somewhat diluted 
by water condensed from‘the’patient’s breath since. there 
is slight partial rebreathing. | 


CONCLUSION ~ 


toe preliminary report encourages a wider investi- 
gation, ` ` A | 

Adequate analgesia safe for mother and infant was 
provided by this inhaler. The advanta are as 
follows: there seem to be no contra-indications to its 
use; the inhaler is simple and portable, and the vapour 
concentration. cannot be increased; the method is 
inexpensive and, like the gas-and-air method, could be 
ortability of 
the inhaler makes it convenient for domiciliary use. 


SUMMARY 


An investigation into the use of a trichlorethylene-air 


re a8 an analgesic in. midwifery has been made. 


mixtur : 
_ . Satisfactory results were obtained with the mothers, 


and the infants were unaffected. Toxsmic cases and 
subjects with rheumatic heart disease were included. 
An inhaler has been: constructed and its advantages 


explained. > 3 


My thanks are due to Dr. W. Allen Daley, medical officer of 


y 
health, and to Dr. Humphrey Nockolds, medical superintend- 
ent of Lewisham Hospital, for permission to make this invẹsti- 


gation. I am particularly indebted to Dr. Amy Fleming for 


her advice. The inhaler is made by A. Charles King Ltd., and 


in rubber and the greater 


ry passages whatever the position of 


The patient comfortably _ 


A watch should be kept on 


I wish to express my thanks to Mr. King for his interest and 


help. Dr. R. P. Liston of Imperial Chemical (Pharmaceuti- 
ls) Ltd. kindly provided the analysis of the trilene · air 
mixture, „ : 
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' BLEEDING GUNS AND GINGIVITIS _ 
| IN NAVAL RATINGS 00 


A. C. MACDONALD, MB OLASd 
. SURGEON LIEUTENANT,RNVR ͤ > , 


Moc attention has been drawn to the prevalence of |. ` 


bleeding gums and gingivitis among Service personnel in 
time of war. In 1919 Semple, Price-Jones and’ Digby 


found that 12 % of Army hospital admissions had bleeding 
gums, and, in a review of 3000 men, found that 295% — 
had ‘gingivitis. In this war Roff. and 


in one unit 
Glazebrook (1940) showed that 17:6% of Naval trainees 
had gingivitis, and Ungley and Horton (1943) have 
investigated cases of sore and bleeding gi 
ratings admitted to hospital. It was thought, however, 
that it might be of interest to keep a watch on the oral 


state of men under conditions of active service at sea. 
them because of the saving The following report is based on a survey of the incidence 
and gingivitis-in such men and on: 
observations on the treatment of those conditions in a 


of bleeding. gums 


destroyer. - | Too 
pi _ METHOD AND FINDINGS . ` io 


To ascertain the incidence of gum lesions among 


Naval ratings otherwise physically fit, the men of four 
ships were examined for sore, bleeding or ulcerated gums. 


Groups A, B. and C were ratings from small sea-going 
ships, while group D were the personnel of a depot ship. 
Group A were under my personal observation for a con- 


tinuous period of 14 months, while groups B, O and D 
were examined once only. ] 
Service diet, and as they were able to replenish their 


stores abroad, had considerably more fruit and vegetables 4 
than are available at home, either in civilian or Service 
At their bases abroad canned. fruit juice was 


diets. 


issued daily and in groups B and C the men were 


` encouraged to take multi-vitamin tablets. ` 
Table 1 classifles all the cases into mild or severe 
| gingivitis and lists the edentulous ratings. Mild cases 
Administration is essen- - . a eee ee) F e 
TABLE I—GUM FINDINGS IN RATINGS OF THREE SEA- “:- 


-` GOING SHIPS (A-C) AND A DEPOT SHIP (y)) 


Mila Severe 


| Men Tote! Edentu- 
Group | examined] gingivitis lous 
A 166 | 41(26°3%)| 24 (154%) 17 (10°9%)| 6 (38%) 
57 21 (36°8%)| 15 (26'3%) 


349 | 99 (28°3%)| 84 (24˙1 960 15 (4°3 9) 32 (9'2 %) 


are those in which clinical examination reveals red and 
swollen gums which bleed readily on pressure or brushing. 
Severe cases are those in which the condition is of longer 
duration and is associated with foetor, marginal ulcera- 
tion, alveolar retraction and periodontal pocket formą- 


tion, but adenitis is seldom found. The lesion is subacute | 
and should not be confused: with the acute ulcerative | 
. gingivitis associated with Vincent’s infection. 


edentulous ratings are never affected by gingivitis. | 


Table n shows the numbers and percentages of cases 


above and below 30 years of age. 


' TABLE II—~AGE-DISTRIBUTION OF OASES OF GINGIVITIS 


Under 30 years Over 30 years 


areas dien | Gingivitis | Men | Gingivitis 

A 130 38 % -[ 26 (% `“ 

B . 50 15 (30%) | 7 5 (710 

OF xe 44 | 10 (23%) 2 | 4 (44%) © 

D 187 | 13.(6°9%) 141 64 (838%) 
Totals 411 73 (17˙7 %) 183 | 69 (37°7 %) 


g gums in Naval 


four groups were on full ` 


6 (10˙5 %% 1(1°7%) 
14 (26'9%) 11 (21°1%)| 3 (58%) 1(1°9%) 


Totals - 614 17s (28°5 %) 134 (21˙8 %)| 41 (6˙7. 0 40 (6˙5 00 


The 


The remainder of the work described was done on the „ 


officers and men in groon A. who were under my observa- — 
f this group, 17 men reported: 


tion for 14 months. 


` 


i 


E arsenicals. 


` 
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their condition spontaneously, 11 being typical cases of 
gingivitis as already described. Four were cases of acute 
-ulcerative Vincent’s infection of gums. Two cases were 


associated with Vincent's angina of the throat, having 


' well-marked faucial ulceration with membrane formation 
and cervical adenitis. ‘Smears showed fusiform bacilli 


and spirochetes, and all those 6 cases gave a previous 
history of sore and bleeding gums. Investigation of the 
whole of the ship’s company was then carried. out, 


- revealing a further 24 cases of gingivitis. In this group, 
6 801 of gingivitis (including 2 of acute infection) were 
under 


treatment for syphilis by intravenous organic 


Treatment was carried out by scaling on the lines 


described by Oautley (1948), but no vitamin preparations 
i Intravenous arsenicals seemed to be effec-. 
tiye in the faucial infections, leading to cure in 8 days, 


were given. 


and seemed to improve acute ulcerative gingivitis, but. 


had no noticeable effect on the more chronic types of. 
After investigating the efficacy of maphar-. 


gum disease. 
side, chromic acid, liquor arsenicalis, gentian violet and 
euflavine, it was decided 5 10 % chromic acid followed 
by hydrogen peroxide prod 

was the most convenient agent for local application to 
the gums. 


Treatment consisted; therefore, of thorough scaling | 
of the teeth, and, for 2 or 3 days thereafter, the 


| . @pplication of 10% chromic acid followed in about a 


ye 


line of Turner.” | 
at the level of the mucoperiosteal junction and running 


cured in 


41 cases affected. 


minute by hydrogen peroxide (10 vol.). 


wooden applicator. Very acute or tender gums required 
to be treated for a few days With chromic acid and mouth- 
washes before scaling could be attempted. Almost all 
the cases treated: had heavy deposits of tartar, thickest 
under the gum margin around the bases of the lower 
incisors and in the molar regions. ‘The removal of this 


N 


` deposit was considered of the greatest importance for a 


rapid and complete cure of the gingivitis. The instru- 
ments used were a dental mirror and probe, and a set 
of four scalers. This treatment- was carried out on 
board and was found practicable even in rough weather. 
All cases requiring ings, extractions or cautery of 
residual ‘‘ pockets ” were referred to the dentist on 


reaching harbour, and his opinion was obtained in 


\ judging cures. 
cessation of bleeding from the gum and the reappearance 
of a healthy pale pink gum margin showing the health 
This consists of a pale ischemic line 


parallel to the gum margin. . 

In the mild form of lesion cure was effected in 5 days 
with an extreme of 7 days, while the severe cases became 
normal in 7 days. with an extreme of 12 days. The cases 

of acute ulcerative gingivitis and Vincent’s angina were 
Recurrences, at the end of 2 
months’ observation, were 9 (22.%) in number out of the 


oy . DISCUSSION. - . | 


A ship provides good conditions for a ‘‘ closed com- 


munity ” investigation of a clinical type, for while there 
are no opportunities for laboratory procedures the 
follow-up of cases is easy. It is realised, however, that 
ersonal vagaries in the diagnosis of gingivitis tend to 
essen the accuracy arid value of comparative statistical 
surveys in this condition. In this survey 28% of the 
men examined had bleeding gums or 


last war among the Armed Forces (Semple, Price-Jones 
and Digby 1919), must be considered disturbingly high. 
A control survey should be attempted among civilians, 
for the condition is not confined to the Services, though 
Campbell and Cook (1942), in a year’s work in a dental 
hospital, found only 65 cases of gingivitis among 2924 
. new admissions—i.e., 2°2 %. os 
In any consideration of disease of the gums attention 
must be drawn to the age of the patients. Up to roughly 
80 years of .age tooth loss is accounted for mainly by 
dental caries, but thereafter the foremost reason for 
extraction is gingival disease (the pyorrhœa of the lay 
press). It is: to be expected, therefore, that a higher 


4 
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ced the speediest results and 


These were 
applied on cotton-wool pledgets by means of forceps or a 


vitamin therapy. 


Abe criteria for cure were the healing of ulceration, 


- relapse usually started from a residual interd 


givitis. This 
figure, when compared with the results obtained in the 


re eee eee 
. ae . ie 15 i 3 85 : 

; — i A > 8 i aes pri > l . 2 i 
“7” [DE 4, 1943 


— — 2 


able 1 confirms this point but shows that there is still 
a high percentage among younger men. l 


. ` Bacteriological smears of ‘the gums in this series 


produced mixed flora, Vincent’s bacilli and spirochætes 
being almost invariably present. . Since very simi 


smears were obtained from apparently. normal mouths, 


it was not considered profitable to a this aspect. of 
the subject, especially in view of 

available. It was noticed that several men under 
arsenical treatment for syphilis had ‘ulcerative gingivitis 
with abundant spirochetes in the smears. à 


Horton (1943). 
a contributory factor in my cases. 


‘The surveys in groups B, O and D were carried out in 7 


spring, but all-the cases of acute Vincent’s infection of 


mouth and throat occurred during the winter, suggesting 
the importance of lowered resistance as a precipitating, 
factor. Much controversy has revolved around the réle’ 
j . Roff and Glaze- - 


of vitamins in infections of the gums. - 

brook (1940), Campbell and Cook (1941, 1942), Blockley 
and Baenziger (1942), Stuhl (1943) and Kent (1943) con- 
sider ascorbic acid necessary to produce effective cures. 


King (1943) advocated the use of nicotinic acid, but did 
not find ascorbic acid of value. These workers also 


describe various types of general malaise and ill health 
in their patients. None of the Naval ratings in this 
series showed any clinical evidence of vitamin deficiency 


or general symptoms of ill health. In fact, many had 


noted no abnormality even of their gums until interro- 


gated. Since accurate estimates of vitamin intake and ` 
excretion were impracticable! it was decided to adhere ~ 


throughout to the ship’s normal dietary regime without 
the addition of synthetic. vitamins and to treat all the 


cases of gingivitis by local measures only. It is evident 
in this series that, despite a generous diet, d high inci- 
) | iviti been found, 
and furthermore, that satisfactory results have been - 
obtained by ore local treatment without specific’ | 

, his appears to agree with the work 


dence of bleeding gums and gingivitis 


of McNee and Reid (1942) and of Ungley and Horton 


(1943), who could find no relationship either in causation ` 


of vitamin O or nicotinic acid. ~~ 

After 2 months’ observation, recurrences comprised 
22% of the series and were commoner aniong the more 
severe ulcerating lesions of the older men. Recurrence 
in the mild cases appeared to be due to inefficient scaling 
in the initial treatment, to chronic tonsillar infection, to 
the presence of unerupted or impacted molars, or to 
badly fitting partial dentures. In the older men et 
en 
pocket in which food and debris had become lodged. 
Recurrences are to be expected in this condition, and all 
cases of gingivitis discharged from hospital should be 
kept under observation by their medical officer. 

It is thought that the congestion of Service life is con- 
ducive to the spread of gingivitis, but it was not possible 
to prove any contagion in this series. The cases were 
evenly spread through: the different messes and ‘depart- 
ments of the ship, and officers-and ratings were equally 
affected. It was perhaps significant that 5 out of the.6 
stewards and ‘cooks’ on board had severe gingivitis. 
Control of spread was attempted by the isolation of the 
dishes and cutlery of severe cases and by discouraging 
such evils as supplying hot drinks to look-outs on watch 
in a single cracked and unwashed cup. | 

It is suggested that the most profitable form of treat- 
ment.and prophylaxis in gingivitis is the provision of 
facilities for the routine scaling of teeth. Man-power is 


or therapeutics between lesions of the gums and deficiency 


saved if this can be done by the ship’s medical officer, 


for treatment ashore involves upsetting the work of the 
ship while in harbour, and may. necessitate replacement 
of the affected personnel. Further, early and adequate 
treatment discourages the onset of the more serious 


gingival lesions and eventual tooth loss. 


„ SUMMARY: — 


Examination of the Naval ratings from four ships on 
active service revealed: that.28% had bléeding gums or 
gingivitis. Diet seemed adequate in vitamins, and local 
treatment alone. produced -good results in from 5 to 9 
days. Removal of tartar by scaling was cönsidered to 


~ 


he limited facilities 


7 3. This agrees 
with the findings of Goodridge (1942) and Ungley and 
Bismuth overdosage was thought to be 


‘Percentage of gingivitis will be found after the age of 30. 


— 
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be of the greatest importance in treatment and 
prophylaxis. 

I wish to thank the Medical Director-General of the Navy 
for permission to publish this article, also Surgeon Rear- 
Admiral J. W. MeNee, Dr. S. Lazarus and Surgeon Lieutenant 
(D) C. Ellison, nnvr, for help and advice. 
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BACTERIOLOGICAL INVESTIGATIONS IN A 
MASS CHEST SURVEY 


JOSEPH W. BIGGER, MD, SCD DUBL, FROP, FROPI 
LIEUT.-COLONEL RAMO 


- EARLY in 1942 Major P. Kerley carried. out a pre- 
imi minia radiography survey of Army 
personnel. Where a miniature showed any 
abnormality, full-size films were made. Radiologically 
suspicious cases were admitted to hospital where the 
were investigated clinically by Major-General A. W. 
Stott, Major W. Phillips and Major A. Bean. 

Of the 5737 examined radiologically 20 were referred 
to me for bacteriological investigation, which was more 
thorough than would usually be practicable in similar 
surveys carried out on larger numbers. This paper is 
concerned oniy with this aspect of the survey. 

The plan-of inyestigation was to examine, from each 
patient, 10 specimens of sputum microscopically (direct 
and after concentration), 3 specimens of sputum by 
culture, and 3 specimens of fasting gastric juice by 
culture. For a variety of reasons it was not possible to 
carry out this complete programme on all cases. 

The methods of microscopic examination did not differ 
materially from those generally used, but prolonged 
staining (10-15 minutes) in hot carbol-fuchsin, thorough 
decolorisation with both acid and alcohol, and brief 
counterstaining with 1% malachite-green were regarded 
as important. 

For culture, Griffith’s method was followed. Sputum 
or gastric juice was treated with an equal volume of 
5% KOH at 37° C. for 45 min. and inoculated, without 
neutralisatidn, dilution or centrifuging, on slopes of 

culture media in screw-top bottles. It was the intention 
to inoculate four slopes (one of Loewensteln-Jensen's, 
two of Griffith’s plain egg, ahd one of Griffith’s glycerol- 
egg media) from each specimen; but for the earlier 
specimens only Loewenstein-Jensen’s medium was avail- 
able, and it in sufficient quantity to permit the use of 

one slope for each specimen. Cultures were 
incubated at 37° C. They were examined after four or 
- five days to detect contaminations. Films were examined 
when growth was observed on the surface of the medium 
(often in 14 to 21 days) and, in all cases, in 5 to 6 weeks 
even if no growth was then visible. 


FINDINGS 


Tubercle bacilli were demonstrated microscopically or 
culturally or by both methods in material from 13 of the 
20 patients investigated. 


To facilitate consideration of the results, the patients 


have been classified into five groups on the opinion of the 
radiologist and physicians, assisted by such laboratory 
methods as blood sedimentation-rates but complete] 
tenor og the results obtained by bacteriological investi- 
ation. 
$ Group I consisted of 4 patients in whom the radio- 
logical and clinical evidence was against a diagnosis of 
pulmonary tuberculosis. Of these, 3 were cases of 
neumonitis (atypical pneumonia) and should not have 
been included in the investigation. A single specimen 
of sputum from one of these (no. 1) was examined micro- 
scopically and no cultures were made. The other two 
(nos. 2 and 8) were fully investigated with completely 
negative results. Patient no. 4, a man aged 47, was, on 


radiological evidence, believed to be suffering from 


carcinoma or abscess of the lung. 
Six specimens · of his sputum were examined microscopically 
in February without tubercle bacilli being found. One 
specimen of sputum was cultured at that time. 


became known that this culture contained tubercle bacilli, 


the patient had been temporarily transferred to another 


hospital for bronchoscopy. He was readmitted in April-and, 
in that month and May, seven further imens of sputum 
were examined microscopically. The first five of these were 
negative, the last two positive. Cultures were made duri 

this period from four specimens of sputum and three of 


‘gastric juice. Two of the sputum cultures were positive, 


but none of the cultures of gastric juice. Exactly three 
months elapsed between the day when the first positive 
sputum culture was inoculated and that on which a specimen 


of sputum was found to be positive microscopically. It is 


of interest that the finding of tubercle bacilli by direct micro- 
scopic examination coincided with the radiological demon- 
stration of cavitation. 

Group I consisted of 5 patients in whom the diagnosis: 
of healed pulmonary tuberculosis with no evidence of 
activity had been made. In 3 of these (nos. 5, 6 and 7} 
all bacteriological results were negative. The other -2 
(nos. 8 and 9) each yielded one positive culture (one from 
sputum and the other from fasting juice): all specimens 
examined microscopically were negative. 

Group I consisted of one patient (no. 10) in whom the 
radiological diagnosis was recent pulmonary tuberculosis, 
Clinical signs were absent but the history of increasing 
fatigue was suspicious. 
amination yielded negative results. 


TABLE I-—-RESULTS OF EXAMINATIONS 


E Tubercle bacilli 
8 Sputum Gastrio 
uice 
© micro- oul- 
scopic | ture ) 
1 | Pulmonary infiltration 1 | = 0 
considered to be non- 3 = = 
u | Healed pulm tub 3 = = 
ona ere — = 
culosis: no idence 7 æ * — 
of activity. 8 = — 
T 9 — ＋ 
II Radiological evidence of 
bilateral fibrosis and 10 a = 
cavitation: no physi- 
caj signs. — 


tv | Active pulmonary tuber- 
culosis suspected. } 11 


4 


Active pulmonary tuber- 
Salonis diagnosed. l 16 


ITT TTT 
l 8 + 
+titlooooo + 


+ = Tubercle bacilli found. — = Tubercle bacilli not found, 
, 0 = Not examined, 

Group Iv consisted of one patient (no. 11) with a 
diagnosis of pulmonary tuberculosis believed to be 
active. Eleven specimens of sputum were examined 
microscopically : all were negative. Four specimens of 
sputum yielded one positive culture. Three specimens 
of gastric juice were all positive culturally. N 

Group v consisted of 9 patients in whom a diagnosis of 
active a tuberculosis was made. In 5 cases 
(nos. 12, 13, 14, 15 and 16) the diagnosis was confirmed 
by finding tubercle bacilli ype fags! in their sputa : 
cultures were not made in these cases. In 3 (nos. 17, 18 
and 19) tubercle bacilli were found microscopically in 
sputum and ‘culturally either in sputum or in both 
sputum and gastric juice. The last patient ih this group 
(no. 20) is of interest. Twelve specimens of sputum were 
examined microscopically with negative results. Two 
specimens of sputum and two of fasting juice were 
cultured. Of these one specimen of fasting juice was 
positive. A specimen of pleural fluid from this case 
yielded tubercle bacilli on culture, os 


When it 


Complete bacteriological ex- 


l 


N 
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"ae. DISCUSSION ` co C ` SUMMARY ; ge 
Bacteriological methods (if we accept as valid the 1. Twenty cases from a miniature radiography survey ak 
single positive results in nos. 8 and 9) established a were investigated bacteriologically. .- l 
diagnosis of active pulmonary tuberculosis in 18 cases. 2. In all the ten cases where active pulmonary tuber- T 

In all the 10 cases in which active pulmonary tuberculosis culosis was diagnosed or suspected, excretion of tubercle iolar 


- was suspected or actually diagnosed on aeons ry and bacili was demonstrated. = Eist 
_ clinical grounds, the diagnosis Was confirmed bacterio- 3. Tubercle bacilli were also found in material from: Jj pte 

. logically. In addition, tuberele bacilli were demon- 8 other cases in which a diagnosis of active pulmonary. We 

| strated in 2 cases with radiological evidence of healed tuberculosis was not made on radiological or clinical ijth 
lesions and with no clinical signs of activity and in one grounds. . eto 
case where no radiological or clinical evidence of 4. Culture of both sputum and fasting gastric juice ure 
pulmonary tuberculosis was found until some time after was shown to be a practicable, valuable and early ha 
the bacteriological diagnosis had been made. diagnostic method. ae : hs 
Positive cultures were obtained from material from e “ee ; l ng 
cases. Cultures from 5 of thèse were injected into CONDUCTION-TIME FOR HUMAN PAIN »• faxt 
ineapigs, all of which developed typical tuberculous. . : de 
lesions in which tubercle bacilli were identified. There SENSATION | l 20 

of 5 Thap all the cure R G. GORDON, BMOXFD D. WRT mon, B M OxED 10 
e n e 5 appeared 1 70 Slightly ` (From the Departments of Physiology and Surgery, Oxford) T 
superior to both Gri s plain egg and Gri ’s glycerol- ss at ee 1 

eae media. No attempt to type the strains of tubercle . Ir has been known for some years that the alpha ul 


bacilli isolated was made, but from the superior growth tarum oi 3 5 disburbel by ae ae ` 


on. Loewenstein-Jensen’s medium (which contains stimulation of the skin (Adrian and Matthews 1934 
_ glycerol) these were all believed to be of human type.. We have been interested 2 find out whether the tine. 
This. investigation afforded an N of compar- interval between such a stimulus and the disturbance of 
ing various methods of demonstrating the presence of the alpha rhythm is sufficiently constant to justify its 
tubercle bacilli in human pathological’ material. It use as an approximate measure of sensory conduction- 
established very clearly the fallacy of relying on one or time, Such a method would ,have the advantage of 


even several microscopically negative examinations of inn obiective- thë existi th f 1 
sputum to exclude a diagnosis of active tuberculosis. In ͤkx a toe: de s vno orisuing Meee ae 


case 18 the fifth specimen examined was the first in which involves an inevitable e time, which 
tubercle bacilli were found: in case 17 the sixth and in : a — 
case 4 the twelfth specimens were the first found positive. The method has several practical disadvantages. In th 
Concentration was not found superior to direct examina- first place, it is essential that the subject should show a 
tion of carefully selected portions of sputum, correctly steady alpha rhythm, which is not liable to many spontaneous 
- stained. No specimen was found positive after concen- fluctuations, but which is easily disturbed by painful stimula- 
tration where direct examination had been negative. ER a * 8 7 Will have 5 i 
The investigation also established culture of both Pes an 1 ode ee a „ 
cSputum and fasting gastric juice as a practicable, valuable „eople will be fo 9 0 bie Por this Pens 8 Ae] 
and early diagnostic method. In 4 cases cultures were P Sin thoda ie only aal oE asportata (oe 
positive although all microscopic examinations were 3 OEN R ' oxporimon:a: e 
negative. In 2 cases cultures. of gastric juice were Secondly, there is evidence that the effect’ of a stimulus 
positive where both microscopic and cultural examina- will depend to some extent on the place in the alpha cycle in 
tion of sputum were negative. In one case tubercle which it falls (Bartley 1941), so that measured differences of 
bacilli were demonstrated in sputum by culture three. less than 0°1 sec. are unlikely to be significant, the normal 
months before their presence was detected microscopi- frequency of the alpha rhythm being about 10 per seo. This 
cally. | co oe ee 5 = 5 5 of oonduotion rates of l 
The superiority of culture over microscopic examina- ut (0-9 m OF PON e 
ion is owe by companag all the results in the 13 cases A sharpened steel wire was used as a stimulator, and the 
found positive by any bacteriological method (table 11). exact time of stimulation was recorded electrigally. - 


* 


TABLE II—RESULTS OF CULTURE AND MICROSCOPIO RESULTS 


EXAMINATION . In suitable subjects a needle-prick in the hand or foot 
is followed by a definite disturbance of the alpha rhythm 


ö Tubercle bacilli (fig. 1). This effect is often more pronounced in the 
„ „„ „„ — — >| Per cent + parietal than in the occipital region. normal subjects i 
— —-—T —y—- — . — — ght touch on the hand or foot does not usually lead to 
Sputum (microscopic) .. 14 80 15 e a o Ea pnoy h it may Oa S 
so the first time it is applied. e response to needle- 
e ane ae 3 * 1 prick, however, is maintained until a large number of. 
i Gastrio julce (culture) .. | 6 9 40 Ztimuli have been given. i s 


The average time-intervals between the stimulus and 
The ercentages are given not because, with such small me ee are given in De rabi 2 from 
i ; ; 
‚numbers, they have any validity but merely to facilitate pio nore finger and woo ao eo = ear 
comparison. i ; fats ke INTERVALS BETWEEN TIME OF STIMULATION AND DISTURBANCE 
From the experience gained during this investigation OF ALPHA RHYTHM IN NORMAL SUBJECTS . 
the following scheme of bacteriological investigation is 


‘a 


suggested as a practicable one which should be followed 2 ~ Ni No. of Av. timo- | Standarā 
where there is radiological or clinical evidence of active Part gtimulated observations ſinferval (See.) „deviation 
pulmonary tuberculosis. | | 5 r 555 ET Vt 
SCH OF INVESTIGATION ` ce te OF Uasphyadàted.. 15 0. 
Three specimens of “sputum should first be examined Toe f{ normal .. 5 18 [9.23 + 9.94 
microscopically. Whereé these are negative, three specimens { asphyxisted us 12 140 4* 0°20 | 


of sputum and three of fasting gastric juice should be cultured. F a | 
Griffith's method is recommended and two tubes of It is recognised that cutaneous pain gan be separated 
Loewenstein-Jensen’s medium and one of either the same into two components, an immediate flash o pain, 


medium without glycerol or of Griffith’s plain egg medium followed after an interval by a more diffuse second 
should be used for each specimen. Medium without glycerol pain.“ The first pain can be abolished by long asphyxia’ 
is included in order to facilitate the culture of tubercle bacilli of the part, so that after an hour or more the second > 
ee — pain alone can be felt (Lewis and Pochin 1988). As | 


of bovine type. 


. e 8 l ` x s ** 
* oo ae nee fe ee 
r : — ' f y 


— 
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3 ‘other. sensations | are successively abolished during 
= asphyxia, the second 
- unpleasant. It is probable: that second. pain is mediated 
by unmyelinated fibres, which conduct at about 1 m. 
5 Per sec., and can resist asphyxia for longer periods than 
the larger: fibres (Clark et al. 1935). The fibres mediating 
first pain probably conduct at 12-30 m. per sec. 
(Zotterman 1939). 
We have studied the effect of second pain on the alpha 


or toe has been compressed with a cuff for an hour or 
more to occlude its blood-supply a disturbance of the 


i 5 since the stimulus (fig. 2). 
l are giy en in the table : the interval far the toe is signifi- 

cantly greater than that for the finger, corresponding to 
the. greater distance travelled by the impulse before 
reaching the spinal cord. The duration of the disturb- 


ance which follows second pain is. often greater than that 


following first pain. 


The results obtained with first and second pain in 


i normal. subjects indicate. both the degree of accuracy 
and the limitations of this method, and they were suffi- 


3 5 
. i ! : i ' ; ‘ ' ! 
11 , : : ph ' of 
R 
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% I S 
Fig. }—EEG from a normal subject, showing the disturbance of alpha rhythm 
following a pin-prick on the leſt forefinger. The point of stimulation is 


„shown by the signal (S). Time (T) is given In I sec. intervals. The di Is- 3 


` turbance occurs 0°3 sec. after the pin-prick. 


ciently encouraging to Juani us in using the method 
with several cases of pheral nerve injury which 
showed sensory abnorma ities, 


pain becomes definitely more 


rhythm, und have found that after the base of the finger 


alpha rhythm is only seen when a second or so has S 
he time - intervals 


a 
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often accompanied by. delay in pain perception very 


similar to that of seco ‘these phenomena 


pain, ard.. 


conducting fibres. In the cases we have described 


A. occiyrt , 


Fig. EEG ' from the same subject, after the left forefinger had been deprived ` 


of. ita blood-supply for 90 min. Tha disturbance, occurs 0'9 sec. after the re 


l pin-prick, 


however, where this diiy is not 8 we suggest | 
that another explanation must be sought, 5 


SUMMARY 


sN 


— 


have been attributed to the destruction of the fast- . : : 


7 ay 


A method is described by which the. conduction-time N 


for painful cutaneous stimulation can be approximate 8 
measured. Disruption of the alpha vian 125 the EE 
is used as an indicator of a cortical disturbance. It is 


suggested that this method has experimental applications, . 


since it has an advantage in being objective. . 
The results described and 
obtained in normal persons, before and after asphyxia- . 
of the stimulated part, and in 3 cases of peripheral nerve 
lesion showing sensory abnormalities. . 

We would like to express our thanks to Prof, H. J. Seddon 
for his help and for allowing us to investigate cases of peri- 
pheral nerve injury under his‘care; to Mr. R. B. Zachary 
who has helped us greatly in the selection of cases; and to- 


Miss D. J. Dow for assistance with the experiments. 


Two of these patients showed a cutaneous eee 


-alfeoting the foot (Head's protopathio sensibility). Both 
men had sustained gunshot wounds injuring nerves in con- 
tinuity: in one, the osterior tibial nerve was injured at the 
ankle, and in the other the sciatic’ nerve had been injured 
six months „previously near the sciatic notch. In the first 
man, with à lesion near the ankle, there was no appreciable 
abnormal delay between the stimulus and the disturbance of 
the alpha rhythm, the average time-interval being 0°24 sec. ; 
but in the case of injury near the sciatio notch, the average 
interval was 0°45 seo., a figure significantly higher than that 
for a normal foot. ä 
In the third case, nyperpathia was the result of an irritative 
lesion of the median nerve, a sequel to sepsis in the thumb. 


N tubes and face- 


It was unaffected by removal of the appropriate digital nerve. 


In this case we could detect no abnormal delay in the response 
to pipnes the average time - interval being 0*21 sec. 


. DISCUSSION 

This method is sufficiently accurate to dabis us to 
distinguish easily between the conduction-times for 
human first and second pain, the latter being mediated 
by fibres conducting at about 1 m. per sec. We have 
- -also been able ta distinguish between the conduction- 
times for second pain in the hand and in the foot. 


(1938), who used a reaction-time method. 
- Our results with 2 cases of 


showing ‘‘protopathic sensibility” in the foot have 


These 
. results confirm Fhe observations. of Lewis and Pochin 


luke in th nerve injury . 


demonstrated that neither patient showed a delay in 


ain conduction of the order of that seen in second pain. 
n.both these cases, and in the case of irritative lesion 
of the median nerve, rapidly conducting fibres must be 
present. The delay.in conduction observed in oné case 
with a lesion near the sciatic notch is likely to depend 


on the length of nerve distal to the lesion, which was 


still incompletely myelinated, and had not yet attained 
its full rate of conduction.: 


. In tabes dorsalis (Pochin 1938), and in alcoholic . 


neuritis (Stein et al. 1941), cutaneous eee is 


1 


r 


“Adria, E 


piece 


facepiece from 
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New Inventions 


FLEXIBLE FACEPIECE CONNEXION FOR CLOSED 
CIRCUIT ANÆSŤTHESIA - 


IT is common knowledge that: a gas-tight system is 
essential for closed ansthesia. : The flexible connexion 
illustrated ‘has | i 
been designed to 
overcome the 
drag caused by 
the corrugated | 


connexion | 
on circuit appara- 
tus—a common 
cause of leak- | 
age—and it has 
proved remark- 
ably effective in 
practice. 
The facepiece is 
held in position 
by means of a. 
Clausen harness 
with the addition 
of a chin strap. 
The chin strap 
shown Provides & 
useful support for 
the jaw besides 
preventing the 


being dragged 

upwards and away from the patient’ mouth. 
The apparatus has been made for me by Medical naa 

be Equipment Ltd. of 12; New Cavendish St, W. I. 


I. y MACHOL, MB BELF, DA. 


tiscussed above were i 


7 


bid, P: and” J ollie, N. (1 941) Arch. Neurol. 
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ae negative reactors became ill with the disease. 


that of the vaccinated nurses 2°6% developed clinical 
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Medical Societies 


: TUBERCULOSIS’ “ASSOCIATION - 
On Nov. 19 the association. met at 26, Portland Place 


W. I, to discuss 


BCG Prophylactic Inoculation ` |. 


when an account of his experience in Norway was read. 


for Dr. O. GALTUNG-HANSEN—by. Dr. Dedecken. The 


early records. of the period 1910-18 had. shown that 


practically the whole population of the country had 
been infected in childhood, 


tuberculosis was a recrudescence of this infection. The 
investigations on hospital nurses which began in 1924 had 
changed this outlook: only half the student nurses ere 
a positive tuberculin reaction on joining, but practicall 

all were positive on the completion of training. More- 


cover it was observed that only 1% of the positive reactors 


developed clinical tuberculosis whereas 17% of the 


while, in 1926, Heimbeck had started the parenteral 
i immunisation of these nurses on a voluntary basis by 
giving them BOG vaccine, at first subcutaneously and 
later intradermally. Analysis of the results showed 


tubetculosis and 0-2% died, the corresponding figures 
for ‘unvaccinated nurses being 17-1 and 1-8. Attention 
Was next directed to university students with similarly 
good results. Finally certain mixed groups were 
inoculated. At that point came the Lübeck accident 
«when a virulent strain of tubercle bacillus gained access 
to the BCG vaccine and caused a number òf deaths. 
The publicity, given to this tragedy discouraged for a 


time the vaccination but after an interval public anxiety 


Was allayed and the scheme went forward again. The 


been popular. 


position at the time of the Nazi invasion was that students, 
nurses, house contacts, works. contacts, fishermen, 
sailors, and children of school-leaving age were being 


inoculated. Some reluctance was encountered. in coastal 


and isolated districts, but n art from this the scheme had 
Finally, 6000 soldiers had been inocu- 
lated, this time by pereutaneous inoculation. The 
Nazis forbade the scheme and this ensured its popularity. 
Some 6% of inoculations gave rise to a local abscess which 
took a month to heal.. Over 90% ofi the vaccinated 
became tuberculin-positive, but the duration of pro- 
tection is not known and superinfection by contact 
with tuberculous persóns is not excluded. 

' Lieut. -Colonel C. F. BENNETT gave his experiences 
of Canada. Only two of the nine provinces had 
used BCG vaccine, of which his own province of Sas- 


katehewan was one. This province had a very eae 


| ganera anti-tuberculosis campaign comprising: (1) volun- 


tary segreg ation by institutional treatment until the 


lesion was 18 80 (average period 18 months), with an 


allowance of 4-8 beds for every death, and no waiting- 


- list ; (2) a special tax to meet the cost of treatment which 


was free; (8) continuous educational propece so 
that tuberculosis was no longer regarded as inevitable 
or as a disgrace, but as something to be prevented, or 
diagnosed in its early stages and cured ; (4) close liaison 
between the anti-tuberculosis organisation and the 
general practitioner ;' and (5) elimination of bovine 
tuberculosis by pasteurisation of milk. (Colonel Bennett 
did not think the standard of living was as important 
as it had been made out to be as a causative factor.) 
With this organisation the death-rate from tuberculosis 


had steadily declined and cases were admitted to hospital 


at a more curable stage. The infection-rate had fallen 
even faster than the death-rate. ‘The incidence in 1942 
was only Q-75 per 1000 population, to which mass radio- 
graphy' had added another 1 3. On this background 

CG vadeine had ben tried in two special groups: 


(å) Indian babies, (2) hospital and sanatorium nurses. 


In the latter the experience of his province had been 
similar to that of Norway; the negative tuberculin 
reactors accounted for most of the clinical cases (five 
times as many as the positive reactors). The vaccine had 
enhanced resistance by 75% and reduced breakdown in a 
class of the population exposed to graverisks. But it was, 
he thought, most unlikely that it would ‘eliminate the 
need for early diagnosis and voluntary segregation. 


\ 


j and the anti-tuberculosis | 
„campaign had been organised on thé basis that adult 


Mean- - 


the series. 


2%, 


passed calling for a 


Colonel R. 8. — spoke of the experience 


with BCG vaccine in New York City. The work had been 
started by Park and on his untimely death it had been 
continued by Levien and others whose results were 
published in 1938. Children born into tuberculous 
households had been selected for the test. The results 
have not been -statistically significant and he did not 
think they justified the general use of the vaccine. ~ 
Prof. Jonan Horst gave his experience with the 
Norwegian Army. Some 3000 men had been inoculated, 
but too recently to warrant definite conclusions. No 
serious harm had resulted from the local cold abscesses 
which had occurred. He thought that vaccination 


should be carried out 2-3 months before the men went 


-into infected surroundings. It was difficult to fit the 
vaccination into this period of training, especially as 
the vaccine must be used fresh and was at present 
‘difficult to obtain (they had received.it from Sweden). 
In the first year after arrival in this country the incidence 
of tuberculosis among N orwegian troops had been high, 
but it was now declining. ‘This decline could not be 
attributed to BCG but to measures (such as collapse 
therapy) taken to prevent open-case infection. Of 
the . groups tested, the adolescents were especially 
important (factory workers, sailors and students) and it 


was essential for the inoculations to be given 2-3 months | 
before exposure to special risks. The vaccination should 


of course be associated with other prophylactic measures. 

Prof. THos. DALLING recounted his experience with 
experimental inoculations ‘of cattle at the Cambridge 
University institute of animal pathology. Because of 


local abscess formation, subcutaneous inoculation had 


been abandoned in favour of intravenous injection. 
Immunity was high for the first six months after vac- 
eination and then began to wane. It could be rein- 
forced at six-monthly intervals, giving rise to allergy 
with positive tuberculin. reaction, which finally fell after 
‘A small field trial had been made, but the 


results were not yet available. A larger field trial on 


several thousand cattle was now being made, farms b 


eing 
chosen which possessed tuberculin reactors; but it 
was not easy to establish satisfactory control tests and 
the trial would take 6-7 LR to complete. 
vaccinated animals reached maturity they would be 
introduced into dairy herds. He ,had:also made trials 
of a vole-bacillus vaccine (see Lancet, 1940, ii, 339) 
which he thought had given better results than BCG. 
It was a harmless. organism. 

Dr. A. Q. WELLS described 8 cases he had vaccinated 
with the vole bacillus. All had become tuberculin 
positive. One had developed a local abscess. This 
bacillus did not produce progressive disease in guineapigs. 

Prof. S. LYLE CUMMINS said he had started vaccination 
with BCG on 12 cases before the war but had abandoned 
it owing to) official prohibition. 

Dr. PETER Epwarps (Market Drayton) mentioned 
his experience of the vaccine with a valuable dairy herd, 
in which the results were not yet complete. He was 


not prepared to use it in man 


Discussion then turned on the he general principles of 
prophylactic vaccination.—Dr. M WILKINSON (Black 
Notley) thought that vaccination should be done, at 
the age when the reticulo-endothelial resistance of the 
hae gee system is highest—viz., in late childhood. 

„W. H. TYTLER stressed: the importance of. primary 
infection in adolescence at the present time. 
offered, he thought, a favourable opportunity for pro- 
phylactic vaccination. 
the immunity jn infants was lasting. The work on 
infection in nurses needed more statistical control. 
Environment was not everything; he quoted a rural 


- district in Wales where living conditions were appalling 


and the proportion of tuberculin reactors was only 
The undiagnosed chronic infective case was the 
most important factor in all schenies of prevention.— 
Dr. E. Nassau (Harefield) argued- that. -prophylaxis 
could not be expected to protect always. A sense 
proportion was essential.— Dr. A. L. JACOBS (Paddington) 
thought the available data were now sufficient. for asses- 
sing the value of BOG vaccination. 

At the conclusion of the meeting resolutions were 
committee of ‘inquiry into the 
possibility of one BCG in this country a as à means of 
prophylaxis. 


As the- 


s 
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AT a meeting of the section of medicine on Nov. 23, 
with Dr. GEOFFREY Evans the president, in the chair, a 
discussion on l 

Nutrition in Enemy-occupied Europe 
was opened by Lord HoRrDER. Facts, he said, could be 
learned from the reports of qualified observers in the 
occupied countries; from examination of recently arrived 
refugees; and by considering the known rations allowed. 

Colonel W. E. VIGNAL, MD, said that the intimate con- 
nexion between health conditions and food in France was 
shown not only by reports but also by a special minute 
which had been prepared by the Minister of Agriculture 
for the German authorities only. Few people could 
obtain normal quantities of food : the meat ration was 
34 oz. with bone, and even this was theoretical because 
of breakdowns in transport. The daily basic ration 
yielded 1084 calories for most people in France. 
German authorities estimated the minimum calorie 
value for health at 3000 calories; towards the end of 
the last war, when the German ration fell to1600 calories, 
they called it semi-famine. Moreover the French diet 
wes deficient in fat, protein, and sugar. There was little 
protective food, causing a general weakening of the 
organism. Tuberculosis was increasing alarmingly, 
and the German authorities were enforcing complete 
silence about it. The Vichy Minister of Health stated 
that 35,000 of the inhabitants of the Seine Department 
were affected, and the number of young women patients 
was especially high. In one department the positive- 
sputum rate was nearly three times that of 1938. One 
report said that the ill-balance of the diet was more respon- 
sible than an absolute deficiency. The Germans had 
returned to France a large number of tuberculous prisoners, 
most of them urgently needing treatment ; six weeks later 
they had been sent to their homes, to constitute a per- 
manentsource ofinfection. Increasing numbers of work- 
men were returning to die of tuberculosis after afew months’ 
work in Germany. France was now largely deprived 
of her sanatoriums and supplies, and patients had to 

-wait six to eight months for institutional treatment. 


Acute bronchopneumonic types were common—and so 


was rapid wasting ending in death. In 1942 there 
had been 234,000 deaths. The general weakening 
revealed. itself in many other forms; sudden deaths 
without apparent cause or from minor ailments were 
ascribed to deficiency in sugar and vitamins, especially 
B. Emaciation was the lot of all workers, and in some 
the loss.of weight was catastrophic. The accident-rate 
had greatly increased. Many people suffered from 
& progressive asthenia and incapacity for effort, 
dizziness, retro-orbital or temporal headaches, night 
sweats, loss of memory, apathy followed by irritability 
and depression. The only clinical signs were low 
blood-pressure, loss of weight, hypoglycemia and 
ascorbia. -Other observers had described severe mal- 
nutrition syndromes, with and without cedema. The 
difficulty of finding food was begetting a vindictive and 
grasping mentality which augured ill for the future. 
The soap shortage made hygiene difficult ; 
and disinfecting 1 8 5 had been installed to combat new 
infections carried by fleas and lice. Fortunately there 
had been only a little sporadic typhus. The condition 
of children was even more alarming: they showed loss 
of weight and a high incidence of tuberculosis ;. 90% 
of one group studied were 2-9 kg. underweight. Psycho- 
logical disturbances were common and included inability 


to concentrate, enuresis, pilfering, psychological lying 


and epilepsy. The number of children coming before 
the criminal courts was increasing. Rickets was 
common and severe. The neonatal death-rate was high ; 
many premature children born at the eighth month had the 
blood-picture of a foetus of six months. The birth-weight 
was decreasing and the miscarriage-rate increasing. 
Women could no longer feed their children, owing to 
exhaustion and decalcification. Charles Richet had been 
imprisoned for asserting that ten million persons in 
France were suffering from hunger and two million. of 
them were likely to die. i 


UNDER-NUTRITION IN GREECE 


Dr. A. P. OawaADIAS said that in Greece. the Red Cross 
was on a war basis like the fighting services. The 


delousing 


prodromal period of the famine lasted from 1989 till the 


fall of the country in May, 1941. Greece produced 
scarcely any food; most Greek wars had been wars for 
food, and the modern population relied on monthly 
shipments by sea. As soon as shipping became restricted, 


there was a state of malnutrition, which became much 


worse when Greece entered the war and all available 
food was diverted to the fighting men. With the fall 
of Greece the problem became acute; there was then no 
food in Greece. 
the country kept people going through the summer when 
something could be found in the countryside. The 
daily bread ration was 1 oz. In October real famine 
began. As usual with famine, the tragedy burst sud- 
denly. Oommunal kitchens gave 400 calories a day, when 
they could, and fed 500,000 people. Well-to-do people 
in Athens had 1 oz. of bread alternate days, camomile 
tea and gruel, with oil and carrots, and chicory coffee. 
A thousand died in Athens every day of sheer starvation, 
Refuse lorries were loaded with bodies, thrown in pell- 
mell like sacks of cement. Sausages of dog, rat and cat 
meat were sold at outrageous prices. In six months 
400,000 died. First of all to the rescue came the Greek 
Red Cross. The heroism of starving women of the upper 
classes, working for the Red Cross, was as unforgettable 
as that of the soldiers and sailors. Then the international 
Red Cross gave its guarantee, despite the diffidulties 
of control. The British Government and the United 
States Government joined in, and, without any interfer- 
ence from the occupying authorities, began to feed 
Greece. That ended the tragic period, in. March, 1942, 
and then began a nine-months period in which the- 
calorie intake went up from 400 to 750 calories. From 
January, 1943, conditions had deteriorated ; 32% of the 
necessary calories only were supplied, and all the hidden 
food and money in the country had been exhausted. 
The mortality was terrible; they had ceased bothering 
about tuberculosis, but now the incidence of malaria 
was 100% in endemic areas and hunger oedema and other 
nutritional diseases were spreading. The machinery 
for relief was ready and there were no quislings in Greece. 


| JUGOSLAVIA, PE AE 
Dr. M. SEKULICH said that peace-time nutrition in 
Jugoslavia was dependent on meat in towns and vege- 
tables in the country. The urban diet had adequate 
calories. The peasants ate meat in the winter and 


supplemented their vegetables with dairy products. 


Nutrition was not satisfactory because a third of the 
peasants ate bad bread, and a small number of people 
ate more than they needed, and most of the population 
consumed more than they produced. Generally speaking, 
rural children were underfed, even in self-supporting 
and surplus areas. - Tuberculosis was found everywhere ; 
bad housing was largely responsible. In enemy-occupied 
Jugoslavia there was a steady shortage of food; the 
enemy had taken all stores, and the peasants bad 
destroyed food to prevent it falling into enemy hands, 
The army of occupation had to be fed, and the harvests 
of 1942 and 1943 had been small for many reasons. 
The shortage of draught animals, guerilla warfare, 
enforced transplantation of the population and change 
in use of the land by enemy order all combined to reduce 
the average calorie value by about half. There was 
both malnutrition and famine. All the consequences 
of malnutrition in peace-time were increasing from day 
to day. Two normal prewar harvests, with adequate 
transport, would restore prewar conditions. 


BELGIUM 


Prof. J. YOUNG, FROOG, quoted a paper by Professor 
Heymans, of Ghent, which reached this country. The 
author had had access to official data and had suffered 


‘severely from the Nazi guthorities as a result of publish- 
The daily basic ration in 1942 was 1230 


ing this paper. 
calories—i.e., it was 50% efficient. Certain classes were 
allowed supplementary rations, but although rations 
were adequate for the youngest children they became 
worse as age advanced. A Joss of weight of 10-15 
kg. was common. A striking fall of plasma proteins 


The confidence and fighting spirit of 


“XN 


appear g even without loss of weight. Primiparæ gained 
only 


81% of the prewar weight figure and multiparæ 
78%. Tuberculosis was a grave problem; supplementary 
rations were issued after a strict examination, and 


normal -hea 
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the number increased from 697000 to 88,000 in 1942. 
Admissions to ‘sanatoriums,. death-rates and. spu 
tests showed the same increase. The 8 Agures y were 
- peculiarly ` disturbing.. ` . 

Dr. IZ2Op BENNETT hoped that no English man or 
woman present would lose an opportunity of bringing 


home to their fellow countrymen the appalling situation 


of starving. Europe. He emphasised Colonel Vignal’s 
reminder that’ the Germans proclaimed to the world in 
the last war that 1600 calories a day was semi-starvation~ 
and were now allowing to the peoples of Europe 1000- 
1100 calories a day if they could get it. He hoped that 
doctors: would insist that calories were wanted not 

He had a fearful mental’ picture of. ships 


vitamins. - 
loaded up with little capsules—when food Was ‘wanted. 


It was generally agreed that if you looked after the 


calories ‘the, vitamins would look ‘after themselves. A 
vitamin given as a natural food achieved far more than 


a synthetic concentrate. Malnutrition was now & 
chronic problem, not an acute one ; people were suffering 
from under-nutrition which had gone on for. two, three 
or four years, and they must be given am me nutrition 
cover a considerable period before they could approach 
Ith. A young 
country a fortnight ago had looked round at. fhe dock 


workers and ‘exclaimed. ‘I suddenly realise that two. 


years ago we were men like that! The supplementary 
ration must be rich in first-class protein and vitamin- 
containing fat. Only thus could the lives of the young, 
the pregnant and the early tuberculous be preserved. 

Of all-the epidemic diseases threatening Europe today 
tuberculosis was the major one. When refugees and 
prisoners returned from forced exile they would be 
= riddled. with it, ready to distribute it among the urban 


Reviews of Books 


Medical Clinics on Bone Diseases 
A Text and Atlas. I. SNAPPER, MD, formerly professor 
of medicine, Peiping Union Medical College. (Lewis, 
Pp. 225. 678. 6d.) 


IN 1937 Professor Snapper gave two lectures in 
In the first. 


London on pseudo-tuberculosis in man. 
he described. Boeck’s disease and in the second regional 
ileitis. He published them in Holland, in 1938 
monograph illustrated by plates the beauty of which 
has never been surpassed: each measured 11 by 8 in., 
was of the consistence of a thin card, and had a magnifi- 
cent glossy ‘finish. - The text was in English. Those 


interested soon discovered a companion volume, pub- 
lished in 1937, with the title Ziekten van het Skelet; 


which described hy 
lipoidosis.of the sk 


erparathyroidism, Paget’s disease, 
eleton, and multiple myeloma. 


surpassing quality. In an extended form, enlarged by 
25 pages and enriched by 8 extra plates, this monograph 
now appears in English. The added section describes 
Professor Snapper’s experience in China of avitaminosis 
D,. comprising foetal rickets, infantile rickets, late 
rickets, and osteomalacia. No more complete descrip- 
tion of generalised diseases of the bones has appeared in 
any language. 
section, he deals with the history of the subject, clinical 
findings, radiological appearances, biochemistry, patho- 

logy, and differential diagnosis, and current English - 
descriptions of these diseases are put to shame. Perhaps 
ad last: inglish teachers will cease to perpetuate Paget’s 

view that the Skull and the tibia are the commonest 
sites of osteitis deformans. Snapper agrees. with 
Schmorl that the bones are affected in the following 
order of frequency: sacrum, spine, femur, cranium, 
sternum, clavicle, tibia. His original contributions to 
‘the subject of bone diseases include his discovery that 
the ‘Hand-Schiiller-Christian disease can occur in the 
absence of a cranio hypophyseal lesion, and the fact that 
the biochemistry of: multiple myeloma differs from that 
of hyperparathyroidism in the high level of phosphorus 
in the blood, His occasional misconstructions of 
English nowhere alter the sense but rather add relish 
to the text. The 30 exquisite plates include X rays, 
clinical photographs, and. photomicrographs of. histo- 
logical sections. 


Frenchman arriving in this 


Ei: \ BURKE TAYLOR, MD, PRS. 5 
Och upon a time the medical student based his 


„ in a 


The 
text was in Dutch, and the illustrations of the same. 


The treatment is thorough ; in each 


eyes, ears and 


Pach chapter i is followed by an exten- | 


populations of their own lands. Some sieve must: be 


tum . devised’ to prevent this; at this moment the authorities 


should be activ ely preparing mass miniature radiography. 
sets for Europe. Such sets offered the one hope of. 
-preventing widespread epidemic. Clinical and patho- ` 
ogical examination was impossible; an expert physician 
or N could deal with no more than 50 cases 
a day. . Ordinary radiology could be used to diagnose ` 
200. cases a day—mass radiography, over 500. British 
` scientists might save many, lives by getting in touch 
with scientific societies’ among: the allies. 5 


| BRITAIN a i: 
| Dr. G. MARSHALL felt a. little relief- that the figures 
for. tuberculosis in occupied ‘countries were no -worse. 
We must begin by finding out how to tackle the 
problem at home. Tuberculous - meningitis had in- 
creased by over 200%. Many bad died who would 
not be expected to die in times of peace, and nobody 
quite knew why. This was a time for research and for 
increased ‘instead of decreased facilities for treatment. 
We did not know what supplementary rations patients 


ms required. .The results of treatment now were not as 


good as in times of peace. 


Other speakers insisted on the need for determining , 


the precise effects of dietetic. supplements.—The PRESI- 
DENT agreed but pointed out that the increase of tuber- ` 


- culosis was only 10-12% in -England and Wales, 20% 
elgium 


in Scotland, whereas in France it was 30-40%, in B 
60-65%, in Jugoslavia 100%. 

General Sick described the tuberculosis found in 
escaped Frenchmen as very severe and rapid, fatal in 
5-7 weeks. He thought it was eee with a special 
form of the bacillus. . 
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sive bibliography; that for e alone 
contains nearly 200, references. 
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Physiological Basis of Medical Practica: " 


` (3rd ed.) CHARLES HERBERT BEST, MD, DSO; 


(Baillisre. Pp. 1942. 55s.) 


medicine (or at any rate was told to do so) on -what 
he saw in the post-mortem room. The results were 
good but limited, for he came to believe that es 
which produced no post-mortem changes were ima 

or, as-he was taught to call it in the jargon of the wards, 

„functional.“ He often forgot the real meaning of 
functional,“ which acquired the fixed epithet ‘‘ only.” 
Nowadays attention is turning- more towards ‘the. 
diseases that are only functional and students are 
allowed to know that many genuine disorders leave no 
anatomical changes should death occur in their early 
‘stages. The stress is leaving morbid anatomy i in favour. 
of physiology, a knowledge of which is necessary n ot 
only for the diagnosis of disorders of fungtion but, for 
the proper interpretation of the symptoms of organic 
disease. It is to meet this new demand that such 
books as this were made. First published in 1987, 
‘* Best and Taylor,” Sene its cen girth and Price 
and the accident of war, has ed a third edition. 
Clear and comprehensive, it holds a just balance between 
pure and applied science.“ Any man who teaches ` ame 
practice of medicine needs it at Š his elbow. 


3 


Minor Surgery 


Editors: Sir Hyur nh ROLLESTON, BT., u CAMB., FROP ; 
ALAN 'MONORIEŅF, MD LOND., `| Thor. (Eyre and  Spottis: 


woode. Pp. 174. 165.) 


Tu editors have made wide and wise chelde of subject 
matter, this little book includes the special branches 
cology—as well as general surgical 
procedures. e various articles have been reprinted . 
and revised from the Practitioner. Several of the authors. 


rightly maintain that minor operations demand no less 


skill than major operations, and their advice, gained 
from wide experience, informs the descriptions of the 
most.elementary operation. Modern methods of treat- 
ment are fully described, and their advantages and dis- 
advantages assessed. The book is quickly and easily 
. it practitioners in all branches would do well to 
r 1 e ` ~ 
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IHE NURSE IN CHARGE 

Doortors at work are not often members or leaders 
of teams. In student days, the unit or firm of clerks 
or dressers, house officer, registrar and chief, does 
admittedly take some of the rough edges off our 
individuality. But though the chief may chasten 
those he loves, registrar and house-surgeon are 
usually sweet-tempered. And the team is temporary; 
students move on after three months, and even the 
stay of registrars is limited. Most doctors, then, 
never experience life in a rigid hierarchy from which 
there is no escape unless armed with a testimonial 
from the man on top. In other walks of life however 
the team is a common working unit, and its happiness 
and efficiency depend on the recognition that obliga- 
tions are incurred by those invested with leadership. 
The Army officer who is worth his salt does not eat 
or sleep until he is satisfied about the comfort of his 
men. The superintendent of the telephone exchange 
must watch over the health and happiness of her 
girls with a quasi-maternal eye. And the factory 
welfare officer is a symbol of the recognition by the 
bosses that contented workers work best. 

Nursing is as rigid a hierarchy as is to be found in 
democratic society. The conduct and behaviour of 
the nurse, at each stage of her career, is reported on by 
her superior, and on these reports the matron must 
base her assessment and her testimonial. Orders 
are issued from which there is no appeal. Her’s 
not to reason why ” is still the general rather than the 
exceptional attitude forced on the probationer. As 
a result, girls with individuality and initiative tend 
not to find their way into nursing, while those who 
do so lose something in their passage through 
the mill. There are many sisters and matrons who 
retain their humanity in their journey to authority; 
but there are others who do not. A sister has tw 
families to care for, her patients and her nurses, no 
to mention her doctors, and the kindness lavished on 
the sick may leave little for the subordinate. Then, 
again, the, charming manners Which impress the lay 
committee are sometimes only one facet of a per- 
sonality which seeks power by the easy road rather 
than lasting satisfaction by the hard path of service 
to all. At all events, there are few hospitals which 
cannot claim at least one sister whose ward is a 
byword. : 

One of the unhappy results of the exaggerated 
respect enjoyed by the nurse in charge is the fear 
which many junior nurses have about reporting sick. 
A feeling of malaise and fatigue, unaccompanied by 
a spectacular rise in temperature, is all too liable to 
be treated: as a trifling disorder, unworthy of a 
nurse, and certainly unworthy of medical attention ; 
yet it is precisely these symptoms which may be 
the earliest eign of tubercle. Moreover it is a short- 
sighted tradition, for patients no less than staff, 
which counts it creditable to carry on with a heavy 
cold. The problem is to know how the nurse in 
charge can be converted into someone who cares for 
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her staff no less diligently than for her patients. 
There are hospitals where the nurse who does not eat 
her breakfast is forbidden to go on duty, and the one’ 
who looks seedy on duty is sent off again forthwith. 
But this is the exceptional viewpoint and a difficult 
one to maintain when patients must be nursed on a 
starvation ration of staff, and by a team in which the 
raw student nurse counts as a unit and not as a super- 
numerary. Present standards of hospital staffing, 
which work everybody to capacity all the time, and 
meet extra claims by achieving the impossible, need 
revising before a nurse can report sick without uneasi- 
ness, Probably there.is no simple solution. Commit- 
tees of junior nurses, staff nurses, and sisters, with 
power to make representation to hospital boards, are 
likely to infuse something of the new spirit that is 
needed. Careful psychiatric selection, both of proba- 
tioners and sisters, would offer a second lineof approach. 
A return of the married woman to nursing, not neces- 
sarily as a subordinate, but as a sister working regular 
daily hours and living out, might help to ventilate the 
cloistered atmosphere; and indeed the atmosphere 
itself might change if all qualified nurses had the 
option of living out. Finally, there is much to be- 
said for a short course in staff management for all 
nurses who aspire to take charge of others. Then at 
least those who inspire fear because they do not know © 
how to inspire respect will have the opportunity to 
dispel their ignorance. 


_ NEUROSURGERY IN AFRICAN WARFARE 


NaPoLEon was fond of saying, Don’t fight your 
enemy too long, he will begin to understand war.” 
Last week at the Royal Society of Medicine Brigadier 
Hua Carrns unfolded a remarkable story of the 
evolution of the neurosurgical services in response to 
the changing needs of mobile warfare. Considerable 
credit for such triumphs is due to the Army medical 
directorate for their vision and alert pliant control. At 
the beginning of this war it was realised that there was 
no place for the “ gipsy specialist roaming from 
hospital to hospital, and segregation of head injuries 
was decided on. The neurosurgeon insisted that he 
was but a poor thing unless equipped with his full 
armamentarium. He had to havea sucker, diathermy 
and adequate lighting, otherwise the surgery degener- 
ated into a higgledy-piggledy affair. Special vehicles 
thus equipped were planned and constructed ; but in 
France they were captured before their worth had 
been tested. Ascrort,! fully equipped, was now sent 
to the Middle East. At first he worked in the forward 
areas, but he soon found that, owing to the difficulty of 
segregating casualties in the very forward areas, only 
10% of those reaching him had head injuries. It 
was therefore decided to base the neurosurgical team 
behind the general hospital ; this meant a delay in the 
primary operation of quite 48 hours, but even so the 
results appeared to make it well worth while for the 
patient to wait for such special services. Among 
AsoROFT’s cases, the fatality-rate where the dura had 
not been pierced was 1-5% ; where the dura had been 
pierced it was 15%. But a disquieting feature was 
that one out of four (75 out of 293) of the penetrating 
wounds developed brain abscess. | 

With the break-through at El Alamein, the lines of 
communication became so long that KENNETH EDEN, 


1. Ascroft, P. B. Brit. Med. J. 1941, i, 739. 
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and himself went forward. To the original team 
equipment he added an operating- theatre built within 
_ avaptured Italian motor coach, as described in his post- 
humous paper on our opening. page. It says much for 


„the general medical organisation that EDH¹N was able 


to operate on 188 out of the 293 head i injuries within 24 
hours of injury, and that only in 34 were the wounds 
more than 3 days old. Primary healing was thus 
obtained in over 90% of cases. The lowered incidence 


ol infection as a result of getting such cases early is 
well reflected y the fall of serious complications. 


CAIRNS gives 3-4% as the incidence of intracranial 
infection in EDEN’S cases. 
cases the case-mortality due to infection was 10:8% ; 


in the last war CusHING’s case-mortality due to infec- 


tion was 36:5% and death was then usually due to a 
rapid meningitis rather than to late abscess forma- 


tion. This lowered incidence of sepsis, CAIRNS points 
out, is important not only from the point of view of 


immediate complications but because of its effect on 


the subsequent development of traumatic. epilepsy. 
AsororFt,* after a thorough study of Ministry of 
Pensions records of the last war, concluded that long- 


continued wound sepsis, whether the dura was pre- 


served or penetrated, favoured, and was closely related 


to, the onset of traumatic epilepsy. It is an important 


fact, therefore, that EDEN obtained 97% primary 
healing in a series of 139 scalp wounds. EDRN found 
no place for first-aid operations, but there is probably 
a need to sterilise such external wound surfaces early ; 
for Camxs brought bacteriological evidence to show 
that in most brain wounds infection starts in the super- 
ficial layers of muscles and then spreads inwards. 
Staphylococcus aureus was the predominating in- 
fecting organism, and sulphonamides alone will not 


control this, though it is reasonable to give them 


credit for the relative absence of streptococci. . The 
Russians too, CAIRNSs recalled, found their brain 
wounds infected—only 2 out of 300 were sterile. 
Carns and others have used penioillin in wounds 
over. 72 hours old, and the results were encouraging. 
Penicillin is the most powerful bacteriostaticagent that 
we have against the infecting Staph. aureus; very little 
is required in the head cases and it is hoped that it will 


soon be fully available. As FLoREY ° has pointed out, 


its correct place is in the wound early, in the form 
of a penicillin and sulphonamide powder; 1 A first-aid 


operation to get the penicillin into the very depths of | 


the wound may -become necessary.. CAIRNS also 


$ reports that, contrary to Russian experience, clinical, 


gas-gangrene of the brain has not been seen in the 
Middle East, though clostridia had been found Ceper 
ing on the surface, 

The immediate postoperative.: mortality in the 
penetrating wounds reported by EDEN was 25 out 
of 102 cases; 18 out of the 25 died within 24 hours 


from the initial brain damage. / Coma came to be 


regarded asa serious prognostic sign, and it is to be 
noted from his figures that of the patients who died 
half were in coma. 
had other associated injuries, and codperation with 
the general surgeon and ophthalmic surgeon was 


important. The orbital injury often had an associated 


brain lesion, and EDEN recommends suturing of the 


2. Lancet, 1943, li, 211. a 
3. Florey,.H. W. see Lancet, Nov. 20, 1943, Pp. 6385 
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who was now in charge, split his neurosurgical team 


In Asorort’s “late” 


A third of all the head injuries 
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lids after removal of orbital contents. - - In the sinus- 
brain injury. (with its grave risk- of meningeal infec- 
tion) he repaired the dural defect with a free fascia 


graft. This however usually necessitates an extensive 


operation, and: CAIRNS reported that. SOHORSTEIN (who ` 


was attached to the First Army) has obtained good 
results by packing with soft-Paraffin gauze. 
dura was not closed, which is rather different from the 


The. 


German practice of cutting ‘ ‘ postage stamps from 
the external dural layer or turning in pericranial flaps. 
to close the defect. Where the sagittal sinus had been 
injured EDEN was able-to control the hemorrhage by 
silk suture over muscle grafts; CAIRNS gave the very 
useful tip of raising the head (sitting the patient up). 
The neurosurgeons prefer sulphadiazine by mouth or- 
its sodium salt intravenously., EDEN regularly dusted | 
the brain with sulphathiazole, and CaIRNS reports. 
that this was not followed by epileptiform seizures as 
described by Wart and ALEXANDER.’ EDEN insists 
on full closure of the entire- ‘scalp wound, and makes. 
use of extensive flap-sliding incisions. His cases were 
evacuated by air within 2-3 days and they all travelled 
well. With the poet the patient may well say Now 
that the work is smoothly done; I can fly and I can 
run.” All men with scalp wounds were back on duty 
in from 10 days to 3 weeks ; the rest of the follow-up 
is not yet complete, but we learn from ASCROFT’S 
figures that quite 70% of head wounds (516 cases) 
returned to full duty. 

Will the few neurosurgeons at present available be 
able -to deal with all the casualties expected in the. 
future? The essential function of the neurospecialist, 
AsoRO T declares, is to deal with the difficult case. 
The technique of acute traumatic brain surgery is 
well within the competence of the general surgeon, 
and it is to be regretted that it is the- fashion of the 
hour to make a scapegoat of him: no general surgeon 
would deliberately leave locks of hair, bricks and other 


debris within a wound. Neurosurgery, however, has - 


developed a very specialised technique, and its 
thoroughness and leisureliness appear to the general 
surgeon somewhat pernickety; he does not see the 
need for all the fiddle-faddle. For answer the neuro- 
surgeon can point to his own results. There is only 


one way to learn this technique and that is at the 


operating-table. It is to be hoped that the EMS and 
other- Services . will mg such ee teaching 
possible. 


rE CORONER AND DOCTOR ` 

WE published last week a summary of an authorita- 
tive legal opinion on the important question of the 
possible obligation of medical practitioners to report 
to the coroner the death of a patient. That doubts: 
should have existed is the natural result of the 
incredibly untidy ‘condition of the: law, whereof an 
optimistic maxim forbids us to plead i ignorance. The 
layers of statutes. governing the recor of births, 
deaths and marriages go back to 1836 and have long. 
cried aloud for simplified restatement... It is not 
surprising that popular understanding should be 
tempted to confuse the registrar's duty to report 
certain deaths to the coroner with the practitioner's. 
duty to certify the cause of death. It is reassuring: 
that solid.authority should confirm the statement, set 


4. nee 3 H. and Guttman, E. Bull. War Med. 1943, » 


5. Watt, A. O. and Alexander, G. L. Lancet, 1942, i 493. 
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‘out in 1927 in the Conduct of Medical Practice, that 
neither under the act of 1926 nor any other act is 
“there any legal obligation upon the medical man to 
inform the coroner. The earliest operative words in 


the Coroners Act- of 1887 are When a coroner is. 


informed; the coroner is not put upon inquiry 
until he is informed of the death. The existence of 
- a legal duty may be tested by the evidence of its 
-enforcement. Is there any precedent for the prosecu- 
- tion of a practitioner for the supposed common-law 
misdemeanour of failing to report a death to the 
< coroner ? 
Deaths in certain particular circumstances—e.g., in 
- prisons, asylums or inebriate homes—cast a special 
- statutory duty upon persons in charge. Otherwise 
it is clear that Parliament deliberately made notifica- 
tion the responsibility of the registrars of deaths. As 
- is well known, the registration regulations of 1927 
- require the registrar to tell the coroner of the following 
deaths before registering them: those where the 
deceased was not attended by a registered medical 
practitioner during his last illness or where a duly 
-completed medical certificate in the prescribed form 
is not forthcoming ; those reasonably believed to be 
. unnatural or due to accident, violence or neglect, or 
attended by suspicious circumstances, or due to some 


cause apparently unknown; those due to abortion — 


:and certain specified diseases, particularly various 
forms of poisoning ; those occurring after an opera- 
tion necessitated by injury or occurring under an 
operation or before recovering from the effects of the 
+ anzsthetic ’’; those where the deceased was appar- 
„ ently not seen by the certifying doctor either after 
y death or within 14 days beforehand ; and lastly those 
t alleged stillbirths where there is reason to think the 
child was born alive. Notification of the coroner 
in these instances does not, of course, mean that an 
r inquest will inevitably follow. 
€ Coroner and practitioner alike desire that all 
ý necessary inquiries should be undertaken and com- 
2 pleted with the least possible discomfort to the 
> public. The coroner may request, though he cannot 


ý require, that certain deaths (for example, those 


b taking place in hospital within 24 hours of admis- 
¿ gion or within 24 hours of administration of an 
b. anesthetic) be reported to him by the medical 
„authorities; but he generally does this because he is 

aware that it is the relatives who suffer by uncertainty 

and delay. Prompt reports from hospitals may spare 
, anxiety to the family of the deceased ; the relatives 
are occasionally pained by the coroner’s interruption 
of their arrangements for the funeral. As was well 
: stated in the letter published last week, medical 
, practitioners (like other members of the community) 
. have social, public and moral duties, not enforceable 
by law, to assist the coroner. In the past they have 
„ collaborated harmoniously for the public good. The 
very existence. of the uncertainty lately emphasised is 
remarkable evidence of the reasonable spirit mutually 


„displayed between the medical profession and that 


ancient office of coroner which the profession at large 
has as little desire as the rest of the community to see 
abolished. 


o Mr. BASIL Graves will talk on the cult of the eye and 
„the quest of reality at the Royal Eye Hospital Clinical 
Society on Friday, Dec. 17, at 4.30 PM. 
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CHEMOTHERAPY IN ACUTE OSTEOMYELITIS 

SINCE sulphathiazole wag introduced there have been 
a good many isolated case-records of acute hæmato- 
genous osteomyelitis treated with this drug, but until 
recently no adequate series has been published. To 
assess the effects of chemotherapy in osteomyelitis is 
difficult because there are generally two separate con- 
ditions to be considered—the staphylococcal septic- 
æmia and the bony lesion. A drug may affect the one 
and not the other. Butler, 1 reviewing 500 cases un- 


‘treated by chemotherapy, found a mortality of 25%. 


The cause of death was always staphylococcal septic- 
emia and the death-rate was uninfluenced by the type 
of operation ; but of 31 cases in which no operation was 
performed, because the patient was considered too ill 
for it, 26 were fatal. To lower the mortality of this 
disease sulphathiazole must be able to deal with a severe 


‘blood infection. The severity of the infection, and the 


prognosis, can be judged on the results of repeated 
quantitative blood-cultures: Valentine and Butler? 
showed that of 17 patients whose colony counts rose to 
over 30 per c.cm. of.blood only 3 lived; 5 of the 17 
received sulphathiazole, but all died save one. Of 
12 patients whose colony counts were under 20, all but 
2 recovered, though only 2 had sulphathiazole. Similar 
figures are given by McLellan and Goldbloom.* T 

Robertson! now records 89 cases of acute hæmato- 
genous osteomyelitis with only 4 deaths. Blood - culture 
estimations are not given, so it is impossible to assess the 
severity of the infections, but the series provides one of 
the lowest death-rates yet recorded for the disease. 
Robertson: believes that operation is hardly ever required 
and supports this claim with an account of 25 cases 
treated with sulphathiazole alone, despite the fact that 
some of them developed sinuses. He does not approve 
of immobilisation and uses no splinting of any kind save 
extension where the joint is infected. In his experience 
sulphathiazole given early in the disease and in adequate 


dosage (8-10 grammes daily) not only lowers the mor- 


tality, but also limits the bone infection. McKeown,’ 
who has concentrated on the effects of sulphathiazole 
on the bone lesion, found in a small series of 25 cases that 
the best results came from adequate, chemotherapy 
reinforced by drilling the infected bone. He maintains 
that with this treatment he was able to cut short the 
illness and to get a better final result than with cases 
untreated by chemotherapy. Like Robertson, he em- 
phasises the necessity for using sulphathiazole soon. 
If it is given when infection is well established in the 
bone no clinical improvement can be expected. 


DETENTION BARRACKS 

AFTER the trial of two warrant officers for the man- 
slaughter of Rifleman Clayton, the Prime Minister 
appointed Mr. Justice Oliver, the Bishop of Reading 
and Lord Moran, PRCP, to inquire into the treatment 
of men under sentence in naval and military prisons 
and detention barracks. The committee, on which 
Dr. H. E. A. Boldero served instead of Lord Moran, 
have issued a frank and useful report which admits 
deficiencies, especially earlier in the war, but expresses 
the opinion that men in detention are not now exposed 
to calculated brutality. A certain amount of shouting, 
“ chasing,” and bad language is still encountered, and 
the committee discuss the awkward problem of finding 
the right kind of staff. The present medical arrange- 
ments on the whole impressed them very favourably. 
In some places separate accommodation for the mildly 


I. Butler, E. O. B. Brit. J. Surg. 1940, 28, 261. 

2. Butler, E. C. B. and Valentine, F. G. O. Lancet, 1943, i. 194. 
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ill is needed because they lie in their usual beds. It 


would also be best to have a whole-time medical 
officer for each detention barracks, but the shortage 
of doctors is an. obstacle to this, and special aptitude — 
for the work is important. 


-The onus on the medical 
officer would be lightened if days spent comfortably 
in-hospital did not count towards the completion of the 


been far too frequent, but “it would not be right to 
‘keep a young man at this work year after year.” The 


committee’s strongest criticism of military institutions 
is made against the sanitary arrangements at most of 
those they visited: the men may be locked in their. 


sleeping rooms from 4 or 5 pm onwards with no sanitary 
facilities except buckets which cannot be flushed ; 

and for prisoners in cells more latrine parades are needed. 
Their sharpest comment, however, is reserved for 
naval detention quarters, where “the discipline and 
general life of offenders are in many respects far harder 
even than in the military prisons.” During his entire 
sentence the sailor has no communication at all with his 
fellows; for at least a fortnight he has to lie at night 


on bare boards without blankets (except in cold weather) 


and may neither send nor receive letters. In the Navy, 
moreover, little seems to be attempted towards occupy- 
ing the men’s minds and improving their characters 
while undergoing detention. 
ments there is at least one education room, and often 
an information room as well, with cuttings from the 


- illustrated papers, war maps and so forth; the cinema 


and wireless are used for educational purposes, and 
commonly there are regular courses of lectures on 
current topics, with brains’ trust meetings. Welfare 


services are also valuable, but tend to come too late. 


The committee remark that if the Adjutant-General’s 


admirable notes on The Soldier's Welfare were fully 


carried into effect, particularly by company and platoon 
- officers, perhaps as many as half those now under sen- 
tence would never have been committed to detention. 


IMMUNITY TO- TRICHINA 


_ THERE has lately been a good deal of discussion on ` 
the stage of infestation with Trichinella spiralis at which 
. immunity is developed by the infested person or animal. 


Is it during the phase when the adult trichine are 
harboured in the intestinal canal, or when the larvze 


migrate throughout the body and encyst in the muscles ? 


The work of Roth? seems to indicate that intestinal 
infestation alone may suffice to confer a persistent 
immunity of more or less pronounced degree to rein- 
festation. This he attained by feeding guineapigs with 
larvæ of one sex only, preventing therefore the repro- 
- duction of the adult worms and the dissemination. of 
daughter larve into the guineapig’s body. Guineapigs 


thus treated later survived a lethal dose of infective ` 
~-larvz of both sexes and showed in the muscles: con- 


siderably fewer encysted worms than the control 
animals. The differentiation of male and female larve * 
although rather difficult and tedious. is quite feasible 
and apparently successful in most cases. Others“ 


have shown that immunity can be acquired not only 


actively by means of a sublethal dose of the infesting 
agent but also by parenteral introduction of trichina 
antigen and by passive transfer of immune serum. 
Immune bodies produced by metazoa like trichina, as 

in the case of bacteria and protozoa, are aeaostated 
with the globulin fractions of the serum.“ An inter- 
esting feature noted in some of these investigations was 
the response occasionally arising in immunised animals 
-after the reinfesting dose. This response appeared to 
be. of an anaphylactic type with symptoms of “ allergic 
enteritis,” often terminating in the death of che animal. 


35 Roth, H. Amer. J. Hyg. 1943, 38, 99. 
G. Arch. wiss: pakt. Tierheilk. 748 68, 24. 
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‘subclinical infestation with Trichinella spiralis? and skin 


Changes of medical officer have sometimes 


to a mental hospital really entails. It is a difficult task, 


In all the Army establish- 


CANADA ; 2 8 loro. 4. EJ 
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The hypersensitive immune response to the trichina sob. 
stances has apparently been observed also in human J; 
beings This has to be borne in mind in view of the 
fact that a certain. proportion of the population both 
here and in America are known to have suffered from f 


tests have shown’ that my carry antibodies against 
trichina antigen. 2 


EXPLAINING - MENTAL ILLNESS 


‘Every psychiatrist and indeed every doctor has to 
explain to relatives what mental illness and admission 


but the rewards for executing it well are great. Often Ẹ 
however those to whom the explanation and reassurance g=* 
are addressed are too deeply stirred, or too much in § 
fluenced -by common prejudices about insanity, to be 
able to grasp what has been told them; often, too, the I.. 
doctor lacks thé time, and perhaps the skill, to allay all . 
their fears and doubts. Mrs. 


few chapters cover the attitude towards mental illness, 
the need for hospital treatment, desirability of a publio 
or a private hospital for the patient, procedure of ad- 
mission, getting the patient to the hospital, and the first 
few weeks there. The latter part óf the book describes 
life in the mental hospital and gives advice about letters, 


visiting, parole, attitude after discharge from hospital, fè 
and finally about the responsibility of all citizens for the f? 


mental health services in their community. Medical 
details are eschewed ; 


Here and there differences of an unessential kind between 
American procedures and ours will occur to the English 
reader, but they do not reduce the. great usefulness 
which such a manual could have in modifying the 


attitude of the public in this country and lessening the 
‘ avoidable misery incident to mental illness. Sensible, 


clear, unsentimental and humane, the book is a model 
instrument of public health education. It would be a 
very suitable use of the funds and influence of the 
National Council-for Mental Hygiene if it could subsidise ¥: 
or otherwise promote the publication. of the book here, : 
where it is at present virtually unprocurable. 5 


SOCIAL REFORM IN GANADA _ 


~ Our Canadian correspondent last week referred to 


plans for social security in Canada. A sommittes 
appointed by the Canadian House of Commons has been 
considering a general report on social seourity, prepared 
by Dr. L. C. Marsh, and a report on health insurance 
containing the drafts of Dominion and. provincial bills 


to establish universal health insurance. and improved 8 


publio health. services.“ The medical profession in 
Britain will be particularly interested in the parts of the 
scheme relating to medical and sickness benefit. For 
the extension of medical services the Canadian planners 
rely chiefly on the insurance principle and insurance 
machinery. Health insurance, including medical benefit, 
will be mainly self-supporting. All insured persons and 
their dependent children will be entitled to medical, 
surgical and maternity benefits, dental benefit, pharma- 
ceutical benefit, hospital -benefit and nursing benefit; 
these are expected to include adequate measures for 


-the prevention of disease and all necessary diagnostic 


and curative procedures. The scheme also embodies 
important measures of occupational readjustment— 
J! i 
5. Bercovitz, Z. cited by Culberts 


6. Meleney, H. E. Amer. J. Hyg. 1941, 34, 18. 
7. Shapiro, M. M., Crosby, B. L. and Sickler, M. M. J. Lab. clin. 


Med. 1938, 23, 681. 

8. Mental Illness: A Guide for the Family. Edith M. Stem. _ Oxford 
‘University Frona. 

9. Summarised Social Security Planning in Canada, Inter- 
national Shou Office, Montreal, 1943 (obtainable fom -the $ 
branch office of the ILO: 38, Parliament Street. e . Ny. Il E N 


Stern’s book s will, to a 

great extent, fulfil the task for him. It is so arranged 
that the successive stages and problems which wil 
confront relatives are dealt with seriatim. ‘The firt fè 


there are no descriptions of 
symptoms, helps to diagnosis, or names of diseases, fui 
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` ` placement, guidance and training facilities. Here 

Canada starts with certain assets: the enlarged range 
; Of pre-employment classes, accelerated teaching for 

2 skilled men in the Services, supervisory training schemes, 

t: and spare-time vocational education courses may all be 
, adaptable to postwar use. 


Under the new scheme the contribution to be paid by 


insured persons will not be the same everywhere but 
will vary according to varying territorial needs. As 
z regards cash benefits the Marsh report adopts the view 
of the International Labour Office that the benefits— 
and the contribution correspondingly—should be pro- 
; portional to earnings, amounting to-50% of wages for 
y Single persons and 75% for married persons in the lower 
- categories. The income of the worker in times of sickness 
thus preserves a relation to his normal budget; whereas 
; & flat rate tends to give relatively more to the lower- 
t paid and less to the better-paid worker. The proposed 
Canadian legislation provides for free choice of the 
r doctor (or group of doctors), dentist, pharmacist, and 
„ even hospital, among those covered by the insurance 
scheme. Here as elsewhere the plan retains the flexi- 
ı bility of administration which is important to any pro- 
I gressive scheme of social security. The remuneration 
„ of doctors and dentists is not definitely set out by the 
reports and the draft bills; but the three main alterna- 
; tives are left open—the capitation fee, the salary, and 
the fee for each service rendered. In many respects the 
+ Scheme closely follows the suggestions of the Inter- 
national Labour Office. Those interested in social legisla- 
tion may recall that it was Ontario, some 30 years ago, 
1 that gave the world one of the most efficient and smooth- 
working compensation schemes for industrial injuries, 
„ replacing the British system of judicial administration 
through the courts by a system of workmen’s compensa- 
y tion boards. 
f | POISON PEN 
THE ' ‘mentality of writers of anonymous letters 
has not received the scientific study it deserves. Dr. 
Letitia Fairfield suggested to the Medico-Legal Society 
on Nov. 25 that such study would help us to confront 
the whole question of criminal responsibility. Her 
- material came from the newspapers of the last twenty 
. years. Her tentative classification was into informers 
making specific charges; writers with grievances to 
avenge, real or imaginary ; pathological busybodies, 
inherently cruel and the stuff of which antisemites are 
made s and the authors of those multiple and libellous 
- missives which constitute the poison-pen n epidemic 
, of the popular press.- In the first three groups men 
< predominate, in the fourth women; but the age- 
incidence does not suggest any sinister influence of the 
, physiological landmarks. The allegations are chiefly 
- characterised by erotic phantasy, as though a flood of 
_ indiseriminate malice had been let loose. The dis- 
. crepancy between the contents of the letters and the 
, outward character of the writer is often astonishing. 
Dr. Fairfield thinks it a mistake to suppose, because 
of the obscene and erotic content of letters, that 
, the basis of the writer’s conflict is necessarily 
sexual, or that a repression of normal instincts is the 
fundamental cause of the trouble. Psychological 
analysis may certainly reveal unwise repression of 
adolescent curiosity, or homosexual or sadistic trends, 
but there also exists a split in the personality, deriving 
primarily from fantasy building. If evil thoughts are 
nourished and woven into daydreams they may acquire 
an autonomous personality which directs the person’s 
life against his ordinary will. But such loss of control 
only comes if the person has at some stage deliberately 
accepted the wicked sentiments with his will, which 
according to T. K. Oesterreich and others is the very 
core of his personal being. Here, says Dr. Fairfield, 
lies the crux of the whole question of criminal responsi- 
bility. The English law holds a village laundress 
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equally responsible for laundry bills and obscene libels 
unless she can prove she did not know what she was 
doing. The theory of two complete personalities each 
unaware of the doings of the other, according to Dr. 
Fairfield, has been accepted much too easily and cer- 
tainly does not fit the poison-pen. True amnesia is 
always marked by a break in consciousness, of which 
anonymous-letter writers never complain, and which 
their cunning attempts at evasion amply. contradict. 
In people of this temperament some element m the mind 
remains alert to warn that evil sentiments, even if 
acceptable, are wrong and dangerous. For them, the 
anonymous letter is at once a safe shield and a perfect 
instrument for self-deception, by means of which they 
can maintain the pitiful pretence that this loathsome 
creature isn't really me.” The loathsome creature is, 
in various forms, the common property of us all, to 
accept and discipline and not to let loose on our fellows. 
In the poison-pen it may through indulgence have 
acquired mastery, but the responsibility, in her view, 
remains with the individual. 


RESEARCH AT THE ROYAL CANCER HOSPITAL 

IN the British Empire alone, Kennaway! has pointed 
out, some 60 journals and annual publications must be 
examined if one is to be reasonably sure of not missing 
anything valuable having direct reference to cancer 
research. In three reports on chemical compounds as 
carcinogenic agents he and J. W. Cook made reference 


to 871 papers in 114 journals. This scattering of original 


work provides one good reason for the issue in volume 
form of the contributions from individual research 
institutes. Earlier this year the first volume of selected 
papers of the Royal Cancer Hospital and Chester Beatty 
Research Institute? appeared. A second volume con- 
taining papers published originally in 12 different 
journals is now available.’ These deal with a wide 
variety of clinical, radiological and experimental subjects, 
almost all of them highly technical or specialised. The 
titles of two stand out as of interest and comprehensible 
to the general reader. In a paper on trauma and 
cancer, C. A. Joll discusses the discrepancy between 
teaching and experience in this still controversial subject. 

More recent work by MacKenzie and Peyton Rous +ê 
shows that trauma acts only i in combination with specific 
carcinogenic chemicals in stimulating tumour develop- 
ment. A second report by Cook and Kennaway on 
chemicals of this nature is included in the present 
volume. In an examination of human tissue for car- 
cinogenic factors, I. Hieger proceeds to the next 

logical step—a search in the human body for naturally 
occurring substances having carcinogenic potency. By 
special methods of extraction of livers from both normal 
and diseased subjects, and injection of these. extracts 
into mice, sarcomas have been produced, but as Hieger 
says there is obviously no simple relation between cancer 
in a human subject and a cancer-producing factor in the 
liver. Taken as a whole these papers drive home the 
fact that the greatest gap in our knowledge of cancer is. 
not, as some think, between total ignorance and com- 
plete knowledge but between our methods and nature’s 
of causing the disease. 


Dr. L. J. Witts, Nuffield professor of clinical medicine 
in the University of Oxford, and Mr. J. R. LEARMONTH, 
professor of surgery in the University of Edinburgh, 
have been appointed members of the Medical Research 
Council. These appointments follow on the Privy 
Council’s amendment of the charter of the council, 
simplifying the rules governing the retirement of members 
of the council and increasing their numbers by one. 

1. Konnaway, n ri Cancer Res. 1941, 1, 164. 
See Lancet, 1943, i, 310. 


2 
3. Selected Papers from the Royal Cancer Hospital (Free) and the 
mig 376. W Research Institute, London, vol. I, 1989-40. 


4. MacKenzie, I, and Rous, P. J. ezp. Med. 1941, 73, 391. 
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THE following names. were restored to the Medical 


Register after penal erasure: 


¢ 


| | Christopher Bastible, 
Dominic Francis Curran, Richard Christopher Howard, 
Arthur John Ireland, Oharles Liddell McHarg, Antony 
Alexander. Martin and George Anderson Mitchell. The 
names of John Donaldson and Edwin Spencer Tebbutt 


were restored to the Dentists Register. 
| Charges against Practitioners Ea 
The council, after considering reports from the Dental 
- Board, directed the registrar to erase the following names 
from the Dentists PT : Cyril- Walter Bairstow, regis- 
tered as of 13, Hoe S 
Dentists Act, 1921; and: Thomas Gordon, registered as 
of 60, Saen Street, Hillhead, Glasgow, Dentists Act, 
Dental Board of wrongfully obtaining money by. untrue 


theft at Clerkenwell police · court. l 
| ' PROFESSIONAL RELATIONSHIP NOT PROVED | 
The case of Joshua. Posner, registered as of 261, Hyde 


Park Road, Leeds, LROPI (1919), summoned on the 


charge of committing adultery with Phyllis McNulty, a 
married woman, with whom and/or her husband he had 
stood at all material times in professional relationship, 
“and of thus being guilty of infamous conduct in a pro- 
fessional respect. Dr. Posner appeared, accompanied by 
Mr. Oswald Hempson, solicitor, who admitted the adul- 


E tery but put the professional relationship in issue. 


Mr. Winterbotham, the council’s solicitor, prosecuting, 
read from the transcript of the evidence of Mr. B. G. 
McNulty, the husband, given before the Divorce Court. 
This showed that the couple had been married in 1933 
and had been happy until the beginning of the war. 
Mrs. McNulty had been a beauty specialist representing 
a London firm in Leeds, and making more money than he 
made. In 1938 he had taken out an endowment policy 
and Dr: Posner had examined him on behalf of the insur- 
ance company. Later, the doctor had treated him for a 
football injury, and had become a friend of the family. 
He was sure that Dr. Posner had attended his wife pro- 


fessionally. When he was home on short leave in 


October, 1939, his wife had been complaining of illness 
and anemia and the doctor had said it was quite possible 
that she would need an operation, and asked him for 


authority to have the operation performed. It had, been 


performed, and he had been told of it two days afterwards. 
The doctor had seen her in the nursing-home as, her 
medical adviser. — , | 
A.statutory declaration by the secretary of the nurs- 
ing-home was put in, deposing that the wife had been 
admitted for operation on Nov. 3, 1939, under Mr. B. L. 
Jeaffreson, the gynecologist, coupled with the name of 
Dr. Posner. She had assumed that Dr. Posner was the 
general practitioner referring the case. The nursing- 
home register showed his name in that capacity. ` _ 
Dr. Posner, giving evidence, said he was a temporary 
flight-lieutenant in the RAF. He was. married, but had 
not cohabited with his wife for well over 15 years, and 


she was now in America with their children. He had 


first met. Mrs. McNulty about Christmas, 1934, and had 
‘known: her as Miss Cutler. He. had not discovered until 
1937 ‘that she was married, and before that time they 
had become close friends and then lovers. He-had first 
came in contact with her husband when in 1938 he had 
examined him for life insurance without realising his 
identity. He had only known him for her husband when, 
at the end of 1988, he had been sent for by telephone to 
Mrs. McNulty’s flat to treat him for a football injury. 
He had gone unwillingly and strapped the knee, had seen 
him twice afterwards, and had made no charge. Since 


then he had discovered the relations that existed between 


Mrs. McNulty and her husband. He never saw her: in 
her house alone but studiously avoided doing so. Her 
husband kept on ringing him up and asking him to go out, 
and he had been out with the couple together, though he 
had never sought such a friendship. _ His own wife, who 
had known of the association with Mrs. McNulty, had 
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in 1939 when he had seen them embrace in the 


reet, Walthamstow, London, E. 17, 


Bairstow had been found guilty by the 
dental letters; and Mr. Gordon had been convicted of 


- relationship (apart from the ‘operation), when she had 


_ diately after the decree absolute. 


-4 8 F 7 ö 
- 7 


— 2 A i -a Pore os 


| T [pue.. 45. 1943 
always refused to go with them. - 
band. had raised any question about the association 
between his wife and the doctor had been on an occasion 


The next day they had discussed the situation and ‘the 
doctor had told. him that they were prepared to mafry. 
-The husband did not appear to be angry. The doctor 

had played no professional part in Mrs. McNulty’s opera- 

tion but had merely engaged the specialist and paid his 
full fees and those of the nursing-home. He had not been 
present at the initial consultation, and had visited the 
wife in the home as an ordinary: visitor in visiting hours, 

He had been present: at the operation, but only as a 

spectator. i 9 

Mrs. Phyllis McNulty gave evidence confirming Dr. 

Posner’s. She said she had been. married in 1933, had 
never been happy with her husband, and had left him in 

1934, intending that the separation should be permanent. 

They were entirely unsuited.to one another. They had 


never cohabited since then, but he had occasionally slept 
in another room at her flat. She had been universally . 
She had been 


known by her maiden name of Cutler. 
earning £10 or £12 a week, her husband only a few pounds 
as a travelling salesman. :. Dr. Posner had never attended 
her professionally, and on one occasion during their 


needed a doctor she had called in another. When the 
damages were agreed at £500 the husband had accepted 
a condition that no mention should be made during the 
proceedings of the fact that the correspondent was a 
doctor. She was very surprised when her husband had 
‘broken this condition. “He had remarried almost imme- 
Mrs. Spencer, Mrs. McNulty’s mother, also gave 
evidence ; and Mr. Hempson read a statement from Mr. 
Bryan Leslie Jeaffreson saying that Dr. Posner had made 


an appointment for him to see Mrs. McNulty but had, 


taken no active part in the arrangements for her treat- 
ment, and had refused to give the anesthetic, saying that 
he was not in any way her doctor. Mr. Jeaffreson also 
deposed that he had given all the after-treatment and 


had never seen Dr. Posner present at the home in any 


medical capacity. | . 5 ae 
The council, after short deliberation, announced that 
professional relationship had not been proved. | 


_ IMPROPER CERTIFICATION. ee 

The case of James Brierley, registered as of 229, Bound- 
ary Street, Liverpool, LMSSA (1908), summoned to appear. 

on the following c es > oe ane y 
That you were on May 24, 1943, convicted, after having pleaded 
ty, at the Liverpool City Police Court of the followin mis- 
‘demeanours—viz, (1):Of ‘unlawfully issuing a medical certificate to 
Stanley Kane having reasonable cause to believe that it was likely 
to mislead officers of the Fire Guard organisation in the discharge of 
their lawful functions in connexion with the defence of the realm or 
the securing of public safety (date of offence March 26, 1943), and 
wore rire £15 ; (2) the like (date of offence April 1, 1943), and were 

e ; : 


The respondent was not present, but was represented by 
Mr. Oswald Hempson, solicitor. | ee re 5 

_ Mr. Winterbotham, laying the facts before the council, 
proved the convictions and read extracts from the 


evidence given at the trial. When interviewed by the 


police, the respondent, it was said, had shown signs of. 
. incipient senile decay; his clothing had been dirty and 
he had broken down and wept. In his own reply the 
respondent said that he had often been asked for certi- 
ficates but had never issued an untrue certificate and had 
always avoided exaggeration.. He invariably saw the 
patient at the time or shortly before, and examined at 


least the eyes, tongue and pulse. His difficulty was the 


absence of a fixed standard. He-used the qualification 
<“ I am informed ” because he could not trust the veracity 


of the patient. 


Mr. Hempson said Dr. Brierley Was an old and sick | 


man. Two proposed charges had been dropped because 


he had clearly been blameless ; those on which he stood 


convicted had arisen out of action inspired by the police. 
He had ample private means and lived and practised of 
his own choice in the slums of Liverpool, where he had 
devoted the last eighteen years to treating the poor. He 
had worked throughout the whole of the heavy bombard- 
ment, assisting the wounded and homéless. His life had 
been without blemish. Mr..Hempson put in many testi- 
monials to his outstanding character and services. 
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The President announced that the council took a grave 


view of culpable laxity in certification, which injured the 


recipient and others, including the state, and also the 
go repute of the profession. They had decided, in 
view of the circumstances in which the false certificates 
were given, to postpone judgment for twelve months, 


subject to the usual conditions that the offence should not 


be repeated and certificates of good conduct should be 


submitted before the adjourned hearing. | 3 


ERASURES FOLLOWING CONVICTION 


The council directed the erasure of the names of three 
practitioners who had been convicted at assizes of pro- 
curing miscarriage. They were: 

Richard Murray Barrow, registered as of Mansion 
House, Stone, Staffs, MB Durh. (1911), summoned to 


appear on the following charge: 


That you were convicted, upon your own confession, at the 
zes commencing on June 28, 1943, of the following 
felony—viz,, (1) Of supplying a noxious thing, namely a pill, with 
inten 947 the mis e of Gwendoline Mary Theodore, on 
July 3, 1942; (2) the like on July 7, 1942; and were sentenced to 
nine months’ imprisonment in the second division in respect of each 
charge, the sentences to run concurrently. 


Alfred William Bevis, registered as of 13, Monks Road, 
Lincoln, MRCS (1909), summoned to appear on the 
following charge : i 

That you were at the Lincoln City Assizes commencing on June 6 
1943, convicted, upon yourown confession, of the following felony— 
namely, of unlawfully using an instrument or some other unknown 
means to procure the miscarriage of a certain woman named Iris 
Louise Dykes, and were sentenced to three years’ penal servitude. 

William Goodacre Roberts, registered as of 294, Islington, 
Liverpool, MRCS (1921), summoned to appear on the 
following charge : 

t you were convicted at the Manchester Assizes commencing 


an instru- 


ment to procure age, and were sentenced to four years’ penal 


servitude. 

The council also directed the erasure of the name of 
Humphrey Manley Hamilton Ashwin, registered as of 
21, Wilton Street, London, S.W.1, MRCS (1925), sum- 
moned to appear as a result of conviction at the Horn- 


castle petty session, Sept. 20, 1943, of embezzlement of 


four sums from his employers, and, further, of conviction 
at a general court-martial in April, 1942, at Cardiff of 
conduct to the breach of good order and military disci- 
pline in ten cases—in five other cases of behaving in a 
scandalous manner, and of offering fifteen cheques, failing 
without reasonable excuse either to ensure that he had 
sufficient funds in the hands of the bank to meet the said 
cheques when presented, or to make arrangements for 
the said cheques to be honoured when presented. 


The council also considered several charges arising out 
of convictions for drunkenness, but did not direct any 
erasures. 


ERASURE UNDER SECTION 26 


The council, in pursuance of section 26 of the Medical 
Act, 1858, made ah order in writing directing the erasure 
from the Medical Register of the entry made therein on 
Feb. 9, 1942, in respect of Mrs. Astrid Hill, MD Oslo 
(1922), under Defence Regulation 32B ahd the Medical 
Register (Temporary Registration) Order (No. 2), 1941. 
(This section permits erasure of names entered as a result 
of mistake or false information.) | 


The Pharmacopeia 


The Pharmacopcia Committee reported that the num- 
ber of copies of the British Pharmacopceia, 1932, sold up 
to May 19 was 52,933; of the 4000 copies of the sixth 
Addendum published last August, 3715 copies have 
already been sold}said Prof. David Campbell, presenting 
the report ; this emphasised the urgent need for a larger 
supply of paper for this purpose. A seventh Addendum 
is in preparation, and good progress has been made in the 
preparation of matter for the next complete Pharmaco- 
pooja. In May, 1943, a subcommittee was appointed to 
confer with the British Pharmacopoeia Commission on 
the position of drugs subject to patent rights. The com- 
mittee decided to report to the council as follows: In 
selecting drugs for inclusion in the British Pharmacopoia, 
the British Pharmacopoeia Commission need not consider 


its choice restricted by actual or potential patent rights 


in manufacture.” 


is reg. 


MEDICINE AND THE LAW 


The Goldschmidt Prosecution 


MEMBERS of the House of Commons were not slow to 
question the Home Office representative about the 
magistrate’s condemnation of the police for the use of 
agents provocateurs in the unsuccessful attempt to obtain 
a conviction against Dr. Goldschmidt for false certifica- _ 
tion. The official reply claimed that the action was 
within the permissible limits laid down in 1929 by the 
Royal Commission on Police Powers and Duties. The 
commission's report, it was contended, recognised that 
in certain types of case the police could not enforce the 
law without adopting the methods used; a distinction 
was drawn between incitement to commit an offence and 
the employment of subterfuges in order to ob 
evidence where habitual offences are reasonably ected. 
and there are no other means available to the police of 
procuring the necessary evidence.” Is there not a risk 
that this public statement will make things worse 
instead of better? It implies that, the use of the chal- 
lenged methods is not merely tolerated to help the police 
out of difficulties inherent in the law (almost as if convic- 
tions were more important than fairplay) but also that 
their use will consciously convey to the tribunal at trial 
the information. (in fragrant defiance of the accepted 
principles of British justice) that the accused is believed 
to be a habitual criminal. The official spokesman told 
the House of Commons that “the police would not 
countenance the employment of agents provocateurs.” 
The police serjeant concerned in the prosecution on 
Nov. 16 agreed with the magistrate that agents provocateurs 
was a not inappropriate description of the three witnesses 
whose invented stories and simulated illnesses were 
meant to trap Dr. Goldschmidt. It is not for us to 
reconcile these opinions; the magistrate’s observations 
are on record and will be noted in the proper quarter. 


: What we are bound to emphasise is the intense resentment 


felt that it should be thought necessary, in the words 
of Dr. Haden Guest’s question, to employ these 
Gestapo methods against anyone in the medical pro- 
fession.” Did not the authorities know, he asked, that 
it was possible to find out what a doctor was doing 
otherwise than by this unfortunate procedure ? , 
The 1929 commission, set up after arf incident in 
Hyde Park, took note of the allegation that the police 
were occasionally used as agents provocateurs, arising 
probably from the methods they were found to adopt 
to obtain evidence in certain types of case. The use 
of a foreign phrase for which there is no exact English 
equivalent,” said the report, indicates that the practice 
arded as alien to our habits and traditions: we 
assume that an agent provocateur may be taken to mean 
æa person who entices another to commit an express 
breach of the law which he would not otherwise have 
committed, and then proceeds or informs against him 
in respect of such offence.” The commission found two 
schools of thought, police opinion itself being divided. 
One school held that the police should limit themselves 
to observation only and should not participate in the 
offence. The other held that the police must participate 
in offences but should not in any event initiate them.” 
The report commented that neither school countenanced 
„the practice of initiating offences with a view to 
enticing or entrapping members of the public into 
committing breaches of the law.” The Royal Commis- 


sion was prepared to allow the exceptional practice 


where observation without participation was impossible ; 
it instanced the sending of a police-woman to consult 
a fortùne-teller who was known to be taking money from 
ignorant girls by prophesying a happy future. It should 
not be difficult to distinguish a medical man honourahly 
carrying on a lawful profession from a charlatan committing 
an illegal act. The significant fact about the proceed- 
ings against Dr. Goldschmidt was that, even with the 
police trap and the chorus of pretended invalids, the 
mag erae was satisfied that no offence had been com- 
mitted. 
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A4 Running Commentary by Peripatetic Correspondents . 
WE have two patients in the ward. One looks like 


——— 


the Devil, the other like St. Augustine. The devil has 
diabetes, but St. Augustine has tabes. 

A bad thing has happened. We had a criminal in the 
ward, and he escaped. He was in the hands of the police, 
and for a long while they guarded him rigorously, un- 
affected by his worry at having had a hæmatemesis. 
(He had it in jug;. the policeman saw it.) But on the 
fatal day Sister had already realised that the guard was 
a weakling. The previous ones had never left his side ; 
they -had bladders as big as themselves. This one went 
so far as to talk to the other patients. Naturally he 
weakened towards the middle of the afternoon and went 
into the annexe to see.a dog about a tree. The criminal 
_ jumped out of bed, dressed, waved goodbye to à cardiac 
‘failure and an active tubercle (“ So long, boys,” he said, 
Best of luck.“) and that Was all that was seen of him. 
If anybody has a patient wearing a white shirt and grey 
trousers and passing a melæna stool, will they pease ring 
Whitehall 1212 ? 5 e 

For fifteen years, they say, not a single d doctor has sat 
through a session of the General Medical Council as a 
spectator. y should he? I dunno. But there are 
plenty of empty seats in the public gallery for anyone 
thinking of conducting his own defence some day. There’ 
are, in fact, two galleries, one at either end of the oblong 
room, newly white painted since the 
blitz that Aang the building severely, and decorated 
with youthful-embossed figures; even a cheerful room, 
with cheerful open fires to keep it cozy in winter, though 
there is nothing cheerful. about the proceedings. The 
officials of the council—the president, with on his right 
the legal assessor, and on his left the registrar, chairman 
of business and treasurer—sit on a raised dais, with their 
backs to the great windows looking out on Hallam 
Street below. The floor of the court is divided in two 
by the solicitors’ table, where sit the counsel, solicitor 
and solicitor’s clerk for the respondent on one side and 
those for the council on the. other. The council proper 
occupy six~rows of leather-backed chairs, six or so 
councillors to a row, facing the solicitors’ table, which 
‘splits them accurately in two. Each councillor has his 
desk, complete with bookcase full of tomes of reference 
and covered with papers. The witnesses have their 
box at one end of the high table, and the clerks take it 
all down under the president's eye. Lastly, there is the 
respondent himself, the cause of all this bother. His 
little box, with its chair, is squeezed against the wall 
at the end of the solicitors’ table, so that he faces the 
president across a fleld of green baize and can mesmerise 
himself by staring at the glittering mace lying where 
president. or clerk can seize it up if a councillor runs 
amok. From the public gallery the drowsy. spectator 
sees the court as a suburban back-garden, with a wee 
eraniums 
all round—thée Medical Registers ‘glowing before every 
councillor—a glistening patch of marigolds where the 
mace lies on the right, and a tiny speck of blue hyacinth | 
on the left where over the respondent’s head hangs à 
plaque of Hygeia. 4 ga 


One of the others has skidded on a steep hill and 
finished up under her cycle with a cut thumb and a grazed 
shoulger. A country doctor whom I rang up about 
some antitetanic serum told me, I don't keep it; I 
always run into B for some when I want it.” But B 
was the wrong way for us. W, however, was only a few 
miles off our route, so leaving the others I rode there, 
picked up from the W General Hospital the 3000 units 

promised me over the phone, and we re-gathered 
at ‘that night’s stopping place for supper. . It was already 
half-past nine and getting dark when the two of us set 
out to find.the nearest doctor. The landlady had told 
us he lived at A, which was four miles away On the 
right, just past the market square; Dr. S is his name.“ 
It was a fine, starry night and we found his house without 
much difficulty, Mrs. S (so-we learned later) opening the 
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night-sister would - surely give the serum if asked; and 


she added. My friend fell off her bike, I explained, 
and needs some ATS. I fetehed some from W this 
afternoon. We tried Dr. S' but he is out. Would 


: I. 


There 1 was. an isolation hospital at A hae I thought 


Mrs. S directed us. Go back, and where the road gets 
very narrow there's a gate on the left. That takes you 
to the back of the fever hospital. It's before you. come 
out on the main B road. Lou can't miss it. When 
we came out on the main B road it was obvious we must 
try again, and this time, by groping in the hedge with a 
cycle lamp, we found a small white gate. A steep and 
cabbagy earth path led us to the back of the fever 
hospital and- we stumbled round to the main entrance. 
There was a clock ticking in the silence, a dim light and 
a vague hospital smell; and after we had Sate about 
a bit there appeared through a door on the right a figure 
in blue uniform whose changeless expression spoke of 
years of isolation. She said nothing, so I asked if I 
might speak to the nighfrsister. I am the day- sister, 

she replied unexpectedly, and the night-sister too, m 


you mind giving it?? But I couldn't give an injection, 
not without doctor’s orders” she sad. Who is the 
doctor? ' I asked. Dr. 8,“ she replied. 
fever hospitaf, you see; 
infection, theré might be a complaint agaiust the hos- 
pital.” ‘ But your syringes are quite: sterile, I'm sure; 
may I give the injection ? I am a doctor.” Oh, but 
I can’t end hospital p 8 she answered, Mrs. 8 
rang up to say you were coming, and as Dr. S ‘happened 
to ring up to ask if anything had come in I told him 
and he said on no account must I give the injection.” 
This gave me an idea. “If I might find out on the 
phone from Mrs. S where Dr. S is I could explain it all 
.to him,” I suggested. She felt cornered, evidently, and 
without a word went through the door on the right. In 
‘a few moments she returned. The matron says she is 
sorry but we can’t do anything for you;” she announced. 
“ Might I, perhaps, speak to the matron myself 2i” | 
asked. The matron, she replied severely, ‘‘ 

There was still the district nurse, and we found her 
house a few miles off with the help of a notice in a village 
shop window, and a man who showed us-the way, riding 
between us as he had.no’lights. The village was silent; 
it was 11.15 when we knocked at the door. At last a 
short figure in curlers and ‘a dressing-gown, holding a 
lighted candle, drew the bolts and opened the door to us. 
She listened to my story. Well, my dear, she said, 
‘‘ doesn’t that mean an injection ?- It might be dan- 
gerous, mightn’t it? I explained that.it is often done, 
and is quite harmless. ‘‘ But. I couldn't do it without , 
doctor’s orders, she said. I offered to write a prescrip- 
tion. But I mean our own doctor, she replied, ‘‘ ‘Dr. 
S of A.“ Well,“ I suggested, ru tell you what; 
if you will lend me your syringe, I'll give the injection.” 

“ But my dear, she gasped, ‘‘ I haven't got as Aus 

We gave it up. Next morning we passed through H 
and had ‘the ATS given in the saber department of 
the H Memorial ater , 1 


„What is a aiy 801 Daddy 2 5 The Professor 
laid down the Lancet he was reading and looked at the 
ten-year-old with interest. Who called it a mouldy 
cold?” he asked. Wel-l-l, cook said this morning 
that she had a re- el mouldy cold coming.“ Later that 
week: Gentlemen, I assume you have: seen the Lance 


This isd 


this week. I have no doubt you have read the articles 


on patulin, a derivative from moulds, and a substance 
of therapeutic promise in the treatment of colds... The 
published results indicate that not all the common 
colds will yield to patulin—they are too motley a crowd 
for that ! But some will, and some won’t. Those that 
are most likely to be cured are the re- el . goldim 
—ahem I mean ta 


8 of course you know, "Doctor, „said little Roy’ 8 
father, he was a forced conception.” I looked at little 
Roy, from whom we had removed a dermoid of the testis. 
Social Medicine—etiology of teratomas—was I on the 
verge of a new realm in oncology ? In spite of the fii 
of ideas, I hoped my face remained as untroubled by 
this remark as the dirty, contented sweet-sucking Roy. 


door to us; but having heard my request she said she’ How, I asked, did that come about? ” Roy’s father 


was awfully sorry but it was Dr. S’s half-day and he 
was not expected back before midnight. 


. 


exhaled some more beer. They had to use chloroform, 
Doctor,” he said impressively, “and instruments,” 


is in bed.” - 


suppose the patient got an 
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Parliament 
ON THE FLOOR OF THE HOUSE 43% 
MEDICUS MP - 


THE eighth session of the present Parliament, the 
thirty-sevéenth of the United Kingdom of Great Britain 


and Northern Ireland, has come to an end. It began on 


later. 


Nov. 11, 1942, and was prorogued a few days over a year 
The King’s speech on the prorogation reviewed 
the Moscow conference and drew attention to the part 


`- played by the Chinese government. The speech says 
that the U-boat attack is largely broken,” that in 
. the Mediterranean ‘“ resounding victories have been 
won,“ rejoices in the increasing successes of the 
` armies of our heroic Russian Allies,“ and pays tribute to 
the courage and determination of our merchant seamen, 
The year’s record on the field of battle is inspiring, 
but the King’s speech at the opening of the new session, 


while affirming that the prosecution of the war will be 


the first task of the coming year, also outlines big plans 
for the future. In the next few months we are promised 


to Peace. 


provisional plans for the period of transition from war 
ome of them, those of UNRRA for food and 


relief work in Europe, are already far advanced. But 
~- the end of the war in Europe will, probably, leave us 


- still at war against Japan. 


Thus we face a future in 


' which the perspective of war chapges but in which war 


T 
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is still the master of the world, harnessing men’s energies 
in its service. But the King's speech looks beyond the 
transitional period.” There is to be an education act 
on the lines of the white-paper. There is to be provision 
for the training and employment of disabled persons, 
and the law governing the reinstatement of men and 
women discharged from the Services is to be amended. 
Legislation is to be passed giving powers for the rede- 


: velopment of areas which, because of bombing, over- 
- crowding or otherwise,” need replanning. 


- stated 
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ment.“ 
required to give them effect are not indicated. The 


The speech has not been too well received. It is 
in one paragraph that the primary aim of the 
Government is to provide food, homes and employ- 

But the admini istrative plans on the legislation 


question is asked how the distressed areas which existed 


before the war will be dealt with. What will happen in 


- g — 


a mining area where mines have been permanently closed 


- and whose population is now employed on manufacturing 


‘ munitions of war? No generalisations will suffice. Look- 


* 


ing a little further ahead, how are the fifth of the electorate, 


including the young men and women of the Services, who 


“ae ee 


` have never had the opportunity of voting, to be given the 


chance of shaping the land to their desire? Commander 


R. A. Brabner of the Fleet Air Arm, who moved the 


address in reply to the King’s speech, put this clearly. 


If young men make war, I hope they are entitled to 


some attention in the peace,” a point with which the very 
large number of young medical men and women serving 


in the forces would probably agree. Mr. George Griffiths, 
the miner MP, seconded the address, and Colonel Elliot 


- dubbed the new session a dual-purpose session because 


it had to mix the facts of war with the thoughts of peace. 


The Prime Minister has warned the country that the 


war prospect ahead may be one of severe trial and great 


— 
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casualties. There may be political casualties too. On 
the last day of the old session a storm blew up over the 


release from detention, subject to special restrictions, 


of Sir Oswald and Lady Mosley. Sir Oswald is released 
on medical grounds—viz., ‘‘ thrombophlebitis.” It was 
pointed out in a question that the medical, nursing and 
hospital facilities available at Holloway Prison were 
good and that Sir Oswald and his wife were living in a 
four-roomed flat. Why then, release? Other Fascist 
detainees are being released on other grounds. Is there 
no longer danger from these people in the Home Secretary’s 
opinion? A storm of anger swept over the country, an 
there have been protests from Australia and Canada. 
Because of this a debate has been arranged in which 
MPs will have the opportunity of criticism and the 
Minister an opportunity of justification. 
who have always disliked the powers for detention 
conferred on the Home Secretary by regulation 18B 
are putting down a motion asking for the release of all 
internees. So the debate will be lively. 


i / 
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QUESTION TIME 
Medical Reasons for Mosley's Release 

Dr. HADEN Gusst asked the Home Secretary why, as the 
medical and nursing services provided in Holloway prison 
were adequate for prisoners there confined, supplemented 
where necessary by arrangements for operation or other 
treatment in London hospitals, it was necessary, for medical 
reasons, to remove Sir Oswald Mosley and Lady Mosley from 
detention in that establishment. l 

Mr. H. Morrison, in the course of a statement on the 
reasons for Sir Oswald Mosley’s release, said: From time to 
time representations have been made to me as to the state of 
his health, and it accordingly became the duty of the prison 
medical authorities to advise me as to the nature and de 
of the risk to his health which his continued detention would 
involve. For this purpose it was arranged that there should 
be consultation between the prison medical authorities and 
Lord Dawson of Penn and Dr. Geoffrey Evans. A consulta- 
tion accordingly took place between the medical commissioner 
of prisons, two prison doctors and those two medical practi- 
tioners. The opinion of these five doctors was unanimous: 
it was that if the patient remained under the conditions which 
are inseparable from detention there would be substantial risk 
of the thrombophlebitis from which he is suffering extending, 
and thus producing permanent damage to health and even 
danger to life. This complaint is of long standing, and the 
question was not whether the appropriate medical treatment 
could be given in a prison establishment, but whether there 
was a reasonable chance of checking serious deterioration of 
his health unless the patient were allowed a greater measure of 
freedom for outdoor exercise and varied occupations than is 
possible in a place of detention. The opinion of all these 
medical men was that, if the matter were considered purely 
on medical grounds, release from detention was essential for 
the purpose of checking the extension of his complaint and 
providing any reasonable prospect of recovery. On receipt 
of this authoritative medical advice there were only two courses 
open tome. First, I had to consider whether I ought to take 
the responsibility of detaining this suspect to the permanent 
damage of his health and possibly to the danger of his life. 
On this point I can only say that, while considerations of 
national security must come first, I am not prepared, subject 
to this overriding consideration, to let anyone die in detention 
unnecessarily. This policy is based not on the inexpediency 
of making martyrs of persons who do not deserve the honour, 
but on the general principle that those extraordinary powers 
of detention without trial must not be used except insofar as 
they are essential for national security... . While it is right 
that account should be taken of medical considerations, 
especially when, as in the present case, there is a risk of per- 
manent injury to health or danger to life, such considerations 
cannot be paramount. They must be subordinate to con, 
siderations of national security. My justification for taking 
on medical grounds a course which would not otherwise have 
been taken, even at this stage of the war, is that I was satisfied 
that no undue risk to national security would be incurred by 
the release of this man, subject to stringent conditions, in the 
circumstances obtaining at the present day. ... . 

I have authorised the release of Sir Oswald Mosley in the 
belief that in present circumstances adequate control can be 
maintained over him by the restrictions which I have imposed. 
But let there be no misunderstanding. If for any reason, 
whether because of evasion of any restrictions imposed on him 
or because of any change in the situation, it became neces- 
sary, on grounds of public security, to bring him back to 
detention, medical considerations would not be an obstacle 
to the course dictated by the national interests. l 

Commander O. S. LookEeER-LamPson: Will the Minister 
allow five doctors from this House to examine Sir Oswald 
Mosley — But Mr. Morrison declined to answer the question. 

Sir ALFRED Beir: Is it not a fact that phlebitis in its vari- 
ous forms needs absolute quiet and rest ; and how can it be 


said that a person suffering from illness must have greater 


freedom of movement and opportunities for exercise? 
Mr. Morzison: I am not a doctor, but I understood that it 
requires both things—rest and also vigorous exercise. But it 
is not for me to pronounce a medical opinion; it was for me 
either to accept this formidable body of medical opinion, or to 
take the responsibility of saying that these medical men were 
not telling the truth, or were not competent. I did not feel 
that I could do that. f 

Replying to Mr. SHINWELL, Mr. ATTLEE said that if there 


was a general desire in the House for a debate on this matter 


time could be provided. . 
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. Alleged Gestapo Methods against a Doctor - 


Sir Henserr Wiiams asked the Home Secretary what 
steps he proposed to take to prevent the police acting in future 


as agents-provocateurs, as they did in the case against Dr. 
Goldschmidt, which was heard ‘at the North London Police- 
court on Nov. 16.—Mr. O. PEAKE replied :` The limits within 


which the police are justified in giving, opportunities to a per- 
son to commit an offence in order to obtain evidence against 


him are set out in the report of the Royal Commission on. 
Police Powers and Duties, which recognised that there are 
certain types of case in which it- would be impossible for the 
police to carry out their duty of enforcing the law without the 
adoption of such methods. The police are, however, well 
aware that the courts will always scrutinise most narrowly the 
evidence of any witness who can be represented as having 


- encouraged or procured an offence which would not otherwise 


have been committed, and no action on the part of the Home 


‘Secretary is required to remind the police of the great care 


which must be taken in cases of this kind, Iam not aware of 


‘anything in the case which need cause anxiety to a doctor who 


accepts in good faith a statement made to him by one of his 
patients,—Sir H. WILLIAMS: In this case were not three men 
encouraged by the police to go to a doctor and make a state- 
ment which they and the police knew to be false? Is not this 
a most undesirable procedure 7—Mr, PEAKE: I think that 
there is. a clear distinction which is well understood by the 
police between ifcitement to commit an offence which is 
wholly wrong and which is a disciplinary offence and the 
employment of subterfuges in order to obtain evidence where 


habitual offences are reasonably suspected and there are no 


other means available to the police of procuring the necessary. 
evidence.—Sir H. WILLIAMS: Does the Minister think that the 


action of the police in this case was justified ?—-Mr. PEAKE: . 


‘We have noted the view of the, learned magistrate, and any 
necessary action will be taken. l l 8 
Dr. HADEN Guxst: Does the Minister really think it is 


neoessary to employ these offensive Gestapo methods against 


anyone in the medical profession ? Does he not ‘know that 
it is intensely resented that this should be done and that it is 


possible to find out what a doctor is doing otherwise than by 


this, procedure ?—Sir AromIBALD SournBy: Has the Mini- 
ster's attention been called. to the remarks of the learned 


magistrate who tried the case, and does, he not think it most 


unfair to the police themselves that they should have to take 
this kind of action —Mr. PEAKE repeated that note had been 
taken of the remarks of the magistrate and any necessary 
action would be taken, and replying to a further question 
said the police would not countenance the employment of 


_ agents-provocateurs. This was not & case where there had 


been incitement to commit an offence, > nn, 


l Responsibility for Postwar Housing ee 
The primary responsibility will continue to rest with the 
Minister of Health and the Secretary of State for Scotland, 


the Ministry of Works giving to these departments technical 
advice on design, methods of construction and building mate- 


rials, The proposals for a postwar housing programme must, 


of course, be céordinated with the rest of the Government’s ' 


plans for reconstruction in the years immediately following the 
end of the war, and this will be one of the duties of the Minister 
of Reconstruction. (Mr. C. ATTLEE replying to Sir Invine 
ALBERY.) =. | 

$ Pregnant Women in War Industry l 

Inquiries have been'instituted by the Government through 
a number of sources to ascertain the extent to which women 
engaged in industry do in fact remain at work to a late stage 
in pregnancy or return to work too soon after childbirth: 
It is anticipated that these inquiries will be completed in time 
to enable a full statement to be made as to the information 
obtained and the Government’s decision early in the new year. 
(Mr. ATTLEE replying to Mr. W. Brown.) - | 


: Milk for Expectant Mothers 
In answer to a question Mr. W. MABANE stated: The posi- 


. $) 


tion of expectant mothers residing in premises licensed as 


catering establishments has recently been re-examined and it 
is ho shortly to introduce arrangements to enable eligible 
beneficiaries living in such establishments to, obtain the 
financial benefits of the National Milk Scheme. 


| Increased Number of Old People EN 
- Replying to a question Mr. H. U. WILLInk, Minister of 


Health, said: The increases in the number of men over 66 were, 
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| during each of. the past two years, estimated at about 50,000 


figures for women over 60 were about 93,000 and 102,000 and 


_ Davies: Are we to understand that these men, who have 
suffered so much, will not be entitled to their discharge if the 


medical condition justifies it, they will be discharged, and most 


majority will be discharged. 


Dr. H. B. Moraan asked the Home Secretary whether his 


address, was a local post-office medical officer, whose duties 


Basil Steele is not employed by the Post Office, but assists his 


whatever political views he may hold to ‘interfere with the 


the Minister of Health that unless special measures are 


_ the holders ofits A and B2 posts (including women and 


£22,000, to the ‘University of Edinburgh. 
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and 60,000 respectively. These figures represent an average 
percentage increase òf about 30% per annum. Comparable 
2:9% respeotively. ` ` e : 
NMNedical Conditions of Repatriated Prisoners‘ 
Mr. Rays Davies asked the Secrétary of State for War 
whether all the men recently repatriated from -German 
prisoner of war camps were to be allowed their discharge from 
HM forces.—Sir James GRIGG replied: It is likely that. most 
of those repatriated, after examination by a mixed medical 
commission, will be discharged from the Army. Those who 
are found to be fit for further military service of the kind 
permitted by the Geneva. Convention will be retained.—Mr. 


p 
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War Office decides to retain them ?—Sir J. Griaa: If their 


of them will be. Those who are fit will be retained for such 
service as the Geneva Convention permits.—Mr. Davies: 
Were they not repatriated because they were wounded, and 
too sick to be in the Army ?—Sir J. GRG: Some have 
improved in condition after being repatriated; but the 
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Medical Policy Association 


attention had been called to the anti-semitic propaganda 
carried on by the Medical Policy Association, London; and 
whether, in view of their effect on the war effort of this coun- 
try, he had considered the desirability. of & prosecution.— 
Mr. Morrison replied: I have seen the first ‘bulletin issued 
by this association; This document appears to introduce, 
quite gratuitously, certain arguments which may. be regarded 
as having an anti-semitic bias, but it affords no ground for 
prosecution, or for any other action on my part. | 

Dr. Moraan asked the Postmaster-General whether he was 
aware that Dr. Basil Steele, of Regent’s Park, employed by the 
Post Office on medical duties, was the secretary of an 
anti-semitic organisation known as the Medical Policy Asso- 
ciation; that Dr. Russell V. Steele, practising at the same 
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involved attendance on a capitation agreement to postal. 
employees in his district; and whether, in view of the anti- 
semitic views of these two doctors, he would consider allowing 
Jewish post-office employees to make alternative medical 
arrangements.—Captain H. F. C. CRooKksHANK replied: Dr. 
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brother, Dr. Russell V. Steele, a general practitioner who has 
been a local post-office medical officer for nearly twenty years. 
I have no reason to think that Dr. Russell V. Steele allows 


proper discharge of his professional duties, and I am not 
prepared to limit his post-office duties in the manner suggested. 


HOSPITAL OFFICERS FOR THE SERVICES 
THe Medical Personnel (Priority) Committee has told 


taken the number of doctors entering the Forces will fall 
substantially short of the total required for the year. 
The need of the Forces is immediate and. recruitment 
must be speeded up. The committee’s view, in -which 
the Minister concurs, is that the method likely to operate 
with least detriment to the civil population is to make 
a special call on men holding A and B2 posts in hospitals 
other than mental hospitals. Accordingly all men 
liable for military service who on Dec. 1 have completed 
three months in such posts will be called up immediately. 
No hospital may raise objection unless more than half 
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alien practitioners) reteive calling-up notices, in which 
case it should immediately send the Central Medical 
War Committee the names of those who should not be 
recruited in order that, half may remain. The - practi- 
tioners summoned retain their right-of appeal on grounds 
of hardship or conscience. l . | | 


N 
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The late Dr. W. L. Pryce Bevan, of Alton, Hants, left. 
the residue of his estate, which will probably amourft to 
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Letters to the Editor 


AGENTS PRO VOGATEURS 


SR, — The case briefly recorded in your last issue 
must be of interest to every medical man in the 
country. The evidence disclased: that three agents- 
provocateurs consulted a medical practitioner at the 
instigation of New Scotland Yard, and after giving a 
false name in one case, and false addresses and false 
medical histories in all cases, obtained certificates 
that they were unfit for work. The three men were 
subsequently examined by the police surgeon, and 
found to be fit for work. The practitioner was arrested 
and proceedings brought against him under the Defence 

Regulations. It was admitted in court by a police 
witness from the Criminal Investigation Department that 
he had instructed the three police agents to give the 
false information, and to feign sickness, and that he had 
also told them what to say. Finally, all these facts were 
admitted by the legal representative of the Director of 
Public Prosecutions. The charges against the doctor 
were dismissed, and costs of ten guineas awarded against 
the prosecution. 

The Times of Nov. 17 summarised the magistrate’s 
comments as follows :— 

. “ The police officer himself has agreed that the three men 
who went to the doctor were agents provocateurs. Not only 
ought such methods not to be encouraged, but let me say for 
my own part that I hope no such cases, where such methods 
are employed, will be brought into this Court. The facts in 

is case, he said, are that these three men went to the doctor, 
at different times. They themselves said they were told 
what to say by the police officer. They, had each of them 
admitted that the stories they put up to the doctor were 
wholly untrue. That kind of thing was wrong. The very 
basis of the relations between doctor and patient was honesty. 

In his view, the doctor had reasonable cause to believe that 
these three certificates which he gave could be given in good 
faith, because of the stories which were told to him by the 
men.’ 
The importance and implications of this case should 
not be lost sight of by the profession, and it is to be hoped 
that the strongest possible protest will be sent by the 
various professional bodies to the Home Secretary and 
also to the Minister of Health. At the same time the 
thanks of the profession are due to the magistrate for 
his condemnation of the disreputable police methods 
and to the press for the publicity given to the proceedings. 

Mutual confidence is the only possible basis between 

a doctor and his patient. Tħe patient’s history of his 
symptoms is so essential for accurate diagnosis that 
except in gross or advanced disease, or in the case of 
known malingerers, the doctor is bound to accept it as 
part of his medical evidence. The difficulties in connexion 
with medical certification are great, and the doctor 
usually grants a certificate only after a consideration 
of the patient’s symptoms, the physical manifestations 
of disease, and a consideration of the patient’s tempera- 
ment and work. And even with the best will in the 
world there will on occasions be differences of opinion 
as to whether a patient is, or is not, fit for work. But 
what is the hard-pressed doctor to do when confronted 
with a patient who may after all be a police decoy acting 
under instruction, and whose story is, a tissue of lies 
from begihning to end? The simulation of symptoms 
may be easy and the simulation of signs may not be 


difficult to those who have been carefully coached. 


And. so the unwary doctor acting in good faith may 
become the victim of a police conspiracy. 

The activities of agents-provocateurs are better 
known on the Continent than they are here. But even 
in this country these agents have been employed both 
by the Government and by the police for a hundred. 
years or more, and under war conditions the number of 
agents-provocateurs has increased with the increase in 
indictable offences. The use of these paid spies is 
condemned by all but a minority of citizens, and the 
Englishman still prefers to commit his crime without 
the assistance of police or other agents. The use of 
agents-provocateurs fills most people with repulsion and 
loathing, it flouts our conception of law and justice, it 
discredits the executive and the police, and it sows 
distrust in the community. ` 


( 
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The obvious implications of the employment of agents- 
provocateurs will be plain to every medical man, but 
there are two aspects which may less easily be recognised. 
Firstly, the present trend of medical legislation in this 
country is its concentration on ‘industrial health rather 
than on health—a concern for the health of the worker 
rather than for the health of the citizen. Correspond - 
ingly the doctor is becoming more and more an appendage 
of the industrial machine, and more and more concerned 
with the patient’s capacity to work. We may give 
grants to early cases of pulmonary tubercle in order to 
expedite the patient’s return to work, or we may give. 
extra food or perhaps in the future compulsory vitamins, 
in a concern for increased production. These measures 
may be necessary under war conditions; but the 
doctor’s job, even in a nation of shopkeepers, is to keep 
or get the citizen well and not merely to keep him at 
the bench or lathe. 


The second implication is far more sinister. If lying 


. agents-provocateurs are to be employed by ministries or 


by the police to trap the unwary doctor in giving “‘ certi- 
fications, notifications, reports or documents of a similar 
nature, how does the doctor stand in relation to the 
disciplinary activities of the General Medical Council ? 
The disciplinary work of the Council is already suspect 
by many members of the profession, the public, the law 
and the press.. Before the GMC there is no subpoena 
of witnesses and no evidence on oath, and the doctor’ 
who has been convicted on the evidence of agents- 
provocateurs may find himself in à hopeless position 
and without the safeguards of legal proceedings or any 
real right of appeal. In the future the position will 
be as follows. Semebody suspects the doctor of some- 
thing and informs the Minister of Labour or some other 
Minister ; the Minister informs Scotland Yard ; Scotland 
Yard informs its decoys ; the decoys secure a conviction : 
despite their lies; and then the GMC (a branch of the 
Privy Council) find the doctor guilty of infamous conduct 
in a professional respect and order the erasure of his 
name from the Medical Register. But perhaps by that 
time offences and erasures will have become so frequent 
that in order to conserve medical man-power the GMO 
will have powef to instruct the Ministry of Health to 
stop the doctor’s quarterly cheque in lieu of erasure! 
e attempt to secure a verdict in the present case 
by the use of discreditable methods is of importance 
both to the public and to the medical profession. 


the brave old world of the future not all the health 


centres in the country will be of much avail if the con- 
fidence between the doctor and his patient is to be 
destroyed by the stupid and clumsy methods of officials. 
What would have been the meaning of.a verdict of 
guilty in a case such as the present one in the face of 
such mendacious activities of the prosecution ? What 
are we to think of the intelligence and ability of the 
government and police officials who were responsible 
for advising and concocting such a prosecution ? It will 
be a bad day when the first duty of a doctor, when asked 
for a medical certificate, is to satisfy himself that he is 
not dealing with a copper’s nark. Finally, it is an 
ironical commentary on the situation that the doctor 
who was involved in the present case comes from a 
country where an arbitrary government acts through 
the secret police and the agent-provocateur—a country 
with which we are at present at war. — 
Harley Street, W. I. REGINALD T. PAYNE. ` 
HEALTH CENTRES AND REHABILITATION 
Sir,—The. interesting article on the physiologieal 
anatomy of health centres in the Lancet of Nov. 13 
(p. 612), and the description of the attractive plan pre- 


. pared by Mr. Lionel Pearson, show that careful study 


is already being given in some quarters to this very 
negessary example of postwar planning. It is all the 
more important, therefore, to draw attention to one 
serious omission in the plan submitted—the absence of 
adequate facilities for rehabilitation. 

Apart altogether from the provision which will be 
made in future at hospitals, many of which are already 
commencing to organise proper rehabilitation depart- 
ments, there will always be a large number of patients 
who do not attend hospital but who require active 
rehabilitation after illness or injury. They will include 
patients recovering from illnesses for which they have 
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received treatment at home ; others, who have attended 
ab the health centre for purposes of investigation and 
ambulatory treatment; others again, who are referred 
to the centre because of industrial fatigue or other signs 


of sub-health. All these will need active rehabilitation 


before they are fit to resume full employment, and it is 


-= obvious that such treatment,should be available on the. 


spot; so that advantage can be taken of the other services 
—waiting-rooms, canteen, record-taking, &c. —there pro- 
vided. Every health centre should therefore include a 
sium, for indoor exercises and 
remedial games ; a suitably prepared ground for outdoor 
exercises, &c. ; and accommodation for remedial handi- 
crafts and other useful forms of occupational therapy. 
Theré is an additional reason for the incorporation 
of a rehabilitation department in every health centre. 


The essential element in true rehabilitation is its emphasis. 


on fitness, and the resolving of all difficulties, whether 


physical, psychological or economic, which prejudice . 


a patient’s return to full activity and usefulness.’ 


requires the presence of skilled workers, trained in the 


handling of psychological problems, well informed on the 


causes of industrial breakdown and the physical and 

‘mental strains associated with particular industrial 
processes, closely associated with industrial welfare 
organisations and employment exchanges, and in close 


touch with residential rehabilitation centres to which 


_ the more serious cases should be transferred. The health 
centre is the natural and proper laboratory for these 


medico-social workers, and their presence at such a centre 
would not only complete the. work of rehabilitation but 
would form the necessary link between curative therapy 
and complete restoration to active ane uséful life i in the 


- Ealing, W. 5. \ HAROLD BALME. | 
F FOOT-DROP AND PRESSURE SORES 
SR, —A patient who has been in hospital for hæmat- 
emesis has come out with bilateral foot-drop and a slough 
on one heel. A number of patients from various institu- 
tions, particularly i aries, seem to come out with 


foot-drop. too often, on inquiry, it has been elicited 
that their toes have felt pressed down by carefully tidied 


community. 


tight blanketing, done with extreme hospital thorough- 


ness to ensure that the bed shall look a and span. 
It is high time that this state of affairs was terminated. 
Furthermore, every very ill patient ought to be cradled 


at once as loss of muscular tone alone may be enough to 


cause the foot-drop, without tight bedclothes. It is 


highly probable that tone is much less during rest and 


sleep and this may be an additional factor. . 

With regard to pressure sores on the heel, not only 
are these very painful and likely to make the patient’s 
life a misery, but they can prolong disability considerably, 
for they often take months to heal. A posterior plaster 
slab extending half an inch beyond the toe tips and some 


distance up the leg, ensuring that the foot is at right 


angles, will not only add to the patient’s comfort and, 
prevent this condition but.may save the necessity of 


‘cradling and avoid foot-drop. Great care should be 
exercised by nursing staffs to ensure that bedclothes are 


quite loose over the feet, so that they can be moved about 
with perfect freedom; this applies especially to elderly 
patients, who are unable to move round as much as 
young ones. The excuse that the patient will not get 
up again has actually been made on one occasion in a 
municipal hospital. This needs no further comment 
except that it is on a par with not troubling to ensure that 


the dying shall pass with clean, moist mouths, without 


bedsores, and without their agonising dyspnosa—often 
due to acute aaa cedema not eased with morphine. 


Hove. J. HARTSILVER. 


IN TRA-AR TER IAI. PENTO THAI. 


SIN, —In my letter in your issue of July 10 I suggested 
that Lees’ s supposed case of idiosyncrasy to ‘ - Pentothal ’ 
was in fact one of intra-arterial injection. This view 
was also taken by Clausen, as well as by Macintosh and 


Heyworth in their article drawing attention to the 
can follow this accident in 
I know of another case resulting in eventual 


disastrous results that 
technique. 
amputation, but I have not access to the details. I do 
not believe that, in these days of increasing pentothal 


administration and war-time non-specialist anesthetists, 


~ 


IN TRA-ARTERIAL PENTOTHAL ö 


facturers. 


tered, ether has only two disadvantages it is 
to administe 


often results if the premedication is given only 


happens later. 
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the risk of arterial Puncture is 80 remote, but happily. 
we can guard against such catastrophic results. 


Both 
of the cases reported by Macintosh and Heyworth were 
given 10% pentothal. In my opinion this practice is 
unwise, and is.indeed not recommended by the manu- 


intravenous thrombosis, except one in aù old lady aged 


over 80, have been with solutions stronger than 50%. 
Also the practice of rapid injection carries a twofold 
l danger, should the drug be intra-arterial—first, by not 


allowing dilution with- circulating blood the concentra- 
tion of pentothal is kept high ; secondly, more irritant. 
drug is introduced into the artery before the anæsthetist 
is warned by the patient’s complaint of the burning 
sensation. Macintosh advises observation of the colour 
of the aspirated blood. This is rendered much easier 
if a straight varicose-vein mount is used between the 
needle and syringe. 

Wimpole Street, W.1. F. W. ROBERTS. 


OXFORD VAPORISER 


Sm,—With the exception of the original articles by 
Macintosh and Mendelssohn and two letters in your 
correspondence columns, Captain M. Rushton’ s article 
of Oct. 23 is the first record of a user’s experience with 
the Oxford vaporiser and I find it somewhat disappoint- 
ing. One is left with the impression that, although 
the apparatus does work and that indeed 15 possesses 
certain advantages, Rushton is somewhat 
that this is the case and looks on the vaporiser as 


something in the nature of a compromise to be used . 
when other agents are not available. 


Ether has been the most. useful and most widely used 
drug for many years, and in the vaporiser one has at 
last an apparatus with which to it in a 
scientific manner. I maintain that, if properly adminis- 


r (the Oxford vaporiser greatly reduces this 


difficulty), and the recovery period is longer than with 


some others. My figures do not show that the Post- 
operative vomiting rate is higher with ether than with 
other. drugs or combinations of drugs. inhaled if one 
excludes a 8 short gas. 

To take up various points in Rushton’s article, giving 
the preangesthetic two hours beforeband would ensure 
an: easier induction; since the greater time involved 
obviates the undue depression of respiration which 80 
an hour 
beforehand. Also the patient gets the full benefit of ite 
sedative effect. I agree that induction is slower with 
ether only, but if given skilfully very few patients com- 
plain of any unpleasantness. This slowness is chiefly a 


factor of the time taken to reach surgical anzesthesia. | 


A state of analgesia is attained quite rapidly and once 
this is achieved: the patient is not concerned 
J have frequently given ether 
analgesia with the Oxford vaporiser with nothing but 
gratitude from the patient. 

The administration of chloroforin and ether mixtures 
is unnecessary ; they subject the patient to an avoidable 
risk and may reasonably be supposed to increase the 
postoperative vomiting. Induction after Pentothal’ 
is usually quite easy with no addition to the ether/air 
mixtures delivered by the apparatus; in cult. cases 
ethyl chloride or, vinyl ether can be given in the induc- 
tion bag attachable to and. supplied with the vaporiser. 
J have not found that ethyl chloride given in this way 
increases the liability to vomit to any noticeable extent. 

I do. not know why Rushton has found it 5 
to deliver a flow of oxygen as a routine. In a la 
series of cases of all kinds I have rarely found this 
necessary. I do not understand his statement that 
one of the vaporiser’s advantages over simpler apparatus 
is that ‘the expiratory valve e tes re- breathing. 
abolishes dead-space, &c. Admittedly there is no 
re-breathing with the Oxford apparatus (if the induction 
bag is out of circuit) but in most other types of apparatus 
the degree of re-breathing (if any) is controllable by the 
anesthetist. I do not consider his statement that 
settings between 5% and 10% ether can be often main- 
tained for long periods is, as he seems to suggest, in any 
way remarkable. my exp 
suitable for most operations where abdominal 9 
is required. 8 i v. 


In my personal) series the only cases of. 
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Finally, some 18 months’ experience with Oxford 
vaporisers used with ether or trichlorethylene has 
convinced me that this is one of the most generally 
useful pieces of apparatus yet devised, that it completely 
fills the needs of a mobile hospital, &c., and indeed is 
capable of meeting practically all the calls of a large 
general hospital. | 

From an RAF Hospital. R. L. SOPER. 


IRRADIATION THERAPY OF NAVI 


SR, —In his article on the therapeutic uses of thorium- 
X in your issue of Sept. 18, Dr. Corsi says with regard to 
neovus flammeus that since no other satisfactory treat- 
ment is known, it is particularly fortunate that thorium-X 
therapy is available for treatment of at least the milder 
types of these nævi.” I would like to draw attention 
to an article in’the Archives of Dermatology and Syphilo- 
logy for March, 1941 (p. 470) where Dr. Frederick Kalz 
states that, Grenz ray therapy is the only method 
with which satisfactory cosmetic results can be achieved, 
since beta rays of radium cannot be used in large areas. 
In the deep type, a decrease in the redness, but not 
complete involution, can be achieved. The best results 
are obtained in infants and the percentage of oures 
successively decreases with age.” Since 1936, grenz-ray 
treatments have been carried out by Dr. Leitner at 
St. Mary’s Hospital and he has found the grenz ray 
effective in treating nearly all skin diseases which respond 
‘to X-ray therapy. He has had good results with nœ vus 
flammeus cases, he finds that the best results are achieved 
in young children and agrees with Kalz that it gives the 
best cosmetic results; carbon dioxide, X ray and radium 


are all unsatisfactory compared with grenz-ray therapy. 
The British Journal af Physical Medicine for July- 


August, 1943, published an article by Dr. Leitner on 
grenz-ray treatment in dermatology, which gives an 
account of the common and rare skin affections, including 
' nævus flammeus, which respond to grenz rays. 

London. i NELLIE I. LANCKENAU. 


Public Health 


A Sample of Tuberculosis in 1942 


Dr. Lissant Cox’s 29th annual report on the prevention 
and treatment of tuberculosis in the county of Lancaster 
is short in form but full of substance. Since 1938 there 
has been a rise each year in new pulmonary cases notified 
and the number in 1942 was the highest since 1983. 
Non-pulmonary cases have risen during the last three 
years. Nevertheless the pulmonary deaths in 1942 
were the lowest on record and the non-pulmonary were 
stationary. The 88 deaths from tuberculous meningitis 
in 1942 compared with 97 in the previous year and the 
5-year average of 85, with the usual age-distribution. 
More than 1000 new contacts were oyerhauled and the 
number of X-ray examinations in dispensary work 
reached the colossal figure of 17,250. Of the 4522 
pulmonary patients on dispensary registers at the end of 
‘the year exactly a quarter had received surgical treat- 
ment of some kind. Referring to the new. maintenance 
allowances Dr. Cox tells us that during the 34 months 
up to Sept. 30 last 521 applications had been granted, 
at an average of £1 8s. 24d. a week. His council has 
asked the Ministry for an extension of the scheme. In 
September there were 105 names on the waiting-list for 
institutional treatment, the present basis being 96 beds 
per 100 pulmonary deaths ; another 150-bed sanatorium, 
Dr. Cox says, should suffice to prevent waiting. 


Infectious Disease in England and Wales 
$ WEEK ENDED NOV. 20 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 3098 ; whooping-cough, 1866; diphtheria, 705 ; 
paratyphoid, 4; typhoid, 8; measles (excluding 
rubella), 556; pneumonia (primary or influenzal), 978 
(last week 785); puerperal pyrexia, 134; cerebrospinal 
fever, 51; poliomyelitis, 8; polio-encephalitis, 0; 
encephalitis lethargica, 2; dysentery, 176; ophthalmia 


neonatorum, 74. No case of cholera, plague or typhus © 


fever was notified during the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Nov. 17 was 1946. During the 
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FREDERICK CRAVEN MOORE 
MD; MSO MANO, FROP 


Craven Moore was a Manchester man. He entered 
Owens College for a science course and took the BSo 
with first-class honours in biology-in 1891, graduating 
in medicine—also with honours—four years later. 
After a house-surgeoncy at the Royal Infirmary his 
interest passed for a time from clinical medicine to 
pathology and he lectured in Delépine’s department.. 

ut in 1901 he returned to clinical work as assistant 
to Dreschfeld whom he helped with investigations into 
gastric ulcer and enteric fever. In 1904 Moore was 
appointed physician to Ancoats Hospital and began 
with his house-physicians the series of investigations 
into the digestive functions and their disturbances by. 
which he is best known. L. K., one of these collabora- 
tors, writes : 

“ It became an accepted fact that applicants for the post 
of house-physician at Ancoats were prompted by the desire 
to ‘obtain Craven Moore’s counsel as to subjects for afi MD 
thesis. He was fertile in suggestions and theses written under 
his inspiration and guidance were usually successful. At 
least two of these—the rôle of fats in the treatment of dis- 
orders of the stomach (1909), and the use of belladonna in 
dyspepsia (1910)—-were read as joint papers to the Royal 
Society of Medicine. Moore was a good friend to his residents 
and visits to his house to talk over affairs were almost weekly 
occurrences. He had a wine cellar of port, which he often 
produced for the education of our youthful palates, though 
his own favourite beverage was tea. When Moore gave up 
his post at Ancoats in 1911 his old residents entertained him 
to dinner and presented him with a piece of autographed plate.” 


At that time Ancoats had no recognised place as a 
teaching unit in the medical school, but a few keen 
students availed themselves of Craven Moore’s orderly 
and lucid teaching, enlivened as it often was by gentle 
leg-pulling. One such group included Geoffrey Je erson 
and Harry Platt. At Moore’s suggestion the occasional 
lectures given by the staff became a weekly series, 
alternately by physician and surgeon. This was the 
beginning of regular postgraduate teaching in Manchester 
and a 1 later the system was adopted at the 
Royal : 

In 1911 Moore was appointed to the Infirmary staff. 
During his earlier years in consulting practice he was 
assiduous in his hospital work and rarely took more than 
a few days holiday, usually spent quietly at Port Erin 
where the biological station attracted him. During the 
last war he served as a captain on the a-la-suite staff 
of the 2nd Western General Hospital, combining this 
with civil hospital work and a growing consulting 
practice. On Murray’s retirement Moore was appointed 
university professor of the principles and practice of 
medicine. | i 0 

Of his human qualities a hospital colleague writes: 
Moore’s temperament might perhaps best be described. 
as urbane. In his earlier days he never spared himself 
and devoted all his energies to his profession ; later, 
when success was assured, he took things more easily. 
He retired from his chair rather before he had reached 
the age-limit and gave up his practice to live in a beauti- 
ful place among the hills of Sussex. During his fifteen 
years of leisure his interests centred upon his garden 
and his greenhouse. One of his most brilliant lectures 
was delivered to an audience of students on orchid- 


. 


— — 


Continued from previous column . 
previous week the. following cases were admitted: scarlet fever, 
es, 21; whooping-cough, 59.. 
Deaths.—In 126 great towns there were no deaths 
from enteric fevers or measles, 1 (0) from scarlet fever, 
11(2) from whooping-cough, 10 (1) from diphtheria, 39 (1) 
from diarrhoea and enteritis under two years, and 106 
(10) from influenza. The figures in parentheses are those 
for London itself. l 


Lecds reported 10 deaths from influenza, Bristol 9 and Brad- 
ford 7, no other great town more than 4. 


The number of stillbirths notified during the week was 
216 (corresponding to a rate of 37 per thousand total 
births), including 27 in London. 
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growing as a hobby. for doctors, and his demonstration 
of symbiosis between seeds and certain species of fungi 
“was masterly. A year or two back he had a partial 
stroke which 
and this summer he and his wife—a daughter of the 
late Sir Edward Holt—were still carrying on their 
hobby happily. He died at his Sussex home on Nov. 18 
in his seventy-second year. . e Ge a * 
„ TOM BATES 

n MB LOND; FRCS ae | 
Mr. Tom Bates died at his home in Worcester after 
a short illness on Nov. 21, at the age of 65.. He had 


been at work until. less than a week before his death. 


His family’s association. with the Worcester Royal 
elder son of the late Mr. Tom Bates, who was appointed 
surgeon to the Infirmary in 1879. He was educated at 
Worcester Cathedral King’s School and at St. Bartholo- 
mew’s Hospital, where he qualified in 1904. A year 


later he obtained the fellowship, and after holding 
appointments as house-surgeon and as clinical assistant 
to the orthopedic department at Bart’s he returned, to 

Worcester. He was appointed an honorary surgeon to 


the Worcester Infirmary in 1909. During the last war 
his brother, Mr. Mark Bates, FRCS, also on the Worcester 
‘Infirmary staff, and later himself, left for service with 
the RAMO. Their father returned from retirement to 
active duties at the infirmary until his death in 1916, 


when Mr. Tom Bates was recalled. In 1921 he became | 


- senior surgeon and chairman of the medical staff com- 
‘mittee. He was up to the time of his death chairman 
of the local medical war committee and group adviser 
under the EMS for parts of Worcestershire and Here- 
. fordshire. He also served on several committees of 
the Voluntary. Hospitals Association. nor 

The Worcester Royal 1 ry was very dear to 


Jom Bates and was probably the greatest interest of. 


his life. He was looking forward eagerly to the bi- 
~ centenary of its foundation in 1946 and was proud to 

- claim that the British Medical Association had origin- 
ated there. His characteristic outspokenness and ready 
wit might be misunderstood by those who did not 


know him, but his friends and patients knew him for 


a kind and generous. man, who was always willing to 


give but who disliked being thanked. In committee 
or debate he had no use for talking round the point. 
Although not fond of public speaking he would intervene 
and in a few brief sentences define the problem, divested: 
of all frills. He made many friends, was an ideal host 
AS was to be seen in his happiest moods at the bridge 
able. f 
H., le leaves a widow, two sons, one of whom is a doctor, 
and a daughter. ö w. P. 
JOHN GILMOUR . . 
CMG, MC, MB E DIN, FRC SE. 
Major. Gilmour, formerly president of the International 
Quarantine Board; Egypt, died in Edinburgh on Nov. 22 
at the age of 59. He was an Edinburgh graduate and 


was seconded to the Egyptian public health department 


& year after joining the Royal Army Medical Corps in 
1909. Recalled to the Army in 1914, he won the MO 
at the Dardanelles, served in East Africa; France and 
Palestine, and was a member of the war mission to the 
United States if 1917. He retired from the RAMO 
after the war and went to Persia with the League of 
Nations mission in 1924, and he had already made a 
reputation for. himself as an epidemiologist when he 
became president of the Quarantine Board in Egypt 


in 1929. There he led a mixed team of English, French, 
Dutch, Syrian, Egyptian and other nationals engaged 
in quarantine control of shipping passing through the 


Suez Canal and in supervision of the annual pilgrimage 
to.the-Hedjaz.. Those acquainted with the difficulties of 
such work appreciated Gilmour’s fine qualities and his 
flair for leadership. He was a first-class organiser and 
his annual reports on the pilgrimage are models of their 


d. l 
Early in 1926 he was seconded to the Ministry of 
Health to assist Sir George Buchanan, British delegate 


to the Office international d’hygiéne publique, in revising — 


. the. International Sanitary Convention of 1912, and he 
played no small part in the negotiations in Paris that 
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aged him, but he made a good recovery 


goes back over sixty years, for he was the 


whose 


of the Order of Ismail and the Order of the Nile. 


he qualified LMSSA in 1932. He 
took the conjoint qualification 


Payne was an all round sports- 
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led to the signing of the convention of 1926, which is still 


the basis of quarantine procedure throughout the world. 


In 1928 he returned to Egypt, but he was still a regular 


attendant at meetings of the Paris offfee, which he much 
enlivened.:- Soon after the Quarantine Board was trans- 
. ferred to the Egyptian government in 1938 he came back 
to this country, wheré he took up an appointment with 
the Ministry. of Health, being later transferred to the 
Scottish Board of Health. His health was indifferent, 


but his wide knowledge, particularly of port administra- 


tion and the control of shipping, was of great value 
during a period of stress in Scottish ports. Last year 
he was appointed a temporary inspector under the 


Oruelty to Animals Act. 2 
Wherever he went, says a colleague, ‘‘ he made 
friends and won admirers. His breezy manner and his 
sense of humour made him one of the thost popular, of 


men and the most delightful of companions. At the same 


time, he was severely critical of inefficiency and could be 
- scathing in his condemnation ofinefficient or careless work.” 
He was a great character,” writes another. Always 
good-tempered; making light of his many difficulties and 
problems; tactful, yet extremely persuasive when necessary, 


he was the ideal man to handle large native populations and 


to get them to do things which they did not want to do. 
Those who visited, with him, the quarantine camp at El Tor 


at the height of the Pilgrimage, will have imprinted on their, 
minds a picture of Gilmour, spruce and cool, despite the 


great heat, watching and guiding the stream of disembarking 
pugrims proceeding to the cleansing and disinfecting station. 
They will-see him quietly intervening. in some raging dispute 


over a missing garment and calming heated tempers by a 


laugh dnd a joke in which even the most irate Mussulman 
had to join. SR Na +e | 


A great deal of new work confronts those responsible for 
the control of epidemic diseases and the prevention of their 


spread across frontiers by land, sea and air, and the man 
personality, wide experience and wise counsel: will z 


` 


most be missed, will be Jock Gilmour) 
He was created OMG in 1984 and was a grand 77 
e 
married in 1919 ; Mrs. Gilmour is left with two young sons. 


WILLIAM STEPHENS PITT-PAYNE - 
MRCS; FLIGHT-LINUTENANT RAF 


. Flight-Lieutenant W. S. Pitt-Payne died during 
October at the age of 37 while on active.service overseas. 
He was educated at Dulwich 7 Ery 
College and, like his two brothers,. 


studied. medicine at Guy's where 


the same year and after holding 
a house-appointment at the Royal 
Hospital, Richmond, joined, the 
family practice at Bromley, Kent, 
run by his father Dr. William 
Pitt-Payne, and by his two 
brothers both of whom are now 
also on active service. Bill Pitt- 


man. He was an _ enthusiastic 
member of the OT G- at school and 
won his half-blue at Guy's for 
cross-country. running. Riding 
was bis favourite sport but he 
played golf, tennis, and rugby, 


N 


spent several holidays skiing and skating in Switzerland. 
Though he had no children himself he was very fond of 
them and all Dr. Bill's young patients were introduced 
to what he called his bribery and corruption depart- 
ment ’’—which consisted of a large bottle of sweets. 


GEORGE HAMER LEIGH. | i 
M D MANO, DPH. © «+ poa 
Dr. G. H. Leigh, a former consultant tuberculosis 
officer of the Lancashire county. council, died on Nov. 12, 
in Lancaster. He was born in 1876, and qualified at 
the University of Manchester in 1902, and later took his 
MD and DPH. After several house-appointments he 
spent three years-in. private practice, and. before joining 
the county council as assistant tuberculosis officer in 
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‘enjoyed a day’s shooting and 
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1914, he was senior medical officer at the Westmorland 
Sanatorium, Grange-over-Sands. In 1934, as con- 
sultant tuberculosis officer, he became responsible for the 
dispensary work in a large area stretching from Lancaster 
to Chorley with a population of 277,000. He was also 


Visiting physician of the Lancaster Pulmonary Hospital. 


He retired from the county-council service in 1940, but 
continued to devote his time and energies to the interests 
of his profession, and last year served as chairman of 
the North-Western Tuberculosis Society. 


DR. LOUISA GARRETT ANDERSON 
As one who knew her first as a fellow-student and 
then, nearly 50 years later, in her home at Penn I am 
grateful that your sympathetic notice of Louie Garrett 
Anderson should distil for others something of the 


‘fragrance of her character as well as its strength and 


versatility. ‘‘ Courage, integrity and humour were 
never better shown than in the laying aside of the 
lovely country setting she had created, for the purlieus 
of the Euston Road with the onset of war. The suffra- 
gette,-the war surgeon, the biographer, the gardener, 
at the end of her life was content to see that all was 
well (after the bombing) and to wish everyone God- 
speed ” in the hospital associated with her name. Very 
appropriately it served her own need when her first and 


7 last illness developed. Writing within a few days of her 
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passing she spoke of welcoming death at 70 rather than 
otherwise. She paid tribute to a very happy life, with 
a most interesting profession and during the last war 
a great chance.” Rich endowment and opportunities 
gladly appreciated and greatly used make indeed for the 
good life. | E. L. C. 


Appointmen ts 


ANDREW, DOUGLAS, MD BRIST., DMR: radiologist to the Battersea 
General Hospital. 
GOLDING, F. CAMPBELL, MB SYDNEY, MRCP, DMRE: director of the 
IREDELL, C. E., MD LOND., MRCP: part-time director of physical 
rey. 
LIER, P. O., D SO: research histologist in the pathological depart- 
„ MB LO 
Southampton Children’s Hospital. 
of London Mental Hospital, Dartford, Kent. 
Liverpool United Hospital. 
te Births, Marriages and Deaths 


COOKSEY, F. S., MD LOND. : part-time director of physical medicine 
at St. Helier County Hospital, Surrey. ' 
X-ray diagnostico department of the Royal Cancer Hospital 
(Free), London. ; 
ko medicino at Kingston County Hospital, Sur 
ment of the Royal Cancer Hospital (Free), London. 
LANGSTON, H. H ND., FRCS: orthopedic surgeon to the 
LILLIE, H. S., MRos: examining factory surgeon for Winterton, 
cs. 
RIGGALL, R. M., MRCS : deputy medical superintendent to the City 
ROBERTS, NORMAN, M CH ORTH. LPOOL, FRCS : orthopedic surgeon 
temp.) to the Liverpool Royal Infirmary branch of the Royal 
STUART, R., MRCS, DPH, DTM & H, DOMS: examining factory surgeon 
for Harrold, Beds. i 
3 BIRTHS 


BEDDARD.—On Nov. 24, at Windermere, the wife of Captain F. D. 


Beddard, RaMCc—a daughter. 
CLIMIE.—On Nov. 24, at Oxford, to Dr. Myra Climie (née Suther- 
land), wife of Squadron-Leader J. K. Climie, prc, RNZAr—— son. 
FAWKNER-CORBETT.—On Nov. 18, at Londonderry, the wife of 
Surgeon Lieutenant P. J. Fawkner-Corbett, RNVR—a son. 
Foss.—On Noy. 22, at Clifton, Bristol, the wife of Surgeon Lieut.- 
Commander George Foss, MD; RNVR—8 daughter. l 
WENGER.—On Nov. 20, in Edinburgh, to Dr. Margaret Wenger (née 
Dow), the wife of Mr. R. A. L. Wenger, FRCS—a son. 


MARRIAGES 
LODER-—-STRATON.—On Nov. 24, at Wilton, Robert Edward Loder, 
lieutenant, RAMC, to Janet Straton, SRN. 
TIN—STEWART.—On Nov. 11, in London, Thomas Dawson 
Masson Martin, MRCS, to Eileen Hannah Stewart. 


DEATHS 
BARKER.—On Nov. 25, at Berkhamsted, Francis James Barker, 
MD GLASG., consulting physician to the Hospital of SS. John 
and Elizabeth, London. . 
BEER.—On Nov. 23, Louis Edward Simon Beer, LSA, of Hampstead 
Road, London, N.W.1. 
EASTMOND.—On Nov. 21, at Southsea, Reginald Anthony East- 
mond, MB LOND., formerly of Mansfield Woodhouse, Notts. 


FowIE.—0On Nov. 26, at St. Andrew’s, Fife, Peter Fowlie, MB 


ABERD., formerly of Singapore and Hampstead, London. 
GILMOUR.—On Nov. 22, at Edinburgh, John Gilmour, CMG, Mc, 
MB EDIN., FROSE, brevet major RAMO retd. 
PARKER.—On Nov. 22, at Kendal, William Rushton Parker, 
MD CAMB., aged 90. re 
TURNER.—On Nov. 28, at Wimbledon Parkside, Henry Strawson 
Turner, MC, MRCS, of Half Moon Street, London, W. I. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 


Notes and News 


AN UNOFFICIAL UNIT . 
Tue Friends Ambulance Unit consists of about 800 men 

and women whose convictions debar them from combatant 

service. During the past year they have been working 


7 


abroad in Egypt, North Africa, Syria, Ethiopia, India, China, 


and (as prisoners) Germany, while at home an average of 200 
have made themselves useful, while gaining experience, in 
British hospitals. The training of members of the unit is 
thorough but varied, and in distant fields they have proved 
its worth by tackling unexpected duties. Even in the 
organisation of an army, the developments of war reveal new 
needs for which full provision could not be made in advance, 
and the unit has been a convenient source of supplementary 
personnel for blood-transfusion and other medical services 
of the MEF. 8 

Its primary object is to fill gaps, and it is not deterred from 
the attempt by their gigantic size. Seven of its doctors, 
with 37 other members, are helping to create medical services 
in Ethiopia. Another small group is living and working in 
Syrian villages. A third is engaged on relief in India, helping 
refugees from Burma and trying to counter the ravages of 
fioods, famine, and now cholera in Bengal. A fourth, with 
66 members, is in China, where it maintains mobile surgical 
teams and distributes essential medical supplies through a 
vast territory: spare parts for the trucks are almost un- 
obtainable but they are still running, through summer 


heat and winter snow in the course of a single day, from jungle. 


valleys to passes at 10,000 feet, between places as separated 
as London and Constantinople.” At home members of the 
unit have filled another kind of gap by offering themselves 
as subjects of clinical experiments on the transmission of 
virus infections, the testing of malarial remedies, and the 
treatment of oligæmic shock. | 
With other agencies of the Society of Friends the unit is 
preparing itself, largely by practice, for difficult tasks in 


postwar relief. For such tasks Quakers are well qualified 


both by record and outlook. Meanwhile few will regret that, 
even before the war ends, reconstruction should be represented 
in many lands by a token force dedicated to that end alone, 


in a spirit of reconciliation and faith in the essential brother- - 


hood of man.” Any who care to support the endeavour may 
do so by sending subscriptions to 4, Gordon-square, London, 
W.C.1. The members of the unit are unpaid. 


A CHARTER FOR HEALTH § — 1 

IN our issue of Aug. 28 (p. 276) we noted that th 
Anglo-Czechoslovak Founders’ Committee is offering prizes 
for the best essay on an inter-Allied charter of health. 
The honorary advisory council, including Brigadier 
F. A. E. Crew, Prof. W. E. le Gros Clark, Prof. Lancelot 
Hogben, Sir William Beveridge, Mr. Jan Masaryk, Prof. 
John Ryle, Sir John Boyd, Prof. S. Zuckerman and others, 
are prepared to extend the period of entry until Dec. 31. 
Competitors are free to deal singly or jointly with two 
main issues : s $ 
1. A survey of postwar relief schemes and other measures 

for health planning. 9 l 

2. Draft of a project to implement article 6 of the Atlantio 
Charter with reference to health. . 

Prizes are £30 and upwards, and the competition is ‘open 
to doctors, biologists, research workers in services con- 
nected with health, nurses and medical auxiliaries. Entries 
should be forwarded to the Health Charter Study Group, 
18, Grosvenor Place, S.W.1. : 


. NURSES FOR RELIEF WORK 

At a meeting of the Council of the Royal College of 
Nursing on Nov. 18 it was decided to form a register of 
nurses wishing to help in relieving war-stricken countries 
when peace comes. The aim will be to supplement the 
national efforts of the countries concerned. The RCN is 
affiliated to the Council of British Societies for Relief 
Abroad, and will recommend suitable volunteers to those 


. * 


societies seeking state registered nurses for relief work. 


At the request of these societies the college would also 
verify the qualifications and suitability of any state regis- 
tered nurse volunteering directly to a society. The college 
suggests that such societies should forward information to 
all volunteers applying to them, irrespective of whether the 
college has been asked to scrutinise the nurse’s qualifications 
or not. The Leicester branch of the college has raised £100 
to further relief work. . 


Discharged Service Patients 


interrupted. a: 
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, RADIOTHERAPY IN LONDON : 
- Somm difficulty has been experienced in providing irradia- 
tion treatment for cancer at hospitals ‘in inner London, so 
arrangements have been made for both X-ray and radium 
treatment to be carried out at two hospitals in the London 
sectors—one north of the Thames, at Mount Vernon Hospital, 


- Northwood, and one on the south side at Warren. Road 


‘Hospital, Guildford. Patients from sectors 2-5 inclusive 
will, as at present, go to Mount Vernon, and the southern 
centre is now. ready to receive patients from sectors 6-10. 
Only patients who are likely to respond to treatment. should 


be sent to the centres, and transferring hospitals must be 


prepared to take them back if investigation at the centre shows 
them to be unsuitable for treatment there. The southern 
eentre will be staffed by whole-time medical and technical 
staff, with visiting consultants from several of the inner 
hospitals, which are loaning radium.and other equipment. 
Surgeons who wish to treat their own patients at the centre 


can do so by arrangement with the medical superintendent. 


University of Oxford l B 


In a Congregation held on Nov. 20, the degrees of BM, BCh: 


were conferred on John Badenoch and Andrew Henderson 
Torrance (in absence). Bs ~ $ 


Royal Society of Medicine e 


A meeting of the fellows of this society will be held on 


Tuesday, Dec. 7, at 4 M. On Dec. 10 at 2.15 pm the clinical | 


section will meet at the Brompton Hospital, Fulham Road, 
S.W.3. The house and library will. be closed from Dec. 25 
to 27, both days inclusive, T 5 
Pharmaceutical Society of Great Britain 


At a meeting to be held at 17, Blooinsbury Square, London, 
W. C. 1, on Tuesday, Deo. 9, at 7 pm, Mr. Arthur Mortimer, 


Ars, deputy director of medical supplies to the Ministry of 


Supply, will speak on the ministry and its relation to the 
pharmaceutical industry. e ee er 


The Minister of Health has now decided (circ. 2530C) 
-that men and women invalided from the Forces and not 
entitled to a pension, when admitted or transferred to an 
EMS hospital, will remain an EMS responsibility until 


their treatment is completed or for six months whichever - 


is the earlier. If there has been a break in treatment and 


it becomes necessary within the six months to readmit the 


patient to hospital the regional hospital officer (or in London 
the EMS director at the ministry) should be consulted. A 
patient still receiving treatment six months after being 
boarded. out will normally be dealt with ag an ordinary civil 
case, with the proviso that essential treatment is not to be 


Jaundice made Notifiable 

‘There is evidence of an increasing prevalence of the 
infective types of jaundice, and an intensive study of the 
epidemiology and pathology of the disease has been under- 
taken by a team working at Carhbridge in collaboration with 
the Medical Research Council. To provide these workers 
with the fullest possible information about the incidence of 


E the disease the Minister of Health has brought into opera- 
tion in all districts in the Eastern region, where the research 


is situated, the Jaundice Regulation, 1943. These regula- 
tions make compulsory notification to the medical officers 
of health of cases of catarrhal-jaundice, acute inflammation 
of the liver, acute necrosis of the liver, acute yellow atrophy 


of the liver, toxic jaundice and infective jaundice. 


Town and Country Planning in Scotland 
From Feb. 11, 1944, all land in Scotland will be subject to 
controlled planning and cannot be developed without the 


consent of a local planning authority. This broadly is the 


combined effect of the Town and Country Planning (Scotland) 
Act 1932 and the Town and Country Planning (Interim 
Development) (Scotland) Act 1943 which has just become law. 
The new act places the onus of seeking and securing local- 
authority approval for development proposals on the land- 
owner, who can, however, appeal to the Secretary of State 
if he feels aggrieved at consent having been refused. It also 
gives planning authorities a right to authorise the erection of 
buildings for a limited period and determines that these 
buildings can be pulled down at the end of the period without 
payment of compensation. l 


. Medical Honours 


Leeds Joint Council on Industrial. Medicine . 

_ This council, which is made up of representatives of the 
Leeds division of the BMA, of the trade unions, of the local 
branch of. thè FBI and of the local- chamber of commerce 
was inaugurated in October 1942 to codrdinate industrial 
medicine for the common good.. During the year notes have 
been circulated to employers and trade unions on facilities 


for the treatment of scabies and pediculosis, on day nurseries, < 


war-time nutrition and canteen feeding. Attention has:been 
given to short-term absenteeism, medical certification and 
hours of work. The opinion has been circulated that for men 
and for women, where such women have no particular home 
responsibilities, a six-day week of 55 hours including overtime 


is the optimum; for women with home responsibilities a five 


or five-and-a-half day week would be desirable. Rehabilita- 
tion of disabled workers has been discussed with Government 


departments. Hospital duthorities have been approached 


to obtain priority treatment for key workers; at the Leeds 
Infirmary ‘a mixed committee has been appointed to oversee 
the arrangements. The appointment of works medical officers 
is. being promoted and an extension of industrial nursing. 
The hon. secretary of the council is Dr. J. Vaughan Jones, 
161, Hyde Park Road, Leeds 6. i 5 ' 
Workmen’s Compensation i 

Since last Monday many workmen receiving weekly -pay- 
ments under the Workmen’s Compensation Acts will be 
entitled to an increase in the supplementary allowances 
granted under the Act of 1940. Where weekly payments 


‘have been. made for thirteen weeks or more the increases 


are, for a single man or woman, 5s. per week, making a 
maximum of 40s., and for a married man 15s. per week 
aking the maximum 50s. There is also an increase of 5s. 
or the married man during the first thirteen weeks. Total 
compensation to totally disabled workmen must not ordinarily 
exceed two-thirds of the workman’s pre-accident average 
weekly earnings. The allowances for children are increased 
to 5s. for each child born before the accident or within nine 
months thereafter, and under 15 years of age, and a concession 
has been made for children of 15 receiving full-time instruction 
in a school. These allowances must not increase the total com- 


pensation for total disablement to more than seven-eighths of 


pre-accident earnings. In fatal cases the minimum payable 
where adult dependants are left is increased from £200 to 


4300 and the maximum from £300 to £400; and where 


children uhder 15 are left in addition to an adult dependant 
the aggregate maximum is increased from £600 to £700.: 


Medical Casualties mare oa ee aa 
The following RAMC officers have been posted as prisoners 


of war: 


Captain F. E. de W. Cayloy, MROS Captain A. K. East 50 
;, Captain R. M. J. Franks, LMSSA $ Major A. C. Ki poor : 


MROS $, ng, 
Captain James Ledingham, MB ABERD.; Captain M. T. O’Sullivan,. 


MROS; Major T. M. Pemberton, Frcs; Captain J. Richardson; 
Captain P. G. Seed, MRCS; Lieut.-Colonel J. H. Strahan, MB BELF. 


The following awards have been made to RAMC officers in 
55 of gallant and distinguished services in the Middle 

ast: l 
` CBE.— Brigadier R. W. Galloway, DSO, MB ABERD, 

OBE,—Lieut.-Colonel C. W. Arnot, Mc MD DURH. ; Lieut. 
Colonel D. W. Jolly, MB NZ; Colonel F. R. H, Mollan, Mc, IRH; 
Colonel J. G. Morgan, MB ; Lieut.-Colonel A. N. B. Odbert, MB DUB. ; 
Lieut.-Colonel P. J. Richards, MRCS;  Lieut.-Colonel R. Mach. 
a C, MC, FROSE ; and Licut.-Colone! H. S. Ward, MRCS. 


The George Medal has also been awarded to Lieut.-Colonel 
R. Mel. Gordon, DSO, DFO, MC, MB GLASG., in recognition of 
gallant conduct in carrying out hazardous work in Middle East 
in á very brave manner. | 


„ .. In most teaching schools. the public health course 
still consists of a series of lectures spread over a single term 
in the studenf’s curriculum, usually in the final year. Whilst 
the subject matter has increased enormously in scope and 
complexity during the past quarter of a century the time 
devoted to it remains the same.: No attempt is made to 
correlate preventive and social medicine with the other 
subjects which the student has to learn. Nor is he invited 
to study his patients in relation to their family, industrial or 
social background. This is not surprising when all his 
teachers, with the sole exception of the lecturer in public 
health, are trying to cure rather than to prevent. Before 
reforms can become effective a new generation of professors 
and clinical demonstrators will need to grow up and the entiie 
medical curriculum must be revised.“ Dr. R. H. H. JoLrLy 
in a presidential address to the. Society of MOH’s on Nov. 26. 
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HEALTH OF THE FACTORY WORKER IN 
WARTIME * 


S. A. HENRY, MD OAMB, MROP, DPH, DTM 
HM MEDICAL INSPECTOR OF FACTORIES 


Waar I shall here: describe to you is the result of work 
performed not only by myself, but more so by colleagues 
both inside and outside the Ministry of Labour, while 
I act only as the mouthpiece. Such team-work does 
not call for reference to each individual name, but I 
would be failing in my duty if I did not pay tribute to 
the work and guidance of Dr. J. C. Bridge, until recently 
senior medical inspector. I can best explain my attitude 
by using what I am informed was one of the favourite 
quotations of a great surgeon: I have gathered a posie 
of other men’s flowers and nothing but the thread that 
binds them is mine own.” : 

There are over a quarter of a million factories in this 
country, and the term factory is defined in the 


-~ Factories Act as embracing not only the familiar mill 


building in which work is carried on by way of trade 
or for purposes of gain, but also a number of other 
5 in which persons are employed in manual 
abour such as a dry dock for shipbuilding and repairing, 
a factory line or siding, and even a gasholder. Mines 
and quarries are outside the scope of the Factories Act, 
and of them I have no right to speak. 

But the act has special application to certain premises 
which do not come within the definition of a factory, 
such as an electrical station, a dock warehouse, a wharf 
or quay or wet dock for loading and unloading ships, a 
building under construction, and works of engineering 
construction. 

Though factory workers—of whom there are some 


71 millions—may run the risk of some special accidents 


and maladies which are more or less peculiar to their 
employment, they are also liable, when returning home 
or the outer world after the day’s work, to contract 
those forms of ill health which are found in the general 
po tion whose guardian is the Ministry of Health, 
and of which the incidence is so much greater than that 
of the special maladies of industry of which I wish to 
speak mainly today. For every case of industrial 
disease or gassing in this country, there are over 50 cases 
of tuberculosis and over 500 cases of infectious disease. 

It may even be that the worker in a clean, well- 
ventilated, well-lighted and well-organised factory with 
welfare and canteen facilities provided and used, is less 
likely to contract therein the common illnesses to which 
all human beings are subject than in the overcrowded 
bus, railway carriage, place of entertainment, air-raid 
shelter, or even the home both of rich and poor. 

At present it may not be amiss to view through 
military spectacles the factory worker's bodily injury 
(which in the Factories Act includes injury to health) 
as caused by an enemy which has to be fought and over- 
come. But before we can do this we must know the 
identity of the enemy —whether it be dangerous 
machinery, a micro-organism, a ray, or a toxic dust, 
liquid, or fume—where he lurks and in what strength 
he exists. | | 

This information is obtained by means of statutory 
notification of accidents and industrial disease to the 
Factory Department—a department of intelligence,” 
if I may say so— whose inspectors also act as military 
police, backed by the powers of the Factories Act, 
though as the Minister of Labour and National Service has 
recently pointed out their role has of late years tended 
to become more that of the welcome adviser to employer 
and employed, with sanctions in the background. 

Though the earliest factory legislation in this country 
was aimed at the prevention of fatigue from long hours 
of work in badly ventilated factories, the prevention 
of accidents has for years been by far the best-recognised 
problem of the factory inspectorate. The Chief In- 
spector is usually a trained engineer, though at the end 
of. the last century a medical man occupied the post on 
one occasion—Sir Arthur Whitelegge, ẹ man of great 
administrative ability and a fellow of this college. 
© The first of two Milroy lectures, delivered at the Royal College 


of Physi on Feb. 23, 1943. The lecture will be concluded 
in our next issue, 
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He recognised the. necessity for including a medical 
adviser in the factory inspectorate in the person of 
Thomas Morison Legge, the first medical inspector of 
factories, on whom this college bestowed the Bisset 
Hawkins gold medal in 1924 in recognition of his fight 
against industrial disease, especially lead poisoning. 
His era will be considered by many, including those few 
remaining medicalinspectors (Dr. Middleton, Dr. Horner, 
and myself) who had the honour of working under him, as 
the golden era, rather than the “lead era, of in- 
dustrial medicine, for his strongly laid foundations will 
remain, however often the edifices built upon them may. 
be extended, destroyed or rebuilt in some other way. 


ACCIDENTS 


The term “ accident ” is not defined by the Factories 
Act and its legal interpretation in certain cases may 
have to be left to the courts, but speaking generally, it is 
an unlooked-for mishap or an untoward event, not 
expected by the sufferer ; and its sudden occurrence can 
be related to a particular time. The main causes are 
mechanical, electrical, or chemical. l 

Machinery and allied accidents, which are by far the 
most numerous, are mainly an engineering problem and 
are dealt with, primarily, by the ordinary departmental 
inspector he | 


assisted by a | 
specialised 00. ALL NOTIFIABLE ACCIDENTS 
engineering - ACCIDENTS WHERE SEPSIS _ 
inspectors SUPERVENED : 


under a 
senior. 
engineering 
inspector. 
fficial 
figures -for 
accidents in 
factories are 
based on 
notification, 
which is 
only statu- , 
tory for 
those which 
are fatal, or 
which dis- 
able the 
workman 
for more 
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was em- in which sepsis supervened. 


ployed. The statutory position was somewhat different 
before 1924, and the figures before that are not compar- 
able with later figures ; fig. 1 only shows the position from 
1924 onwards. | 

The number of accidents from all causes has shown a 
progresstve increase from nearly 1934 thousand in 1939 
to nearly 3124 thousand in 1942; but needless to say 
the number of persons employed in factories has also 
progressively increased, and includes those previously 
unaccustomed to factory life and conditions. The 
percentage of fatal cases has fallen slightly from 0:57 
before the war to 0:53 since the outbreak, during which 
period 15% of all accidents occurred in adult females and 
over 14% in young persons, male and female, under 
the age of 18. D 2 

The actual number of cases in which sepsis supervened 
has also increased from approximately 214 thousand 
in 1939 to 324 thousand in 1942, but not in proportion, 
as will be seen from fig. 2; in fact, the percentage of 
such cases to the total fell to 10 in 1941, which is the 
lowest. percentage since 1925—the highest figure being 
11-7 in 1936. Further, fewer cases of sepsis have proved 
fatal, for the percentage mortality has fallen from a pre- 
war average of just under 0:3 to just under 0-1 during 
the war; actually, 1942 provided the low percentage 
of under 0-05. l 

Electrical accidents, which are the main concern of the 
senior electrical inspector and his specialised staff, have 
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Fig. percentage of septic cases to total numbers of accidents. 


increased in number since the war (fig. 3), reaching 
the figure of 1029 in 1942 as compared with the lowest 
figure of 313 in 1932. On the other hand, the percentage 
of fatal cases has fallen to a figure v 
time, the highest being 8'3 in 1929, and the lowest 4:3 
in 1940 (fig. 4). C 
that the importance of continuing artificial, respira- 
tion, if necessary for many hours until it is absolutely 
certain that life is extinct, can never be too widely 
advertised. ` s š : i $ aian 
The causation and prevention of gassing accidents, 
which is the term in use for accidents caused by inhalation 
of gases, fumes.or. vapours, present important problems 
for the medical inspector in close coöperation, with: the 
specialised chemist of the engineeging branch. 


Fig. 5 shows the number of gassing accidents which 


have. been reported annually since 1924. There was 
a considerable rise in 1940 and 1941, but whereas there 
was a mortality of 9-6% during the 15 years before 


the war, the percentage mortality during war has been 


4-6, A few important gases have contributed mainly to 
this rise in incidence. The number of cases of gassing by 
carbon monoxide has risen progressively (fig. 6), both blast- 
furnace and power- or producer-gas contributing, while 
coal gas, and carbon monoxide from other sources such 


ee ust gases from engines, or coke or charcoal-fire k . Fig. 4—Electrical accidents ; percentage of fatal cases to total number. 


braziers or stoves (usually in a confined spaçe as on board 


ship or even in one case in a lavatory) did not contribute 


significantly until 1941. 


p 


„et is difficult to assess how many were due entirely to 
war conditions. 


‘The number of ‘cases of -gassing ‘occur- 
ring during the performance. of normal duties was mostly 
d to diminished ventilation consequent on struc- 
tural alterations to prevent glare. Many occurred 
during blackout hours and several which were in- 
directly due to air-raid warnings or enemy action would 
certainly not have happened in peace-time. __ 

The percentage of fatal cases during this war as 


compared with the average for the 15 years before 


has fallen from just over 10 to just over 8; but while 


the percentage for blast-furnace gas has fallen from 18-5 
to 12-5, for producer gas from 7-to 5:5, and for coal gas 
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the war (fig. 7). Fortunatery, most of t 
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from. just under.9 to 5, that from other sources of carbon 
monoxide has risen from 7:5 to over 9. 
At the beginning of this century a mysterious illness 
with a 233% mortality affected at least 120 human 
beings, a dog and a canary, during trane ori by water of 
high-grade. ferrosilicon. produced in an electrical furnace. 


. The illness, which included giddiness, severe gastric 


intestinal disturbance and collapse; was at first variously 
diagnosed, and foul-play was even suspected in a fatal 
case in a Russian refugee. However, investigation 
eventually revealed the cause as phosphuretted hydrogen 
evolved by the action of moisture or moist air on the 
calcium phosphide present in the alloy. 

` During the last war, though gassing’ by phosphuretted 
hydrogen was anticipated. in connexion with the prepare- 
tion of calcium phosphide—used in considerable amounts 
for filling certain kinds of flare mines—no serious effects 
were observed. No cases were reported in the interval 
between the last and present war, but in 1940 there were 
19 cases of such gassing without fatality; these might 
equally well have occurred in peace-time, since they 
were due to an unfortunate error: a ship’s cabin was 
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being cleaned by spraying water, and some fell on an 


open tin of calcium phosphide which had been placed 


in the cabin by mistake. ae 
But nitrous fumes have been responsible for much of 
the increase in the number of, cases.af.gassing during 
the cases have been 
mild, the percentage mortality being well under 1 as 
compared. with 10 before the war. All but-14 occurred 
in the manufacture of explosives such as trinitrotoluol 
and trinitro-phenyl-methyl nitramine, formerly erro- 
| tetranitromethyl-aniline (hence the name 
tetryl). Lack of experience among management and 
workers is an important factor in causation. §‘ 
It is worth recalling that in 1934 an important new 


‘source ‘of gassing by nitrous fumes came to- light, 9 
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Fig. 6—Cases of gassing by carbon monoxide. 
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cases being reported from the use of large oxy-acetylene 
burners on a liner, for the purpose of heating a heavy 
steel crosshead to expand it and so facilitate its removal 
from the rudder post; while 9 similar cases were reported 
in 1938 during the reverse process of replacing a cross- 
head or “shrinking it on.” Chemical investigation by 
the government laboratory and a chemist of the factory 
department revealed that. the fumes were the result of 
the high temperature flame on the nitrogen in the air. 
Since the war only 1 such case has been reported, again 
when a crosshead was being replaced. 


INDUSTRIAL DISEASES E 


But tbere are certain substances which when inhaled 
or otherwise absorbed in sufficient quantity cause 
immediate effect, classified aş an accident, but which, 
when absorbed in smaller quantities over a period, may 
cause a chronic effect with a different clinical picture. 
It may be necessary for purposes of compensation to 
schedule. the more chronic effect as an industrial 
disease. Examples are to be found in poisoning by 
tetrachlorethane (causing toxic jaundice); diethylene 
dioxide or dioxan (causing hæmorrhagic nephritis); 
and, during this war, methyl bromide, scheduled on 
June 1, 1941, and tricresyl phosphate and -triphenyl 
phosphate, scheduled on Aug. 1, 1942. 

- Between the end of 1940 and the middle of 1941, 3 
workers who had been employed for periods varying 
from 8 months to 3} years in the manufacture of oily 

| tricresly 

aj A phos- 
phate or 
triphenyl 
phos- 
phate, or 
both, for 
use as 
plastici- 
sers in 
cellulose 


CASES 


were 
found to 
be suffer- 
ing from 
a form of 
paralysis 
simulat- 
i ; ; inginfan- 
tile paralysis. It began with tingling and numbness of the 
calf muscles, the patients later developing foot-drop with 
a slapping-gait and subsequently weakness of the upper 
limbs with difficulty in grasping. re was no doubt 
that the cases were similar to those of “ ginger” or 
„Jake ysis in America caused by accidental 
ingestion of ortho-tricresyl phosphate. 
The first notified case of gassing by methyl bromide 
was in 1937 when a man who had been filling fire extin- 
guishers for 6 weeks in the open air with this chemical 
suffered ill effects necessitating hospital treatment for 
2 weeks. Since 1939, however, cases have been 
reported, 3 of which proved fatal; 7 arose during the 
manufacture of the chemical and 6 during the filling of 
a fire extinguisher or as a result of accidental leakage 
from one. 7 s 

In one man who died while engaged in the manu- 
facture, the onset of symptoms seems to have been 
delayed. He collapsed and died on the road on the way 
home from work, and post-mortem examination showed 
cerebral and pulmonary œdema. Apart from local 
blistering of the skin, which is not uncommon without 
other signs: or symptoms, the clinical picture is one of 
irritation of the alimentary and to a less extent of the 
respiratory tract; the central nervous system is seriously 
affected, with disturbance of speech and vision, headache, 
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Fig. 5—Gassing accidents. 


‘drowsiness, ataxia or even convulsions in some cases. 


In one case, a sample of cerebrospinal fluid was found 
by the Government chemist to contain 16 times the 
normal amount of bromine, which averages 1 mg. 
per 100 ml. ee 

But this should not detract our attention from the 
selective action on the central nervous system of the 
important organic radical methyl which is also present 
in such industrial products as methyl iodide and methyl 


lacquers, 


alcohol (metha-. | 
nol). In the 
past these and 
allled products, 
with the excep- | 
tion of methyl 
mercuriciodide, 
have shown no 
serious adverse 
effects, but in 
war-time, when 
exposure by day 
and night may 
be increased, 
our vigilance 
must be main- 
tained ; more 
products may 
eventually have 
to be trans- 
ferred from the- 
list of tho 8e Fig. 7 Cases of gassing by nitrous fumes. 
causing acci- , ; : 
dents to that of those causing industrial disease. In 1941, 
for Campie, there was an isolated fatal case of gassing by 
methyliodide, with effects rather similar to those of methyl 
bromide, in a man who had been employed at intervals in 
its manufacture for a year; and the effects of ingestion of 
methanol are already well known. oy 5 
There has been a decided increase during the war 
in the number of cases of acute gassing from the 
anesthetic vapour of trichlorethylene (fig. 8), the main 
increase (as it was in the prewar period) being in the 
process of metal degreasing. ' fn, iG 
Dry-cleaning was a prominent cause of gassing by 
trichlorethylene before the war, but the decline in this 
use is reflected in the absence of cases from this source 
since 1939. It was résponsible for 2 fatal cases in 
that year, in which delayed action seems to have been 
associated with exertion. In one case a refugee trainee, 
aged 17, with a previous history of vomiting, employed 
as a cleaner, was found in his bedroom, dying, 
following a meal after a long day’s work. The patholo- 
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gist, in his evidence at the inquest, was of the opinion 
that the coma was probably precipitated by climbi 
four flights of stairs, and that the immediate cause o 
death was inspiration of material vomited during coma. 
The other case was in an apparently healthy man of 
20, who had for some time been subjected to rather 
heavy concentration of trichlorethylene vapour in dry 
cleaning. He left his work in the normal way, was 


found forty minutes later in the street near his home, 


deeply comatose, and died before reaching hospital. 

- Benzene (benzol) furnishes a link between accident 
and industrial disease, for while it may cause an acute 
gassing accident it may also cause a more chronic 
condition with a totally different picture, which has been 
scheduled as an industrial disease for compensation. 
In order to obtain information as to how and where it 
occurs, with a view to prevention, chronic “benzene | 
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Fig. 8—Cases of gassing by trichlorethylene (C,HCI,). 
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Ppeisoning- was- added to-the list of notifiable diseases; 


which; now number 14. l 
COUO.. NOTIFICATION OF INDUSTRIAL DISEASE, `; 


‘It would. be illuminating if the Ministry of Information 


could tell us what percentage of the medical profession 


aré aware that notification of any industrial disease. is. 
required, let alone the names of these 14 diseases on the 
list. They are lead, phosphorus, and arsenical- poisoning- 
and anthrax, from 1896; mercurial poisoning from 1899; 

Xiç jaundice from 1916; epitheliomatous and chrome 

ulceration from 1920; carbon bisulphide, aniline and 
‘ chronic ‘benzene poisoning from 1925; -manganese 
poisoning from 1936, compressed air illness from 1939, 
and toxic anemia from 1942. e ee ee 
Fig, 9. gives some indication of the total numbers 
notified annually from 1913. Sometimes after preventive . 
measures have resulted in reduction of., numbers a 
new disease added to the list causes a temporary rise 


until again preventiye measyres have made themselves 


felt. But. the rise during fhe present war is mainly due 
to the two effects of trinitrotoluol—namely, * aniline - 
poisoning” and to a less extent “toxic jaundice.” | 
„Some: industrial diseases require for their production 


Many years of exposure to the causal agent, and therefore 


their manifestation during war-time has little: or no 
lation to that, period, but rather to a previous period.. 


Hence I shall not: make further reference to the non- 
re portable pulmonary. diseases such. as asbestosis, - 


byssinosis of cotton-workers in processes preparatory 
to spinning, and silicosis, though these are subject to 
compensation under special, schemes, or to fluorine. 
osteosclerosis, or. to. cancer, of the urinary bladder in 
makers of synthetic dyes; or to the notifiable diseases 
manganese poisoning in grinders of manganese ore, and 
epitheliomatous ulceration of the skin in workers in pitch, 
tar, bitumen. or mineral ill. 
J must make some. reference, however, to cancer caused 


by. arsenic. The. disease notifiable: is arsenical (and not. 


arsenic) poisoning. (fig. 10), which may, therefore, be 
interpreted, as poisoning. by any. arsenical compound. 
which occurs in industry in the form of. dust, gas or 
vapour, though the resulting signs and symptoms may 


bear very little relation to one another. 
. Dust. from such salts of: arsenic as sodium arsenite, 


lead -and calcium arsenate, and. arsenic: trioxide (white 


arsenic), to which, workers are exposed in, extraction. of. 


arsenjc.and::in the manufacture of insecticides or weed 


killers, give the classical ‘signs, and are responsible for 
' 1L.of the 12. cases occurring. during this war., Of these 
S mene PE and presented in the final stage: the feature, 


mata on the skin of the trunk (which is the site of. 
election of these cutaneous new. growths). or on the 
lower limb, and, in one case, non malignant perforation. 
of the. nasal: septum.. :' In previous years some , half-, 


dozen. cases of cutaneous: cancer 5 in sheep dip; workers. 


and 1 in a worker manufacturing emerald green had 
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c to war-time, of primary cancer. of. the lung 
preceded by primary keratotic new growths or epithelio- 
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Flix. 10—Arsentcal ‘poisoning (excluding cases caused by arsine). 
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been included. If the interesting suggestion proves 


correct that nasal and pulmonary cancer in nickel workers 


is attributable to contact in the past with an arsenical 


‘compound no longer used, such cases should presumably 


be notifiable under the heading of arsenical poisoning. - 
be. vapour of arsenic trichloride may cause intense 


_ irritation’ of the mucous membranes and of the skin, 


causing ulcerative dermatitis. Although 18 of the 
cases ‘included, under the heading of arsenical poisoning 


during the last war were due to this product, manufac- 


tured: for chemical. warfare, the only case during the 


present war arose from the use of this chemical in the 


making: of ‘an anti-fouling paint. Death was from 


broxnichopneumonia with some change. in liver and 


kidneys.. ` The use of this paint on ships will have to 
be borne in mind when, after the war, shipbreaking 
becomes commoner: and .the..oxy-acetylene . blow-pipe 
flame is used; the known. lead hazard may then be 
augmented by an arsenical hazard. l. 

Before 1916, when. toxic -jaundite became notifiable, 


cases of jaundice notified as attributable to arseniuretted 


hydrogen were included under arsenical poisoning, but 
since that date 59 such cases, with a mortality approach- 


ing: 24 %, have been included under the heading of toxic 
Only ‘3: of: these have occurred during the 


jaundice. 
present war and none was fatal, as compared with 17 
during the last war of which 6 were fatal. i 5 
But the most important chemical causing toxic 
jaundice: is the explosive trinitromethylbenzene or 
trinitrotoluol, called for short TNT in this country; 
it bas been christened tolite in France, trilit in Spain, 
and in some other parts: of Europe trotyl or trinol. This 
chemical: may produce a. -variéty of effects. It may 
merely give rise to .a- condition which is not notifiable 
and is known as TNT sickness or gastritis/the symptoms 


being drowsiness, headache, nausea and abdominal 


pain. It may, or may not, be associated with cyanosis, 


which is a form of anilism and is notifiable as aniline 


oisoning- Thirdly, jaundice may develop, and the case 
is then notifiable as toxic jaundice: ‘Fourthly, an anaemia 
of dyshremopoietic type may occur, and:the case is then 
notifiable as toxic anæmia. All these, when disabling, 


are subject to compensation under the heading of poison- 


ing by nitro or amido derivatives of benzene. Lastly, 


there is the external effect: of dermatitis: which is not 


notifiable but is subject. to compensation as: dermatitis 
produced’ by dust or liquids.” )) 
eee. (To be concluded 


1 ro, amet 


In medical: education now the fundamental idea seems to 
be that there is something particularly degrading about sick 


folks and it is imperative that the student be: kept away 


from such contamination as long as possible... . Of course 
Paradise Lost is a requirement and rightly so because it teaches 


the students that there was a hell. worse than the premedical 


course, a thing difficult to comprehend.AxrHUR E. HERTZ- 


LER, of Halstead; Kansas. Anesth. ch Analges. 1949, 22, 297. 
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INFECTED BURNS AND SURFACE WOUNDS 
THE VALUE OF PENICILLIN - 


7 
S D. C. BODENHAM, MB BRIST ae 
FLIGHT-LIEUT. BAF ; OFFICER IN CHARGE, A RAF BURNS UNIT 


= Tus war has produced surface wounds in large 


numbers. Many are burns caused by flame; others are 


injuries by bomb or shell fragmenta: In the early 
stages these twò types of wound differ, but later they 
become similar. l ` 
` For practical purposes two depths of burn should be 
distinguished, (1) the superficial burn with partial skin 
destruction, and (2) the deep burn with complete skin 
destruction. | ; . 
In the absence of gross infection, superficial burns heal 
in 7-20 days. Repair is by regeneration of epithelial 
cells remaining in the depths of hair follicles and seba- 
ceous glands (Barret Brown 1942). Destruction of the 
remaining skin Jayers by gross infection has the effect of 
transforming a superficial burn into a deep burn. 
Deep burns and almost all the surface wounds of 


warfare destroy the skin completely and (unless skin grafts. 


-are used) they can heal only by epithelial growth from 
the edges of the wound. This paper is based on a large 
number of cases with complete destruction or loss of 
skin, of which 75 have been treated with penicillin during 
the last 15 months. 


l CONTAMINATION AND INFECTION 
Three stages of infection may be distinguished :— 
(a) Oontamination.—In the early stages of a burn—whether 
caused by flame, acid or moist’ heat—the dead skin 
forms a protective layer. Immediately after the 
-accident this is ‘sterile, but early contamination from 
clothes, the surrounding skin, or the respiratory tract 
is common. In about 40% of the cases of 
received in this unit within 8 hours of the accident 
hemolytic streptococci or pathogenic staphylococci 
have been cultured. This agrees with the findings 
of ‘Cruickshank (1935) who reported that 11% of a 
series of 100 fresh burns were infected with hemolytic 
_ streptococci and that by the end of the second day 
this figure had risen to 50%. 


For 6 hours after burning these organisms do not 


invade the tissues but are simply contaminants. They 

can therefore be removed by a suitable cleansing and 

the use of an antiseptic. 1 

(b) Invasion. — Within 48 hours, in the absence of effective 
cléansing, such organisms begin to invade the tissues 
and may give rise to all local and general signs of an 
acute infection. 

(c) Established infection.—Without specific treatment, in- 
fection persists until the wound heals. — | 


In burns the invasive period is usuglly prolonged. Its 
AR intensity tends to be reduced by the presence of 
in sloughs, which afford protection and give time for 
a leucocytic barrier to develop. Even so, an intense and 
-active invasion is sometimes seen, causing severe constitu- 
tional disturbance. With burns involving over a quarter 
of the body surface, such an invasion is fatal. There is 
accumulating evidence that infection is the cause of 
many deaths after the second or third day. 

With surface wounds of mechanical origin the im- 
mediate exposure of living tissues—unprotected by the 
skin sloughs that cover a .burn—increases the risk of 
active invasion. But this danger is offset by the fact 
that the first-aid treatment of wounds is generally better 
than the first-aid treatment of burns and that the 


e + 


importance of early wound toilet is widely appreciated. . 


FLORA OF SURFACE WOUNDS 


Hemolytic streptococcus.—The incidence of this 
or 
80%, and this fits in with my findings in 150 major 
burns ‘and many other surface wounds. Hemolytic 
streptococci are responsible for the most serious of the 
local and constitutional disturbances. They often stop 
the growth of epithelium or even cause regression of the 
healing edge; skin-grafts do not take and freshly healed 
skin may break down. Nevertheless they sometimes 
live on a wound undetected until swabs are taken and 


i has been variously reported as from 30% to 


cultures made. In these cases the organism behaves 
as a harmless resident; but it may become active again 
at. any time- either spontaneously or after surgical 
interference with the wound. bP Avie 4 
Though the hemolytic streptococcus is often resistant 
to local application of sulphonamides, it has not resisted 
penicillin (in adequate dosage) in any of. the cases 
under my care. This is important in view of the ease 
with which it can travel from case to case and the fre- 
quency with which this used to happen. 
Staphylococcus aureus is the organism most commonly 
found on burns and surface wounds; indeed its incidence 
is almost 100%. During the invasive period it may 
cause a severe local and general reaction ; and though, 
in established infection, it-may have little or no retarding 
effect on epithelial growth, there is a risk, even in late 
cases, that a reaction may develop if the wound is 
disturbed surgically. The mechanical action of the pus 
produced by the staphylococcus is a common cause of 
failure of skin-grafts; if pinch or divided grafts of 
postage-stamp size are used about half the grafts are 
likely to take in the presence of this infection (Bodenham 
1943). Otherwise this organism is less to be feared 
than the hæmolytic streptococcus. It is almost com- 
pletely resistant to local application of sulphonamides 
in any form but is highly sensitive to penicillin. 
Bacillus pyocyaneus is rarely a primary invader; it 
appears from about the 5th day onwards, usually in 
company with streptococci or staphylococci. In large 
surgical wards full of open wounds or burns the tendency 
to spread is so great that the incidence is almost- 100% 
unless infected cases are isolated. Though it does little 
to retard epithelial growth, it ig responsible for consider- 
able pus production. Elimination of streptococci and 
staphylococci. from extensive surface wounds by peni- 
cillin shows that pyocyaheus alone can induce toxemia - 
and pyrexia, The large quantity of pus produced may 
„ float skin-grafts away from the unhealed surface; 
but, though it has been found in about 80% of the 75 
cases reviewed, skin-grafting has been freely carried out 
in its presence and with fair success. 
Bacillus proteus, too, is rarely a primary invader. It 
forms pus liberally with little retardation of wound 
healing. Its effect on skin-grafts is similar to that of 
pyocyaneus. Its incidence varies greatly from one 
hospital to affother, and at different times in the same 
hospital. In this unit it reached a peak of almost 80% 
in 1942, but during the first 10 months of 1943 it has been 
approximately 10%. Both proteus and pyocyaneus 
are insensitive to sulphanilamide and to penicillin. — 
Bacillus coli has seldom been isolated in this unit and 
has presented no problems. Diphtheroids are occasion- 
ally found as saprophytes. The anaerobes have not been 
specially investigated and it is unlikely that they play 
any significant part in these wounds, though gangrene 
in burns has occasionally been reported (Moroney 1941). 
PREVENTIVE TREATMENT OF WOUND INFECTION 
Contamination of wounds before reaching hospital 
can be lessened by simple measures. The following 
first-aid precautions are advocated for this country where 
transport is available and distances are short. | T 
1. Do not remove clothes by dragging them over injured 
parts. They should, if necessary, be cut away from 
the wound. Clothes covering burns are often heat- — 
sterilised and are better left for removal in hospital. 
2. Cover the part with sterile dressings. If these are: not at 
hand it is better to use a clean towel rather than leave 
the burn (or wound) expose. 
3. Transport the patient with all speed to hospital. 


MANAGEMENT OF BURNS IN HOSPITAL l 
The following procedure has given encouraging results. 

1. Rapidly assess the extent and nature of the injuries. 

2. As soon as the general condition permits, gently but 
thoroughly olean the whole injured surface and a wide 
area around it with 0:75% Cetavlon (ICI) (cetyl 
trimethyl ammonium bromide), . 

3. Remove loose epithelium and dirt with instruments, using 
full aseptic technique. If blisters are intact they are 
better left alone. If they are damaged then they 

= should be cut away. TE 92 KA 

4. Clean the whole area again with cetavlon. 
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5. Cover the injured surface with preliminary cleansing 

cream (Colebrook 1942) which consists of sulphonamide 

‘3%, and cetavlon 1%, in lanette wax SX and neutral- 

oil base. a i: E 8 

6. Dress with tulle-gras, gauze and cotton-wool. It is 

important that the dressings be carefully applied to 

exclude any possibility: of infection entering at the 

edges. Bandages should be firmly applied to support 

the injured tissues and if possible the part should be 

raised to reduce cedema. The dressings must not be 
allowed to blip.. | | | 


These dressings may be safely left for 5-7 days.. But 
if local pain and tenderness, regional adenitis, or signs of 
toxemia suggest infection they should be removed and 
swabs taken for culture. A temperature of 100-101° F. 
is usual with extensive burns.and injuries, even when 
they remain sterile throughout; this pyrexia of injury 
lasts from 3 to 6 days. A rise of temperature occurring 
with mild injuries, or pyrexia above this limit with 
extensive injuries, indicates local infection. 

e accepted principles of treatment—immobilisation 
and free drainage of the infected part—must not be over- 
looked. Where there is infection of extensive wounds 
it may be impracticable to treat it by local specific 
therapy. The general condition of the patient may be 

‘seriously upset by the necessary changes of dressings. 
For these cases the administration of a sulphonamide by 
mouth is advocated and injections of penicillin are 
envisaged when supplies become available. 

About the 5th to 7th day the dressings are changed 
and swabs are taken. The injured surface is again 
cleaned with 0:75% cetavlon. The blisters are cut on 
the 6th day, when most of these mild burns will be 
healed: The areas more deeply burnt are dusted with 
_pulphonamide powder and covered with tulle-gras, gauze 
‘and cotton-wool dressings. k | 

Superficial burns, rarely become infected under this 
régime. A few staphylococci and pyocyaneus may 
be cultured, but pus and local inflammation are absent. 
With deeep burns a slow mvasion with a low-grade 
infection is usual for about 3 weeks. After the first 
change of dressings further changes are made at intervals 
15 3-7 days. Separation of sloughs is assisted with 
orceps. 5 Baog 
- Epithelium grows across, surface wounds very slowly 
unless the healing edge is kept clean. In the absence of 

infection this is simple, and the dressings are changed 
every 5-7 days. If infection is established, daily change 
of dressings is needed to maintain the best conditions for 
growth of epithelium. 5 „ 
For skin losses of more than a few square centimetres, 
skin-grafting greatly accelerates healing. It is particularly 
useful in burns, since they are on the whole larger than 
wounds of mechanical origin. 
Ideally, infection is avoided and grafting carried out 
at once. is is sometimes possible in wounds of 
mechanical origin, and (more rarely) in deep but small 


burns. But infection occurs in almost all large surface 


wounds (Heggie and Heggie 1942) if they do not heal 
within a fortnight, and our object must be to prepare 
their granulating surfaces for skin-grafting as rapidly 
as possible. The problems are similar for burns and for 
wounds, and the same technique of dressings should be 
adopted. Wounds are usually tender so long as infection 
persists, but they are rarely tender when it is controlled. 

Firm pressure helps to prevent the overgrowth. of 
granulations. Epithelium will not grow across an 
uneven surface, and one must aim at uninfected flat. 
even granulations. 


SULPHONAMIDES APPLIED LOCALLY 


Sulphonamides were first applied locally to wounds 
on a large scale in the battle casualties of 1940. Their 
use became widespread, and over-confidence in them 
often led to neglect of surgical principles. It is now 
clear that though they are an aid.to wound management, 
they cannot replace it. Matthews (1942) has shown by 
bacterial counts their value in burns; they reduce the 
infection but do not eliminate it. | : 

Sulphonamide-resistant strains of hemolytic strepto- 
cocci are sometimes encountered (Francis 1942). There 
may be p-aminobenzoic acid or similar antagonistic 
substances in the pus; or the organisms may develop a 


of cases. 


1. Active intense infection; 


resistance to sulphonamides-; or they. may be resistant 


from the start. 


Against the staphylococcus the sulphonamides exert 
only a limited action when applied locally ; the best is 
sulphathiazole, but in comparison with penicillin its 
action is slight. Infection with B. pyocyaneus often 
persists when either sulphonamides or penicillin is used. 

Until the supplies of penicillin are adequate, the 
sulphonamides should be tried first. This has been 
done, with few exceptions, throughout the present series 


LOCAL APPLICATION OF PENICILIN a 

The penicillin has been supplied as a calcium salt in 
powder form (Florey 1943), the potency in Oxford units 
varying from 6:8 to 163 units per mg. So little penicillin 
is required that it was found extravagant to apply the 


TABLE I—SOHEME OF LOCAL PENICILLIN THERAPY | 
Type of infection Strength Applied 


Every 


Cream 200 units per gramme: 
als 24 hours 


l its pe 
pus profuse. (After first | this yields 8 units per sq. cm. 
5 swab treat as a 


Every 


2. Established infection; | Cream 100 u/g. (Au / sd. om.) 
pus profuse st tee 5 24hours 
3. Established infection; | Cream 100 ulg: (&ujsq. cm.) | Every 
pus slight or moderate Or Taon dry ‘conditions are | 48 hours 
wanted :— | 
‘ Powder mixtures 1000 u/g.| Every 
applied as frosting yielding 


24 hours 
4 U /sd. om. , 


(1 g. cream lightly spread covers an · area 6 x 5 omi.) 


powder undiluted to the wound. In addition it proved 
impossible to estimate accurately the amount applied per 
square centimetre. Accordingly I began to use peni 
diluted to a standard potency either (a) in a sterilisable 
Pee of neutral reaction, or (b) in a neutral ointment 
ase. i 

The powder miæture.— Pow dered sulphanilamide was chosen 
as the diluent. Sulphanilamide mixed with 5% (weight for 
weight) light magnesium oxide can be autoclaved at 5 Ib. for 
20 minutes without caking. The penicillin is added, after 
autoclaving, in the cold state hy. simply shaking the two 
powders together; it mixes rapidly. Enough -penicillin is 
used to give a strength of 1000 units per gramme of the mixed 
powder. When this mixture is spread on a surface as a 
light frost, in. the same way as sulphanilamide is commonly 
employed, there are approximately 4 Oxford units of peni- 
cillin per sq. cm. of wound. This is the same amount as is 
applied when a thin layer of cream of 100 units per g. is use. 

The cream.—The cream base advocated by Colebrook 
(Clark et al. 1943) was tried. Prepared in the manner 
recommended, it is satisfactory; but after autoclaving it 
tended to separate into oil and lanette wax. A base of soft 
paraffin and lanette wax with water has proved more con- 
venient and has been used throughout. It aan aa of equal 
parts of soft paraffin, lanette wax SX, and water, mixed at 
140° F. and put into capped glass jars: Each jar is only 
half filled. The jar, with cap on, is autoclaved at 10 Ib. for 
30 min. and during cooling is shaken several times. A good 
cream base results. Penicillin solution at a strength of 500 
units per c. em. is stirred into this to give a final strength in 
the cream of 100 units per g. The result is a yellow cream 
which is easy to spread. The stiffness can be varied by alter- 
ing the water content, but the cream described above is quite 
satisfactory. It can be frozen solid to preserve the, potency 
of the penicillin if it is not wanted at once. | : 

As the base is miscible in all proportions with water the 
cream can be readily removed with water alone. a 

The powder seems to be less effective than the cream, 
perhaps because it rapidly dissolves in the tissud fluids 
and the penicillin is quickly absorbed. In the cream the 
penicillin is dissolved in the water phase of the base and 
finely dispersed: it is not available for immediate 
solution in the tissue fluids ; so its action is spread over 
24—48 hours. 2 

If a wound is covered with.the cream for more than 
a week it,tends to become soggy and epithelial growth is 
slowed. This sogginess can be limited if the cream is 
spread on tulle-gras which has itself. been laid on a piece 
of 6-inch bandage ; tulle-gras and bandage are both laid 
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| TABLE T—RESULTS . 
É S=sulphanilamide; DD=dry dressing; Pp=plaster; M=mercurochrome ; SP=soft paraffin 


No. previous 
positive swabs 


Strep. | Staph. 


to 


ci. -en | [ro] — Sete  sorococo | eo | 


m 


| bat pmt pat BO DO pet | 


aqaaanaa anaaaaaaaaaaa aaaa Q aaa 


aaaaacaaaa}] aaaaa aaaaa a aaaa aaacaa 
pai 


Powder or 


35,000) 
35,000 
35,000 


10,000) 


j 


22 


No. of days 
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‘ --Clinioal progress 


Healed 20 days 
Healed 30 days 
Trt. stopped after 2 neg. 
‘swabs;infection returned 
Healed 20 days 


Greater ealed 
Graft 90% o on rest 
Profuse discharge ; ‘no | 
change: 


Healed 14 days 
aled 8 da 


Ne Ps 


: Graft, 90% e 
Healed 10 dave. T 
2nd-3rd degree burn. 
Are 60% take 
0 e 
Graft 90% 


Patch graft 80% take 


Graft 50% 


Healed 16 days 

Healed 14 da 

Graft 70% take 
raft fail 


Healed slowly (3 months) . 
Graft 60% take 


i Graft 95% take 
Healed 18 days 
Graft 70% take 
Healed 20 days 


Healed 14 days 
Patch graft 85 
Patch grafts 85% take 

Graft 60% take 


Healed slowly, broke down 
(b of knee) 
Healed 14 days 
Healed 9 days 


Graft 

Patch graft 
Graft 75-85% take 
Healing slowly. 
Healing slowly 


$- Treated 5, 3, 2; 2 days 


respectively. 


Patch 
grafts 80% take = 
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on the er 5 And excess moisture can. then 
escape from the wound. * 
Factors influencing dosage are: Z 


(1) Amount of surface discharge. —Much discharge dilutes tho 
penicillin and washes it away. 


(2) Intensity of. infection.—A. higher dosage i is 1 during. 


the period of invasion. 
Table 1 is a scheme of treatment showing the minimum 


strength recommended and the minimum frequency of | 


application 
Swabs should be taken away every 48 hours and gkin- 


grafting; should not be attempted until àt: least three . 
consecutive swabs.are negative. 


The use of special treatment charts is advisable to 
simplify correlation of data. In all cases ane following 


| | particulars were entered: e 5 


Name Renk: : "i Batoh No: 
PINE e e oat Unit: e ae a 
- Description & © " | Synopais of; ` 

size at wound: ae „ a previous treatment: 

. Cause of Wꝗamãmꝓma' < |” : Organisms: present: 

: Age of wound on pa Surface discharge 
mmencing this type: 
atment : Lf oi see | 

1 i . E PROGRESS . ee 

Date of B 2 89 $ Pp nicillin ` Appro: & ral 

applications 8 po enicillin— x. ne 

and/or swab aa K £ form of units reaction to 
tures j i S application used: "infection 


` RESULTS OF PENICILLIN ‘TREATMENT 
Table It gives a synopsis of the results. 


In group L the powdered calcium salt ‘of penicillin; 
applied. every 48 hours, was found to eliminaté strepto- 
cocci and staphylococci from burns and surface wounds. 


None resisted: adequate doses of penicillin, though many 


~ 


had been clinically resistant to .sulphonamides. 


i practice so little 19 was required that it was difficult. 


to avoid wast excess. 

In group m the cases were treated with penicillin 
mixed with sterilised sulphanilamide powder to a strength 
of 1000 units per gramme. This proved ‘effective when 
applied as a/light frosting every 24 hours. All powder 
preparations are liable to cause pam, though this does 
not last long and is rarely so bad that treatment has to 


be stopped. 


In group m the cases were treated every 48 hours 
with cream containing 100 units per gramme. The 
results were more consistently satisfactory than those 
obtained with the powder. One case of streptococcal. 
infection and two cases of staphylococcal infection 


remained uncontrolled after a fortnight’s treatment. 
The response of the streptococci compares favourably. 


with that. reported by Clark et al. (1948). No com- 
parable series of staphylococcal infections treated with 
penicillin has been reported. 

In group W the cream was applied every 24 hours and 
gave even better results. There were no failures. 

Recurrence of infection.—Staphylococci usually re- 
appear in cultures from the wound 5—7 days after peni- 
cillin treatment ceases. Streptococci reappear later and 


less often: 


Sloughs. Penicillin can deal with coccal infection in 
the presence · of sloughs, but not if they cover the whole 
surface of the wound. n 


. PENICILLIN AND SKIN-GRAFTING 


The early remaval of coccal infection reduces the delay 
before skin-grafting can be undertaken with good 
prospect of success. So many factors affect the take of 
grafts that figures must be very unreliable, but it can be 
safely said that results in this unit have irnproved since 
penicillin has been used. 

Penicillin powder has been applied under grafts on 
non-infected surfaces as a prophylactic measure in 15 
cases. No adverse effect on the percentage take was 


combined with firm-’ pressure. 


observed, and the method should prove valuable in the 
immediate grafting of wounds. 


Preparation df. surfaces Infected g E show 
considerable improverfient after penicillin treatment. 


In 
the absence of firm support, however, they tend to 
become cedematous -and exuberant. They should be 
flat, smooth, and delicate, bleeding easily but not 


r spontaneously, bright; in colour and delicate in texture. 


These qualities are’. attained by control of infection 
A last dressing of dry 
close-mesh gauze, applied 12 hours -before operation 


with the firmest pressure that can be:tolerated, together 


with elevation of the part, produces & good surface for 


grafting. If the granulations are old, it is useful to 
freshen the relatively avascular surface by curettage. 
The tissue tolerance for penicillin. is high, and in no 


case have either local or constitutional ill effects been 


attributable to its use. In early cases a particularly 
delicate velvety type of granulation i is produced. Dis- 
charge is slight and mucoid. This is in marked contrast 
to the appearance of the granulations after the continued 
use of eusol and proflavine powder. Here the granulations 


are hard, tough and of the coconut matting ” type; 


skin- -grafts take poorly and- st ia advances but 
slowly over the surfaces. et 


\ 


: SUMMARY. AND CONCLUSIONS.’ 


In first-aid for burns more care should be taken to 

prevent contamination. 

enicillin is more active than’ the: sulphonamides in 
eliminating streptococci and staphylococci. from burns 
and surface wounds. It removes streptococci. which are 
resistant to sulphonamides. 
Penicillin does not affect B. proteus, nor (in concentia; 
tions lethal to gram-positive cocci) B. pyocyaneus. 

A cream base, formed with lanefte wax and soft 
paraffin, and giving a concentration of 100 Oxford 
units per gramme, is the most ee and economical 
means of applying. penicillin, to ‘burns and surface’ 
wounds. Applied every: 24 hours it will usually remove 
gram-positive cocci from an infected raw surface within 
4-6 days. Wounds tend, however, to become soggy 
after it has been employed for a week or more. , 
Where the surface ‘exudate from a wound is only 
slight, or dry conditions are desired, a penicillin- 
sulphanilamide powder is suitable. 

Penicillin in strengths up to 20 units per ‘sq. cm. has 
no adverse effect on. skin-grafts... Its use facilitates 
grafting of raw surfaces: 


I am indebted to the. Director-General of Medical Services, 
RAF, and to Group-Captain Barnes for permission to carry 
out this work, I also want to thank Prof. and Mrs. H. W. 
Florey for their continued interest and help, Dr. L. Colebrook 
and Mr. A. H. McIndoe for teaching me a great deal about 
wound management, and Squadron-Leader D. E. Price and 
Squadron-Leader A. C. T. Vaughan for, the bacteriology of 
the swab cultures ; also the Sister and nursing staff who have 
assisted in comping wpe records. 
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DETERMINING Broop -UREA CLEABANOE. —Knowing the 
volume of. urine in o. em. per minute,, the. blood-urea per 
100 c.cm. of blood, and the urea coneéntration per 100 c.cm. 
_of urine, one can with the aid of a formula and some 
arithmetic calculate the blood-urea clearance as a percen 
of the normal value. 
or distrust their ability in such sums, Morris C. Davis, MD, and 
Mildred- Barnard, ma, have constructed a monograph. (W. 
Ramsay, Melbourne, 6d.), with the aid of which and a ruler 
the clearance value can bé readily reached. Proceeds from 
its sale are to go to the Alfred e Clinical Fund for 
Students. 


For those. who, dislike the. arithmetre, | 


‚Pn . ee peo pe 2 e * Oli 
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. ticularly of death on the table.! 
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MODERN (NON-VOLATILE) ANA:STHESIA. 
ki OBSERVATIONS ON 1000 OASES a 


F.. BARNETT MALLINSON, MRCS, DA . i 
ANÆSTHETIST TO PRINCESS BEATRICE AND ROYAL WATERLOO 
HOSPITALS AND TO EMS; CONSULTANT ANÆSTHETIST, | 
LATE AMERIOAN HOSPITAL IN BRITAIN 


COMFORT and rapid convalescence for the patient 
should always be, after safety, the anzsthetist’s major 
care. Until the last 15 years little progress had been 
made in anæsthesia in perfecting less toxic drugs or 
devising better apparatus. The strides made recently, 
however, in both these directions have been enormous, 
enabling the modern anesthetist to offer his surgeon a 
a1 degree of comfort for his patient, an increased 
margin of safety, and widened surgical scope. Comfort 
for the patient facing what is for him a severe ordeal 
seems to have been sadly neglected in the past by the 
anæsthetist, whose attitude (presumably dating from 
the early days of anesthesia when merely to be rendered 


- 


induction of anesthesia must normally be a horrible 
nightmare to all but the most insensitive, and recovery 


often be accompanied by nausea, sickness and physical 


misery inevitably prolonging convalescence ; and further- 
ae hat these evils are necessary ta assure the patient’s 
safety. | | 


OBJECTIONS TO CHLOROFORM AND ETHER 


The chief offenders against the patient’s comfort and 
rapid convalescence are chloroform and ether—but are 
methods employing these and other volatile agents 
safer or even as safe as more modern ones ? Chloroform 
is fortunately now almost universally recognised as being 
too poisonous for the production of surgical anesthesia 
in human beings, after much bitter experience, par- 
Ether still seems 
to be a stumbling block because, having a wide mar- 
gin of safety (during administration only, be it noted), 
it is the easiest to administer from the point. of view 
of getting the patient off the table alive, and in 
apparently fair condition ; that seems to have been the 
anzesthetist’s chief criterion of success. Thus ether’s 
contribution to postoperative mortality has gone largely 
unperceived, owing to the anesthetist’s custom of 
relieving his mind of all further responsibility once the 
patient was out of the theatre. If the anesthetist of 


today expects to be entitled specialist he must 
follow up his patients and assume his share of respon- 
sibility for their postoperative condition. 


ETHER 


Ether’s 


id 


o 88388588 


PULSE-RATE (per min.) & 
(BLOQD-PRESSURE (mm. Hg) 
Aus- AA 
(per min.) & 
BLOOD-PRESSURE 


60 0 


30 60 30 
TIME IN MINUTES 


Fig. to) Prostatectomy ; fair condition ; aged 72. Pento- 
that 0:3 g. with N,O-O, and ether 3} oz. Boyle machine. 
(b) Laparotomy for subhepatic abscess; fair condition; aged 
49. N,O-O, (induction) with ether 8 ox. and O, (mainten- 
ance). Oxford Vaporiser. - 


0.0. 


machine. 


deceptive reputation for safety will then become plain. 
When a patient dies of chloroform poisoning there is 
often a matic exitus on the table; but consider 
middle-aged patients undergoing major surgery, or 
shocked casualties. How many of these, despite first- 
class surgery and nursing, just fail to survive, dying of 
so-called postoperative shock after a long etherisation? 
I contend that ether, though for many years the best 
and safest drug at our command, must now be classed as 
neither ; nor does it produce the best results either for 
the patient’s comfort or his rapid convalescence, in time 
of war a paramount consideration. In my view, there- 
fore, ether is now best avoided wherever possible and 
in future should be eliminated altogether from our 
f l 
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techniques.. : The following facts concerning the: taxie 
and damaging properties of ether arè. quoted to ‘support 
these contentions. Etherisation causes 
(i) Cardiac dilatation, ‘weakened doritractions,? myocardial 
relaxation,“ and peripheral vasedilatation,“ consequently 
ultimately lowering blood -· pressures. 
(2) In patients in shock, further profound depression of the 
cardiovascular: system by paresis and increased permeab 
of 5 (fig. 1, charts A and B; ef. charts A and B 
140 Destruction of red cells, reduction of Hb up bday 
(4) Paresis of entire gastro-intestinal tract, resulting 
in considerable discomfort from gas pains,” and not rarely 
in acute dilatation of the stomach or. paralytic ileus.7 
(5) Albuminuria, ‘‘ often with casts,” in 25% of cases.?“ 
(6) Considerable increase in H. ion concentration, hyper- 
glycemia and “ acidosis.” 130 ` een ie a 
Cushny 7! has compared the cardiac dangers of chloro- 
form and the respiratory dangers of ether on level terms 
as regards ultimate morbidity and mortality. Other 


: 1 + ob 12 ha: h hat shock and death af 
unconscious was a boon) has taken it for granted that the 5 ave shown that shock and death after 


intestinal manipulation in dogs occurred most rapidly 
after ether out of a number of anesthetics (including 
Pentothal) used. ö e 
Experience during the first world war showed that 
90 % of the wounded who underwent amputation through 
the thigh in CCSs died after chloroform and/or ether 
anesthesias, whereas such operations could be carried. 
out at Base with comparatively low mortality.!?: It 
appears to be im the former circumstances that the use of 
ether has been so strongly advocated owing to its pora- 
bility and ease of administration, whereas in the latter, 
improved facilities (thanks to the efficiency of modern 
drugs and apparatus) render its use largely unne ary 
and mortality can thus be further reduced.1‘ Kaye 35 
in the Middle East quotes an incidence of 15% respiratory 
morbidity. in soldiers after ether anesthesia. Davies !* 
found that the vomiting, rate after N,QO-O,-ether was 
62%; when pentothal was substituted for ether it 
dropped to 28%. Nygaard's very comprehensive study!“ 
gives vomiting up to 72%, headache up to 15%. 
ether. Neither comfort nor convalescence are favoured 
by these sequele. a TED 


oe 


ADVANTAGES OF MODERN DRUGS 


The intelligent use of modern drugs and apparatus 
can greatly improve the comfort and accelerate the 
recovery of postoperative patients. Increased safety 
in bad risks has already been demonstrated in a previous 
paper,“ giving statistics of military casualties arriving 


NON- ETHER 


30 
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Fig. 5 Prostatectomy ; poor condition ; aged 69. Pentothal 0:5 g. with spinal percatne 10 e. em. 
and Boyle machine. (b) Laparotomy for cholecyst-gastrostomy and jejuno jejunoscom ; 
fair condition ; aged 49. l N 

le) Laminectomy for removal of disc and spinal fusion ; good condition ; aged 24. 

Pentothal 0'5 g. with intratracheal N. O- O.. McKesson machine. Blood-transfusion 400 c. em. 


Pentothal 0-3 g. with spinal percaine 15 c. cm. an 20-O,. Boyle 


from France, severely exhausted, many with gas gangrene 
and most without previous treatment. In the seriously 
wounded the mortality among those etherised was 18% ; 
among the others it was nil. 

Nitrous oxide is almost the earliest and certainly the 
weakest : anæsthetic——but. how transformed are its 
capabilities by. modern apparatus and methods. of pre- 
‘medication ! Almost universally acknowledged as 
per se the least harmful agent known, having no per- 
ceptible effects on the body, 1“ 1 only by unjustifiable 
efforts to reinforce its power with, anoxia can it damage 
the patient 1 2°; this is never necessary if it is supple- 

entothal when an abundance of oxygen 
Pentothal is also almost entirely 


` 


can be employed. 


730 1 Lancer)’ 


non- toxic.“ These two agents, allied or separately, can 
cover almost the whole field of extra- abdominal surgery 
as well as much abdominal work. 0 
Experience of large numbers of air-raid casualties has 
repeatedly shown that pentothal- O,, or with N, O and 
high O, content (30-50%) is outstandingly successful. 
Many other angsthetists have expressed the same 
opinion. This combination, supplemented further with 
cyclopropane (after N,O probably the least toxic of all 
inhalation anssthetics) further widens the field which 
can be covered. Finally these agents can be combined 
with the. percaine spinal technique of Wilson 22 to pro- 
duce abdominal relaxation incomparably better than 
anything obtainable with the deepest soaking in chloro- 
form and ether, and with far less formidable after-effects. 
This combined technique, first described by Jarman,” 
almost entirely eliminates the disadvantages of un- 
supplemented spinals. Furthermore, in severe operations 
an unrivalled degree of protection from the effects o 

neurogenic *4 and psychic ** shock is achieved. : 
` The following is a summary of the routine techniques 


used to the total exclusion of chloroform, ether and the 


volatile agents generally. 

(1) Intravenous pentothal, single dose, or continuous 
with the highly efficient apparatus of Macintosh and Pask.?“ 
(2) Pentothal induction followed by N,0-O,, supple- 
mented if necessary with small additional injections of 
pentothal or cyclopropane ; with or without intubation. - 

(3) Pentothal induction followed by percaine spinal (or 
field block if spinal contra - indicated) and N,O-Q,.. á 


Pentothal makes induction entirely pleasant; true 
contra-indication is almost non-existent. In children 
of an age to fear venepuncture ?? rectal methods are 
substituted. 

These sequences alone are sufficient for any anzsthesia 
problem, given patience in evolving techniques and a 
strong enough desire to improve the results of anæsthesia. 
The satisfactory results obtainable‘ are seen in fig. 2. 

Finally there is the question of frontline and 
“blitz” ansesthesia. For situations where bulky 
machines are impracticable, open mask angsthesia has 
been much advocated. We have seen what a terrible 

mortality that can entail. !? It is therefore strongly 
urged that pentothal is the safest, speediest and most 
portable way of avoiding it. Woolmer ** demonstrates 
its applicability and Jarman’s pentothal case proves 
it. One such case was in constant service on mobile 
unit work around London in the raids, and, compactly 
slung on the shoulder, made one entirely independent 
of other apparatus. Cyclopropane outfits can also be 
made sufficiently light and portable. 

The protagonists of ether say that these 
too dangerous for the non-specialist. 
experience “with 
growded “ Dunkirk.time ” has convinced me that any 
well-trained young medical man who may be called on 
for anesthetics in this war can acquire sufficient skill, 


methods are 
Considerable 


with a few weeks intensive training, in the methods out- 


lined to be a much “safer ” anssthetist (having regard 
to the long view of mortality, not just the get-’em-off- 
the-table-alive outlook) than if left. to struggle along 


* ‘TABLE I—IMMEDIATE POSTOPERATIVE CONDITION IN 


i 1000 OASES 
Shortest Within Longes Average ` 
Condition time | hr. time time 
Recovery of con- | Close of 709 . 7 hr. 50 min. 
soiousnes | opn. (40%) 
Able to take fluids | 6 min. 50% 12 br.t 2 br. 
by mouth’ i ; i 5 
»»Fxoluding gut operations on special feeds. 
1 Including all severely shocked patients. 


-= with the older drugs and methods. Particularly if the 
specialist is not always available should his substitute 
be skilled in the use of drugs and methods least harmful 
to the patient. e 

No- one contemplating patients returned to the wards 
after surgery can fail to be impressed with the difference 
between the etherised and the non-etherised. The 
former often come back snoring, sweating and gurgling, 
with the relaxed hypotonic muscular system whic 
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student assistants all through the - 


cerned, because the patients’ 


\ 


— 


5 poor circulating blood volume, reduced cardiac 
output and stagnant anoxia; after à long period of 
such coma they return to consciousness to vomit re- 
peatedly and exhaustingly (further depleting their body 
fluids), and remain miserable for hours or possibly days. 
The latter usually return quiet, warm and dry; often 
fully conscious, with good tone in muscles and cardio- 
vascular system, are rarely even nauseated and com- 


monly taking fluids within the hour—not vomiting them. 


Which of these is more likely to have the greater comfort, 
the quicker convalescence; and (in the more serious cases): 
the better prognosis ? | : 
FIGURES IN 1000 CASES. f i: i 
Observations have been made on 1000 unselected cases 
of · all types of general surgery, acute and cold,“ in 
which no volatile anesthetic agent was used. Some 
220 of these cases were done with the American Hospital 
in Britain, and include many shock-producing procedures 
such as laminectomies, cup-arthroplasties of hip, and 
hip-joint excisions, often on poor-risk patients; 10% 
of these cases were transfused. The rest were done in 
TABLE II-—POSTOPERATIVE PULMONARY COMPLICATIONS 
a IN 1000 oases = - i 
Normal respiratory tracts before operation (831 cases) 
Generel 


i Abdominal 
Complication cases (170) 


cases (661) Total 
Slight bronchitis .. | 1 (015%) | 2 (1-2%) 3 (0-36 %) 
Severe bronchitis .. Nil Nu Nil 
Pneumonia 1 (0-15 „% Nil 1 (0-12%) 
Atelectasis... .. | 1 (0:15%) 1 (0-6 % | 2.(0-24%) 


Total morbidity.. 3 (0.45%) | 3 (1˙8 %) 6 (072%) 


Pathological respiratory tracts before operation (169 cases) 


General cases (112) 


Abdominal cases (57) 
Complication 


Upper resp. infec. | 
Bronchitis 
Asthma 
Hypostasis 
Tuberculosis 
Collapsed 7 lobe ; 


* 


— @e 


EMS hospitals and include a fair pro ortion of 
casualties. The abdominal series fnokades acute p 


Ino. II, 1943. - 


— 


gencies as well as gastrectomies, splenectomies, &c. 


I doubt whether any methods employing volati 

ansesthetics could show comparable res te An 85 
was in fact made at the s of this study to run a 
parallel ‘series of cases by colleagues using volatile 
anæsthetics. This however broke down owing to paucity 


of coöperation in completing cards by those using 


aaa 5 i 
er attempt. to compare these mod Š 
volatile methods with modern methods of administering 
ether, by employing the latest ether ap tus, tbe 
Oxford Vaporiser, had to be abandoned after 18 cases 
at the generally expressed desire x the surgeons con- 
ostoperative iti 
became so much less favourable. This did not 8 ima 
one in view of the opinion recently stated by Bannister 3° 
that “a careful follow-up of cases. . . in the Radcliffe 
I „Oxford, has failed to show any difference 
between ether anesthesia from the Oxford Vaporiser 
and ether anzsthesia by other means.“ . | 
In the 773 Generel surgical cases the duration of 
dp ger ranged from 5 min. to 4} hr., with an average 
of 48 min.;. 308 were over è hr, In the 227 abdominal 
cases durati n ranged from 15 min. to: 3 hr.; average 
54 min.; 118 were over hr. As regards postoperative 
vomiting, moluding cases which had been vomiting 
before. operation, only 20% of the patients had. any 


* 
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TABLE YU—COMPARATIVE TABLE OF TOTAL POSTOPERA 
MORBIDITY AND MORTALITY ; 


ABDOMINAL CASES ALL TYPES OF OASE 


Complication | © ether “| fa | Complication. Mathes š thesia 
68 series 
90. % % 
Slight 5°6 Slight 59 0'3 
b bronchitis 
Severe 3-0 Severe 2°5 Nil 
bronchitis bronchitis 
Pneumonia 1-1 Pneumonia 0-09 0:3 
Atelectasis 23 Atelectasis 1-39 (03 
Total pul. 12-0 Total pul. 11:9 0-8 
mortidley | morbidity | | 
Total pul. | 1-1 | Nil | Total pul. | 0-7 | Nil 
mortality mortality ä 12 


atiente. i 
p Male, aged 68. Fractured skull, ribs, clavicle, compound tibia ; 
vere shock. ied, 24 hr. Cerebral compression, fractured base 
of skull at PM. 
Male, d 27. Right buttock, hip, thigh, leg arm, completely 
pulped., rated face. Profound shock. Died, 24 hr. Irre- 
versible shock. È 


vomiting at all; of these 6% vomited once, 5% twice, 
4% thrice and 5% more than thrice ; 3:5% patients after 
spinals had moderate headache relieved by ‘Veganin ’; 
no true spinal headaches occurred. Of the 18 patients 
angesthetised with the Oxford Vaporiser, 9 vomited, 
3 once, 1 twice, 2 thrice and 3 more than thrice. 

The immediate postoperative condition of the 1000 
patients is summarised in table 1. In the small Oxford 
Vaporiser series, where none of the patients was shocked 
or seriously ill before operation, the shortest time to 
recover consciousness was 15 min.; 6 of the 18 cases re- 
covered within an hour ; the longest time was 5 hr. and 
the average 2 hr. 7 min. One of these patients could 
take fluids by mouth after 30 min.; 3 within an hour; 
the longest time was 7} hr.and the average 3 hr. 40 min. 

The postoperative pulmonary complications are set 
out in table I, and the incidence is compared in table m1 
with figures published by Dawkins from the Middlesex 
Hospital. In the 18 Oxford Vaporiser cases, though all 
had normal respiratory systems before operation, there 
was 1 case of slight bronchitis, 1 of interlobar empyema 
and 1 of bronchopneumonia. ` 


SUMMARY 


be patient’s comfort and rapid convalescence, which 
should be the anzsthetist’s major care after safety, 
have been largely neglected until lately. Man 
thetists have thought that the only way to 

in adhering to the óld and uncomfortable ways. 

Chloroform and ether are the chief offenders against 
the patiént’s comfort, and it is unsound to judge their 
safety without following the patient’s progress after 
leaving the theatre. 

Chloroform has already been widely discarded because 
of its toxicity, and evidence is quoted to show that 
ether is so toxic and so liable to produce postoperative 
pulmonary complications that it should also be given up. 

Nitrous oxide, pentothal and cyclopropane, combined 
with spinal or field blocks where deep relaxation is 
needed, can cover the whole field of surgery, including 
air-raid and front-line work. f 

- Įnexperienced anæsthetists can acquire sufficient skill 
‘to be much safer with these modern methods than if 
they use chloroform or ether. 

In 1000 cases angesthetised by modern non-volatile 
drugs the incidence of postoperative vomiting was only 
20 , and the total 1 pulmonary morbidity 
was 0-8 9%, compared with 11-9% in a comparable gas- 
chloroform- ether series. 

I would like to thank my colleagues at the former American 
Hospital in Britain for their part in suggesting this study and 
their help in carrying it out; especially Dr. Charles Bradford 
of Boston, who mainly designed the follow-up card used. 

(References at foot of opposite column) | 
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LOBAR PNEUMONIA 
TREATED WITH SULPHAMEZATHINE AND 
a SULPHADIAZINE — | 
T. N. MorRGAN,- Mp AREA R. WYLIE-SMITH, MD CAMB 
— “WOODEND HOSPITAL; ASSISTANT MEDICAL SUPERIN- 


IN MATERIA MEDIOA, TENDENT OF THE 
ABERDEEN UNIVERSITY HOSPITAL 


BECAUSE of the distressing toxic symptoms often seen 
in patients receiving sulphapyridine, other compounds 
of sulphanilamide, possessing the therapeutic activity of 
sulphapyridine but less liable to induce toxic side-effects, 
have been introduced. Both sulphathiazole and sulpha- 
diazine have been found to be effective chemotherapeutic 
agents, and compare favourably with sulphapyridine as 
regards toxicity. Sulphathiazole, however, is not always 
free from emetic action, and sulphadiazine shares the 
tendency of other sulphanilamide derivatives to produce 
renal. damage from precipitation in the renal tract 
e et al. 1941). This is due to the fact that, at 
physiological ranges of urinary pH, sulphadiazine is the 
least soluble. of the sulphonamide compounds, although 
its acetyl derivative is much more so than the parent 
substance in an alkaline medium (Gilligan et al. 1943; 
Rose et al. 1943). To overcome this disadvantage, Rose 
and his colleagues, by introducing two methyl: groups 
into the 5 ring, prepared sulphameZzathine (the 
4: 6-dimethylpyrimidine compound of sulphanilamide), 
and have reported on its chemistry and pharmacology. 
This substance and its acetyl derivative are approxi 
mately four times as soluble as the corresponding .com- 
pounds of sulphadiazine. Sulphamezathine is rapidly 
absorbed from the intestinal tract, so that with regular 
dosage the concentration in the blood can be well main- 
tained at 5-10 mg. per 100 c. m. Prelimi clinical 
trials by Macartney and others (1942) e that it 
was of high therapeutic efficiency and low toxicity. 
Jennings and Patterson (1942) and Peters and Easby 
(1943) have also reported favourably on it. 
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TABLE I—CASE-MORTALITY IN RELATION TO AGE 


* 


E ae ‘Sulphapyridine i | ` Sulphadiazine. Balha- 
Age (yr) ra 
Deaths . | Cases | Deaths Gao usnkhs) . 
0- 9 ; ie Peak 
10-19 Be vite, | AO, fe 12 
20-29 5 (6˙4 %) 12 10 
30-39 3 (46%) 9 16- 
10-49 10 8 4014 17 
50-59 ` 9, (23%) ` Eia 7. 
60-69 | 9 (245%) | 6 |. 6 
70-79- | 16 | 7 (48%) | 3. 1 1 
80-89 | 1 | 1 (200%) 1 E ze 
85 e Be l oeg : 
>, PRESENT INVESTIGATION —_. 


In this investigation an attempt was made to compare 
the efficacy and toxicity of sulphamezathine and sulpha- 
diazine by treating in. order of admission alternate cases 
of a series of 137 patients suffering from lobar pneumonia 
with either of the drugs, and to contrast the results 
obtained with 354 cases treated with sulphapyrid ine. 

The diagnosis of lobar. pneumonia was based on the 
history of the illness and physical examination, and on 
radiological examination carried out within twelve hours 
of admission and at weekly intervals thereafter. Before 
the beginning of treatment blood was obtained for culture 
and hematological’ examination, sputum was examined 
bacteriologically to confirm the predominance of pneu- 
mococci, and where possible the organism was typed: 
Only cases of true lobar pneumonia are included in this 
series. All cases of bronchopneumonia and- atypical 
pneumonia, and cases showing a mixed flora on sputum 
examination, have been excluded. 

The routine treatment in the case of all three drugs 


Was essentially the same—administration of 4 g. of the 


drug, followed by 1 g. four-hourly. In the case of 
sulphamezathine and sulphadiazine the maximum total! 
dose was 20-25 g. In the sulphapyridine cases a similar 


; f l RESULTS ` a 
The relation of age to case-mortality is set out in table 1, 
the incidence of toxic effects in table Ir and the incidence 
of complications and sequelæ in table m1. : 
Sulphadiazine.—Of 69 cases treated with this drug, 
12 were suffering from some pre-existing general disease 
which might have been expected to affect adversely the 
outcome of the pneumonia. There were 2 deaths; 
3 cases .showed bacteremia on. blood-culture. The 
average time required for the temperature to become 
normal in the 67 cases which recovered was 35 hours; 
2 cases failed to respond to treatment. — 
Sulphamezathine.—Of 68 cases treated with this sub- 
stance, 5 were suffering from a pre-existing disease. 


There were no deaths in this series and no bacterzemic - 


cases. The average time.required for the temperature to 
reach normal. was 43 hours; 1 case failed to respond to 
treatment. -In 2 cases the pneumonic process recurred 


after. initial recovery, and in both the condition responded 


rapidly to further treatment with sulphamezathine. 
Four cases showed toxic effects; there was no case of 
oligunia or hematuria, and no vomiting or nausea. One 
patient developed transient but well-marked cyanosis 
due to methemoglobinemia. „ 
TABLE IM—INOIDENCE OF COMPLICATIONS AND SEQUELS 


Sulpha- | Sulpha- | Sulphe 

pyridine | diazine | mezathine 

ae (354 cases) (69 cases) | (68 cases) 

a oe No. & % No. & % No. & % 
Failed to respond to ean z | 
treatment P 13 (36) | 2 (2'8) 1 (14) - 
Empyema 9 (2°5) | 2 (2°8) 2 (279) 

Recurrence of pneu- 8 ` 
mona 2 (0˙5 ) 2 (2°9) 
Pleural effusion* 23 (6'4); | 15 (21°5) 10 (14°8) . 
Delayed resolution. 27 (7˙6) | 5- (7˙2) 6 (E. 


* Sufficient to produce well-marked clinical and radiological 
and to require aspiration. — tek it ea? ees 
Sulphapyridine.—The’ results. obtained with sulpha- 
yridine, in spite of the difference in total numbers, 


signe 


U 


dosage was given, but a few cases received as much as present some interesting comparisons with those obtained 


35 g. In addition to the usual symptomatic and nursing 

treatment, care was taken to ensure a large fluid intake. 
In all cases radiological examination was carried out 

weekly, in an attempt to determine the time required for 


— — mr cre | cs | eee 


tt | cs | tees | ete | i 


9 2 
2 5) | (0:5) 


~ 


1 1 
(1'4) | (1°4) 


1.1. 
(14) | (1'4) 


resolution of the pneumonic process, as judged by the 
disappearance of opacity in the lung. It was found that 
clinical recovery was. seldom associated with a parallel 
disappearance of radiological signs, for the X-ray picture 
may be grossly abnormal two or more weeks after 
apparent recovery. In most cases however opacity in 
the lung fields had largely disappeared by 21 days, and 

persistence of lung shadows for a significantly. longer 
period has therefore been regarded as evidence of delayed 
resolution. No account was taken of enlargement of 
hilar glands, which may persist for some time after the 
lungs have regained their translucency, 8 


for the fever to subside was 29 hours. 


with the newer compounds. Of 354 cases, 310 recovered, 
giving a case-mortality of 12.4 %. Twenty-five cases 
were suffering from pre-existing disease. Of the 44 


fatal cases, 16 died either before treatment could be 


adequately instituted or from some pre-existing condi- 


tion unrelated to the pneumonic process during con- 


valescence, so that the corrected case-mortality is 7.9%. 
Twenty-one cases gave positive blood-cultures on admis- 


sion, and one of these died. The average time required 


po N Y 


? DISCUSSION | 

As will be seen from the tables, there can be little 
doubt about the effectiveness of sulphamezathine im the 
treatment of lobar pneumonia. In the present series the 
death-rate was lower with sulphamezathine and sulpha- 
diazine than with sulphapyridine. The difference in 
total numbers in the two series must be taken into 
account. It seems clear, however, that sulphamezathine 
is at least as effective as sulphadiazine and sulpha- 
pyridine. There was no very marked difference in the 
incidence of sequelæ, such as empyema and delayed 
resolution, between the cases treated with the three 
drugs, except that the incidence of pleura! effusion is. 
higher in cases receiving sulphamezathine and sulpha- 
diazine. 3 eee Sg te Sth 

Toxic effects from sulphapyridine are of, course 
common, but they are rare with sulphamezathme ‘and 
sulphadiazine. Of particular interest is. the absence of 
gastro-intestinal symptoms and oliguria where sulpha- 
mezathine is used. | | 3 ` 

One of the cases treated with sulphamezathind showed 
well-marked cyanosis, due to methæmoglobinæmia. This 
is not etn iat because with careful: spectroscopic 
examination of the blood it was found that methæmo- 
globin could be detected in many of the ‘cases treated 
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with sulphamezathine or sulphadiazine, although the 
degree of the methemoglobinemia was not sufficient 
to produce clinically remarkable cyanosis. Further, if 
either of these substances is administered along with 
confection of sulphur, sulphæmoglobin will be formed; 
so that, while the tendency of sulphamezathine and 
sulphadiazine to alter hemoglobin is less than that of 
sulphapyridine, it is not entirely absent. 

Two additional points of general clinical interest 
emerged. It was noted that in cases which recovered 
from pneumonia to develop empyema later, defervescence 
was slow; the average time for the fever to subside in 
such cases was 60 hours. As already stated, the radio- 
graphic signs of the lung lesion outlast the other clinical 
signs of pneumonia by some 1 or 2 weeks, and, in seeking 
for factors which might be correlated with the time of 
resolution, it was found that this had no relation to the 
duration of illness before treatment, the extent of the 
lung lesion, the apparent severity of the illness, or 
the total dose of chemotherapeutic agent employed. The 
incidence of this complication does however bear same 
relation to the age of the patient. Of 38 patients in 
which the pneumonia resolved slowly, 27 were over the 
age of 40. 

SUMMARY 

The results obtained by treating alternate members of 
a series of 137 cases of lobar pneumonia with sulpha- 
mezathine and sulphadiazine are compared with those in 
354 cases treated seriatim with sulphapyridine. 

The curative effect of sulphamezathine, as judged by 
case-mortality, is at least equal to that of sulphadiazine, 


Medical Societies 


SOCIETY OF MEDICAL OFFICERS OF HEALTH 


AT a meeting of the Fever Group on Nov. 19, with 
Dr. ANDREW TOPPING in the chair, a discussion on 


Hematology in the Infectious Diseases 


was opened by Dr. G. W. GoopHartT (LCO Pathological 


Service), who said that one of the difficulties in employing 
blood-counts in differential diagnosis is that the picture 
varies with the stage of the disease and this is often 
difficult to determine exactly. The prodromal stage of 
most fevers is characterised by a polymorph leucocytosis 
which persists into the eruptive stage in coccal diseases, 
whereas bacillary and viral infections tend at that stage 
to produce a leucopenia or a lymphocytic response. In 
scarlet fever a polymorph leucocytosis persists usually 
until the end of the second week and its absence in severe 
toxic cases is a bad prognostic sign. Eosinophilia, some- 
times yp to 10%, is characteristic. He would be chary 
of excluding scarlet fever even if there is no clear poly- 
Prominent among the diseases marked 
by leucopenia with a relative lymphocytosis is enteric 
fever. These changes occur quite early but their 
importance in diagnosis is overshadowed by the develop- 
ment of modern bacteriological methods. Nevertheless, 
leucopenia is a valuable adjunct to diagnosis particularly 
in clinically atypical cases, while a blood-count can 
sometimes negative a diagnosis of typhoid which seems 
clinically probable but lacks bacteriological proof. 
Insufficient attention is paid nowadays to the character- 
istic absence of eosinophil cells in the leucopenia of 
Leucopenia is not: so constant in para- 
typhoid fever, and Dr. Goodhart has seen several mild 
cases in which there was a persistent polymorph leuco- 
cytosis. The blood-pictures in measles and rubella are 
roughly the same. With the appearance of the rash 
there is leucopenia with a relative lymphocytosis which 
often becomes an absolute lymphocytosis with a rising 
lymphocyte count. In rubella, plasma or Türck cells 
often appear in exceptional numbers They will be 
more helpful in -differentiating rubella from scarlet fever 
than from measles since they are sometimes increased 
in measles also. Leucopenia with relative increase in 
go phonto occurs in mumps and could be used in 

ifferential diagnosis from septic adenitis where there 
is a polymorph ee It also helps to prevent 
confusion with glandular fever, though the rarer forms 
of this disease do show a leucopenia, distinguishable 
from mumps by the presence of atypical monocytes in 
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and both drugs compare favourably with sulphapyridine. 

In cases treated with sulphamezathine and sulpha- 
diazine, the time required for the temperature to return 
to normal after the beginning of treatment is about the 
same, but is longer than in cases treated with_sulpha- 
pyridine. ` . 

The incidence of toxic effects in cases treated with 
sulphamezathine and sulphadiazine was low—6% with 
sulphamezathine and 7% with sulphadiazine, as against 
52% with sulphapyridine. Oliguria and gastro-intestinal 
disturbance were not seen in the cases treated with 
sulphamezathine. : 5 . 

In the incidence of sequels, there is little differance 
between these three drugs, except that with sulpha- 
diazine and sulphamezathine pleural effusion durmg 
convalescence has been more frequent. 

Delayed resolution is commonest in patients over 40, 
and a long period of defervescence is often followed by 
empyema. | 

We wish to thank Dr. H. J. Rae, medical officer of health . 
for Aberdeen and Aberdeenshire, for permission to publish 
these cases. - 
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stained films. Whooping-cough differs from other 
infectious diseases in raising the total white-cell count 
by increasing the lymphocytes. This change is found 
in the catarrhal stage before the whoop develops and may 
help the doctor to isolate contacts early. Lympho- 
cytosis reaches its peak in the paroxysmal stage. Care 
is necessary in interpreting counts, particularly in the 
lower ranges, since the ae apparatus in childhood 
can readily be stimulated by various pathological 
processes. Dr. Goodhart would put no great stress 
on figures below 20,000 per c.mm. except perhaps in 
.adults and older children ; even then he demands a high 
lymphocyte percentage unless the clinical picture is 
very suggestive. Exceptionally high total counts with 
comparatively few lymphocytes are not uncommon 
when complications arise. In a recentcase of whooping- 
cough pneumonia there were 165,000 leucocytes per 
c.mm. of which 46:5% were polymorphs and only 42% 
lymphocytes.’ He felt it was unwise to talk too glibly 
of characteristic blood-counts in various fevers since 
many cases run a complete course without a greater 
change in the blood-picture than can be paralleled in 
healthy People. In convalescence anemia should be 
estimated by blood-counts rather than on clinical appear- 
ances, which may often mislead in children. The blood- 
picture in the common infectious diseases needs further 
investigation, but the knowledge to be gained from a 
count should be weighed against possible emotional 


trauma in small children. Facilities for these and other 


investigations are deficient in most fever hospitals at 
present but there will doubtless be improvement in the 
future. It is a delusion to assume that anyone can do a 
blood-count: accurate results demand a technique only 
acquired by careful training, attention to detail and 
constant practice. 

Dr. IAN TAYLOR (LCC) pointed out the difficulty of 
interpreting minor changes in the blood-count in children 
in the absence of exact standards of normality for the 
various age-group.— Dr. R. F, L. Hewterr (LCO) had 
noted that in enteric fever with a respiratory onset there 
is sometimes a polymorph lencocytosis rather than a 
leucopenia, and other speakers agreed with Dr. Goodhart 
that leucocytosis is more likely to be met in paratyphoid 
than in typhoid.— Dr. A. L. K. RANKIN (Twickenham) 
felt that routine blood investigation in atypical throat 
infections would often uncover conditions such as the 
anginose type of glandular fever.—Dr. ROBERT CRUICK- 
SHANK (LCC) supported this but pointed out that, since 
many of these cases have received antitoxin, a positive 
Paul-Bunnell reaction could not be accepted without 
further investigation. He wondered what is the signific- 
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ance of eosinophilia in. scarlet fever and whether it can 
be correlated with: the allergic concept of scarlatinal 


‘nephritis. He had found a leucopenia with monocytosis 


in a number of typhus‘cases and thought this blood- 
picture. might prove useful for early diagnosis.—Dr. 


A. B. ROSHER (LCC) described an investigation of 25 


children, average age:9 years, suffering from acute. 


catdrrhal jaundice where the dominant picture was 
neutropenia. - 7 oo 


S SURPHONAMIDES - in 
Dr. B. BRN (LCC) said that cyanosis. during 


sulphonamide therapy is commoner with sulphanilamide 


than with; the later preparations. It can be cured in 


15-30 minutes by intravenous administration of 10 c. em. 
‘of a 1% solution of methylene-blue, or in.3—4 hours by 
giving methylene-blue by mouth. Thionin stain can be 
used in the same way. Oyanosis cannot invariably be 


demonstrated as due to methemoglobin or sulphemo- 
globin’ and many. interesting explanations have been 


‘offered; but. the complication is clinically of no great 


moment. A minor degree of ‘anzemia.is common during 
sulphonamide therapy but is more often due to the 
disease than the drug. Nevertheless, patients ih the 
convalescent stage of disease after sulphonamide therapy 
often benefit. from. iron. - Acute hemolytic. anæmia 


is a rare but. dangerous complication of sulphonamide 


therapy. Symptoms are startling in their gravity and 
speed. of onset. In one child he had observed the. hæmo- 


globin fall from 90% to 80% in less than 36 hours, and 
u 


red cells may be reduced to 2 million or less in an equal 


time. Treatment is to stop the drug, encourage free 
alkalis 


excretion by liberal fluids with _and—once it is 


established that the kidneys are functioning well—to 


give blood-transfusions of the correct group and Rh 
factor, remembering that a pint of blood raises the 


hemoglobin’ by about 9% in an adult male and over 


twice that amount in children. .He gives double-strength 
blood whenever large ‘transfusions are required and 
further transfusions may be necessary, because hzemo- 


lysis continues sometimes after the drug has been 
stopped. Aplastic anemia is fortunately a rare complica- 


tion; rapidly- progressive anemia with purpura and 
exhaustion is accompanied by reduction in red cells, 
‘white cells and platelets in the circulation and bone- 
marrow.: The prognosis is invariably grave, but rapid 
elimination of the drug,. repeated transfusions and 
Pentnucleotide offer the best prospect of recovery. 


. Thrombocytopenia had been recorded in America. in 


only 12 cases during sulphonamide therapy, whereas 
‘about 15,000,000 people in that country are estimated 
to have’ been treated: already: with sulphonamides. 
‘Serious reduction in platelets can be caused ‘by other 


drugs, and is a well-known complication of the chronic 


‘Sedormid’ habit. Short of these rare cases some 
reduction in platelets usually occurs during sulphon- 
amide treatment, and there may also be a slight fall in 


~ leucocytes. Agranulocytosis rarely appears until com- 


~ 


suxidine. 


paratively large doses of the drug have been consumed 


over a long period; it has been recorded after all the 
common sulphonamides including, surprisingly, sulpha- 
Agranulocytosis is perhaps the commonest 
of the rarer blood changes during sulphonamide therapy 
and about half the patients developing it die. Dr. 
Barling agreed with other speakers that, though pent- 
nucleotide should be given its effects are doubtful. 
Vitamin K is synthesised. by the intestinal flora, and 
since this is disturbed or inhibited by sulphaguanidine 
some lengthening of clotting-time.might be expected, 
and has in fact been observed in animals, during the use 
of the drug. At the same time their growth is slowed. 
By giving p-aminobenzoic acid or liver extract clotting- 
time and rate of growth are restored, while vitamin K 
1 the hypoprothrombinemia but not the growth- 
rate. 
vitamin K or liver extract should be given during 
sulphaguanidine and perhaps sulphasuxidine therapy 
to lessen the. risk of hypoprothrombinzemia. ae 
Dr. WILLIAM GuNN (LCC) said that nicotinic acid as 
well as- pentnucleotide is of rather doubtful benefit: in 
agranulocytosis. He felt that repeated blood-trans- 
fusion is the most hopeful treatment. Dr. W. H. 
KELLEHER (LCC) described a child of one year who had 
been given a total of 70 g. of sulphaguanidine (15 g. 


\ 


In view of this work it has been suggested that 
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Hans ‘Grineserc, Dr phil, Dr. med, Moseley research 

5 Royal Society. (Cambridge Univ. Press. Pp. 412. 
' Os. T or = , 7 8 „ 7, Sinat vs es 

' GENETICALLY the mouse is so far the ‘best-investigated 
mammal; and since inherited defects of many kinds'‘are 
relatively common among mice, they present unequalled 
opportunity for study. The final developmental results 
are often very Complicated, whereas what went wrong 
with: the gene initially was very simple. It is not easy 
to work back from the wreckage of a complicated piece 
‘of mechanism to the spanner which was thrown intö it. 
Much has been accomplished by using the convenient 


mouse, however, and a clear account of discoveries in this 


field: is given in Dr. Griineberg’s book. Mouse genetics 


has contributed not only to the understanding of human 


genetics but to the study of inherited resistance to 
infectious. diseases. 


careful course between too ready an acceptance: of 
results and undue rigidity and scepticism, presents a 
good summary, writing with authority on a subject to 
which he has himself made important: contributions, 


A Short Practice of Surgery eae | 


- (6th ed.) Hammon Bartey, ros; R. J. MONEE Love, 
MS LOND, FRCS. (Lewis. Pp. 1084. 368.) o; 


THE sixth edition of this popular textbook of surgery |. 


has been thoroughly revised throughout and enriched 


with over forty new illustrations. Many of these are in 


colour. As a brief account of surgery the book leaves 
little to be desired. Its popularity largely depends’ on 
the authors’ gift of summarising knowledge in few words, 
so that the maximum number of facts are presented in 
small space. In addition to this tabulation, illustrations 
and general layout are so attractive that a student is 


led on to read without realising how large a tract of know- 


ledge he is covering. ‘The task of the medical student is 


onerous, and a book of this kind is a great boon even 


though it does.not pretend to give more than an outline 
gery. The grouhdwork can easily be supple 


of s 
0 from lectures; clinical demonstrations and refer- 


ence to larger works and it must be so reinforced if the 
student is to gain a sound knowledge of the subject. -} 
With this reservation the book can be warmly recom- F 


* 


mended. 


Denture Base Readjustment | oak 

H. HIRSEKORN, DMD. (Wright. Pp. 122. 10s. 6d.) 

To the younger generation of: dental surgeons with 
their restricted training in dental prosthetics this little 
book will prove useful; but the older practitioners will 
find little Which was not published and practised forty 
years ago. The author points out that badly fitting 
dentures may be a cause of ill health, for not only is the 
food improperly masticated, but the continuous irrita- 
tion of a badly fitting plate over a long period may 
occasionally engender a malignant growth. Hyper- 


trophy of the mucoperiosteum, and formation of a- 


fibrous epulis are fairly common; and ill-fitting dentures 
are often associated with leukoplakia and lichen planus. 
It is less generally recognised that a badly fitting denture 
may be a focus of infection keeping the palate in a state 
of chronic inflammation; sometimes a mass of suppurat- 
ing granulation tissue is present, partidularly where a 
rubber suction disc has been worn. The micro-organisms 


Present in this mass—generally staphylococci—may -be 


driven into the blood-stream by alternating suction and 
pressure during mastication. The author's technique 
to remedy these defects is lucidly described and the 
illustrations and bibliography are good. i 


\ 


Many of the experimental results 
are difficult to interpret, but Dr. Grüneberg, steering a 
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A NEW BEGINNING 


THE last war, someone has said, was like a 
surgical operation. This one is more like having a 
baby; it’s not so bad, because there'll be something 
to show for it. This faith or optimism, so widel 
shared, will be refreshed by the plans adopted by the 
United Nations at Atlantic City last week. . In 
' UNRRA (the United Nations Relief and Rehabilitation 
Administration) they have conceived an international 
+ body that could exercise great constructive force. 
Technically its powers may be small compared with 
the need; but it will be strengthened by the goodwill 


of all who understand that neither patriotism nor 


7 
l 
r 
ü victory is enough and that “ after the war the peoples 
3 of this world will either go forward on the road to 
progress together or they will go to economic ruin 
together. 1 
This is for the future. Meanwhile we are concerned, 
s like UNRRA, with practical projects, and especially 
å with medical relief. The medical representatives of 
43 nations? agreed at the conference that a new 
Health Organisation. should be set up to help govern- 
ments in the rapid re-establishment of their health 
i services, One of its aims will be to share out responsi- 
bilities and resources in proportion to need and 
a according to a coédrdinated plan. It will therefore 
+ require precise information about the assets and 
: liabilities of every country, both in material and in 
jį personnel. CRABTREE ° puts the three first problems 
«in order of urgency as (1) starvation, (2) epidemics, 
z and (3) maternity and infancy. 
7 * adequacy of food will be one of the chief concerns of 
e the Health Organisation, aided probably by regional 
* commissions of experts on nutrition who will advise 
on changes in rations and priorities of rationing in their 
regions. An epidemiological section will collate 
jr , reports, negotiate agreements on quarantine, and 
t provide men and material for combating epidemics. 
The particular claims of children and expectant and 
"nursing mothers will also need early attention: 
“prompt and adequate provision for the health and 
nutrition of these vulnerable groups is essential to the 
restoration of normal family life and community 
stability.” Unfortunately there are many for whom 
normal family life can never return or must be long 


A delayed—the orphans, the lost, and the vast popula- ' 


tions displaced from their homes. The number who 
i will want repatriation after the war is conservatively 
put at 16 millions.“ These and other, problems are so 
big that the governments of war- stricken countries will 
f: seldom be able to tackle them unaided. Indeed it 
f , will sometimes be necessary for the Health Organisa- 
tion to take over temporarily the health administra- 
7 1. Staley, E. Address. to Canadian Institute of Public Affairs. 
„Issued by US Dept. of State, Aug. 24, 1943 (No. 353). 

rence, Atlantic City. Subcommittee on Policies 


i 

` with respect to Ho th and Med adical Care. Parman, Dr. 
7 Thomas Parran (U A); ; vice-chairman, Dr. Hong Liu 
N (China); rapporteur 
33 


ville Mackenzie ( dreni -Britain) ; 
otecretary Dr. James x “Crabtree USA). 


tree, J. A Address to Ame Hospital Association. 
č es b us Dept. of State, Sept. 14, 1943 (Ko. 382). 
y 4. Inter-Allfe d Co ttee Pos ar Requirements. (See 
Melvitle Macke e, Medical Relief in Europe, Lancet, 1943, 
K i, 183). Temes, Nov. 23, 1043, p. 4 
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tion of areas where services have broken down. But 
this is to be a last resort. Wherever possible, goverri- 
ments will be expected to assume full responsibility 
for health within their borders, and the national and 
local services will be the channel through which relief 
will flow. Rehabilitation is not merely helping 
people. It is better than that. It is helping people 
to help themselves.“ + 

The director-general of UNRRA is Mr. LEHMAN, 
formerly governor of New York state. He is the 
chairman (without a vote) of a central committee at 
Washington consisting of representatives of the 
United States, the USSR, China and Great Britain. 
This executive, whose decisions must be unanimous, 
is responsible to a council, comprising representatives 
of all the member nations, which meets twice a year 
and acts on a majority verdict. The doctors at 
Atlantic City rightly pointed out that, as almost the 
whole of UNRRA’s activities have medical bearings, 
the director of the Health Organisation must hold a 


position enabling him, under the authority of the 


director-general, to develop policies and exercise 
technical direction over all health aspects of the work. 
The Health Organisation they proposed. will have 
(1) a director of health with a technical and admini- 


strative staff, (2) a standing health committee to 


advise the council, the central committee, and the 
director, and (3) strong regional organisations, in 
areas such as Kurope and the Far East, with regional 
health directors. It is hoped that the various member 
states will second officers of their health services who 
have the necessary competence coupled with ability 
to serve in an international team. Members of 
the staff required to work away from headquarters 
. must be able to understand the outlook of the 
people among whom they are called upon to work. 
In comparison with this qualification, a knowledge of 
languages, though a valuable asset, is of secondary 
importance.” In view of possible demands for 
technical assistance in almost any branch of medical 
or sanitary science the Health Organisation will also 
collect information about individual experts, and 
expert teams, available for field missions ; moreover 
it will have to create skilled personnel by training. 
The standing health committee is to have 9 to 16 
members, including accredited representatives of the 
health services of their countries and the chairmen of 
the regional health subcommittees. The latter bodies 
will be similarly constituted. Expert commissions, 
on the other hand, will be formed of individuals chosen 
for their special knowledge ; . “ there is no necessity 
to make any such commission even approximately 
representative of a number of countries, except in so 
far as this may be necessary in order to get a balanced 
representation of several schools of scientific thought.“ 
For purposes of consultation, the director of health 
may also be empowered to summon meetings of the 
directors of all the national health services. “A 
constant objective of the health programme should be 
to demonstrate the effectiveness and need for inter- 
national collaboration in public health. In so doing 
it will facilitate the later development of a permanent 
world-wide health organisation.” Needless to say, the 
collaboration ‘of existing international bodies will be 
sought wherever they can help. 
One of the first, tasks of the director-general will be 
to consider the report Jne issued by the Inter-Allied 
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Committee on Post-War W over which Sir 
FREDERIOK Lerru-Ross presides.*. This estimates 


~ -that the. occupied countries of Europe, apart from 
hospital patients beforehand.” The mere ordering over $i 
the telephone of heavy preoperative sedation is un- $i 
likely to set the patients mind at rest. 


Russia, will need in the first six months of peace 
45, 855 000, tons of foodstuffs, raw materials and other 
prime necessities—which will involve the use of 
23,485, 000 tons of shipping. Large-as it may appear, 
-this figure allows no more than 2000 calories a day: per 
person; nor have the requirements of prisoners and 
displaced persons yet been worked out. It is clear 
that, as Stary’ puts it, No relief and rehabilitation 
programme of the United Nations can promise any- 
thing like immediate: restoration of prewar:consump- 
tion standards in liberated areas. What it can and 
must do is to assure peoples in dire distress that, 
subject, only to the limitation of available supplies and 
transport, their most urgent needs will be met 
immediately and that ways will be found under all 
circumstances to help them maintain a level of sub- 
sistence which, while not comfortable or even ade-, 
quate: by most peace - time standards, will at’ least | 
* preserve life and health and give them a base from 
which to start an advance toward better living.“ The 
UNRRA agreement has been well termed a Declara- 
tion of Interdependence.’ Into the fulfilment of this 
declaration medicine must throw its weight effectively; ; 
and the new Health Cee should give 16 a 
one to do so. | P ; 


' COMFORT IN  ANÆSTHESIA ` | 


How much of the misery, that some patients experi- 
ence after operation is due to the anzsthetic and how 
‘much to the operation itself is difficult to decide. For 
any discomfort that follows minor procedures not asso- 
ciated with after-pain it is fair to blame the anesthetic’ 
entirely. After major operations it is harder to 
apportion the responsibility. Some disconiforts are 

-inevitable after certain operations, others may arise 
from or be increased by imperfect surgical technique. 
Thus unnatural postures may hamper free respiration, 
‘or put muscular and ligamentous structures under 
strain. Long exposure and loss of blood sap the 
patient's vitality. Trauma, heavy retraction, and 
' the-extensive use of abdominal packing are likely to 
be followed‘ by shock, vomiting and intestinal dis- 
tension. Further, trauma and rough handling cause 

tissue damage, and by increasing postoperative pain 
necessitate the longer and freer use of opiates which 
substitutes for pain the well-known discomforts of 
these drugs—depression, parched mouth, nausea or 
vomiting, and intestinal stasis. The repeated use of 


sedatives, especially .when associated with shallow 


breathing on account of pain, also favours the develop- 
ment of pulmonary complications with their dis- 
tressing consequences to the patient recovering from 
an abdominal section—a cough after gastroentero- 
stomy feels as if a mule with a red hot shoe had 
kicked one smartly in the wame. | 

The patient’s comfort, however, can in. large 
measure be influenced for good or ill by his anæsthe- 
tist. Over-elaboration of the anæsthetic technique 


is not essential, and it must not be forgotten that the 


patient comes into hospital primarily for.an operation 

and only incidentally for an anesthetic. Yet dread 

of the anesthetic—maybe from an - unpleasant 

5. Nelson, W. A. and Swing, R. Gram, What the United Nations 
Relief ment Meang to You. 

we n DO. 


COMFORT IN -ANÆSTHESIA 


may: be relieved tg, know that he can, if he wishes, 
dread suffocation and hate the idea of anything being 


may be considerably reduced by giving the patient 


hypnosis by which they fall asleep in their beds and |. 


take longer over the operation and -be forced to use 


Food for Freedom, oe l 


- [pxe..11,- 1943 ö 
previous experience or fen horror of losing conscious: 


ness at all—often far outweighs. anxiety about the 
operation itself. Too few anesthetists can see their 


Fear of the fi 
unknown plays a large part in their- uneasiness. All 
one patient may need is an explanation of the pro- 
cedure and what he will be required to do. Another, 
like the patient depicted by a peripatetic correspondent 
in this issue, may want to be reassured that his heart 
is strong enough to stand an anesthetic. Another 
remain awake during’ the operation. Others may 
put over their faces, or may dislike pricks with a 
neédle or rectal injections. The amount of preopera- 
tive sedation and subsequent anesthetic required 


tranquillity of mind and inspiring him with confidence 
in his anesthetist. And as H. P. CRAMPTON? has 
aptly remarked, personality is non-toxic and does 
not throw any strain on the heart, liver or kidneys, 

nor does it depress respiration.” Even today pre. 
medication is too often prescribed in a routine way 
without studying the requirements of each patient, 
so that it is too depressant for one patient and of 
little comfort to another. The dose should be graded J 
for each patient. Hearing is abnormally acute in the f 
semiconscious state and a quiet darkened room to J. 
himself will help the patient to become drowsy of 
drop off to sleep, but this ideal is difficult to 
attain in a busy hospital. Excessive drying of the 
mouth and throat is to be avoided ; after his injection 
the patient should be perinitted to rinse, out bis fy; 
mouth, and if he sips a little water it will seldom do 
harm. Most patients appreciate some form of. basal 


only reawaken when they are back in bed with the 
operation done. In the interval constant expert J 
attention is essential if safety is not to be sacrifice 
to comfort, and even then it will be risky to give 
basal hypnotics to every patient. During his pre f., 
operative examination, besides getting to know hi fy, 
patient and prescribing premedication, the anæsthetis f; 
should satisfy himself that the patient is fit and 
properly prepared for the operation. If he thinks}, 
otherwise he should straightway tell the surgeon—4 a0 
cold increases the risk of chest complications and 
should lead to the postponement of all but emergency 
operations. A patient about to undergo an abdominal $, 
operation or herniorrhaphy should be impressed with | 
the importance of deep breathing afterwards;:and-iff, 
this has not been done already the anesthetist should J 
instruct him in suitable breathing exercises. 


During induction and maintenance of 1 z 
care must be taken to avoid. asphyxia and oxygen. VF 
want since they are likely to give rise to sickness, Ï fu 
nothing worse. As light an anaesthesia as is 3 N 
with the smooth conduct of the particular operation fy N 
is to be aimed at, but it is no service to the patient fh 
the surgeon’s work is hampered by incomplete anges |." 
thesia ; the surgeon at work inside. the abdomen 


Ve 


heavy retraction and much gauze packing. The ie 
importance attached to the choice of anesthetic}, 


1. Proc. R, Koc.. Med. 1934, 28, 94. 
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agent in determining the patient’s postoperative 
comfort might often be better applied to the skill 


with which the particular drug was administered. 


The perfect all-purpose anesthetic agent has yet to be 
discovered ; all have their disadvantages and limita- 
tions. The patient’s safety and comfort will best be 
served by a wise discrimination in their choice and 


‘combination to suit the particular case. That 


anssthetist will serve his patient best who is capable 


of using all agents and methods—new as well as old 
to the best advantage, taking into account, as MALLIN- 


SON urges on another page, postoperative results as 
well as the patient’s reactions in the theatre. The 
keeping of complete records is an admirable practice 
for bringing home to the individual anesthetist how 
his patients have been faring from month to month, 
but even when working in similar circumstances an 
anzsthetist cannot safely deduce that the techniques 
with which he obtains the best results would 
necessarily bear similar fruit in the hands of others. 
Conditions of work, standards of satisfaction, and 
criteria for the assessment of postoperative com- 
plications are also such individual matters that 
comparative deductions are apt to be misleading 
unless made by an unbiased observer. 


PENICILLIN IN THE FIELD 
WIN Professor Fiorzy and his Army colleagues 


went out to North Africa early this summer their 
aim was first to decide whether penicillin could be 


used effectively in the field at all, and secondly to 


determine how and at what stage the small supplies 


available could be used to the best advantage. Much 


had already been learnt of the mode of action and 


dosage of penicillin from the work of FLorsy and his 
colleagues in civilians, and PULVERTAFT ! and others 
had been working with limited quantities of the sub- 


: stance for a year in Egypt. But it had yet to be 
- decided whether to concentrate efforts on wounds in 


which infection had got a hold, or, so far as supplies 
would allow, to treat all casualties from the start in 
an endeavour to avoid serious sepsis. It was shown 
in a series of septic wounds“treated at Algiers that 
while local applications of penicillin cleared up in- 


: fection of 3-16 weeks standing in flesh-wounds 
‘when various other methods had failed, the results 
were poor where bone was already severely infected, 


and the expenditure of penicillin per case was large. 
Clearly if a choice had to be made the saving of man- 


power would be greatest if the larger flesh-wounds 


and compound fractures could be so treated as to 
prevent infection and justify early suture, with con- 
sequent quicker return to duty. British surgeons 
were advocating early closure of wounds in 1917. 
Those less than 12 hours old were to be closed by 
primary suture, if the patient could be retained at the 
CCS for 7 days. Selected wounds 2-5 days old were 


closed at base hospitals in France by “ delayed 


primary suture,” provided they were free from sup- 
puration and any clinical evidence of infection, and 
provided preliminary bacteriological examination of 
smears from the wound showed few or no bacteria. 


Complete or partial success was claimed in about 


75% of cases, but these were not followed for many 
days. In view of the difficulty of retaining cases, 
the lack of effective antibacterial substances at 


1. Pulvertaft, R. J. V. Lancet, Sept. 18, 1943, p. 341. 
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that time, and the imperfect understanding of 


secondary streptococcal infection, it is not surprising 
that delayed primary suture was not generally 
adopted. In the present war no-one knows how 
many delayed primary sutures or secondary sutures 
have been performed at an early stage with success ; 
the number does not seem to be large. This again 
is not surprising, for even with sulphonamide: medi- 
cation sepsis is common, and in the forward areas 
suturing is out of favour owing to the catastrophes 
which have followed it. But penicillin has entirely 
changed the picture; here at last is a non-toxic 
agent, which, even in the presence of pus, will elimin- 
ate gram-positive organisms from any infected 
surface with which it can be brought into contact in 
an adequate concentration. Thus for the first time 
suturing of a gunshot wound could be embarked on 
without the fear of dangerous spread of infection to 
the blood-stream. : ; | 

In the present investigation, the preliminary report 
of which is summarised on another page, there was 
rio intention to close wounds at the CCS, but the aim 


was to close all. flesh-wounds at the forward base, 


whether they were less or more than 12 hours old. 
The success reported by FLOREY and CAIRNS and the 
Army surgeons who worked, under their general 
direction has realised the hopes that civilian experi- 
ence raised. Thus among 171 soft-tissue wounds 
closed early at Tripoli and Sousse—most of them 3-12 
days old—only 7 had to be reported as failures, and 
these occurred early in the investigation before the 
technique had been fully worked out. Wounds 
closed after excision and local treatment with peni- 
cillin are strikingly free from reaction. After 8-12 
days they may be found bathed in pink or green gram- 
negative pus, but when this is wiped away the wounds 
are seen to be clean, and free from cedema or redness. 
The experienced war surgeons. who shared in the 
investigation agreed that in this series the duration of 
wound healing was reduced by 3-6 weeks; in a 
larger series the saving in hospital time, dressings, 
equipment and transport services would be .consider- 
able. The nursing of these patients is easier than 
when the wounds are left open, and the patient is 
spared the stink of the plaster casing or the pain of 
frequent dressings. Fibrosis in and around the wound 
is reduced, with improvement in function of the 
injured part. The possibility of hospital strepto- 
coccal infection and of such complications as cellulitis, 
lymphangitis and erysipelas is avoided, and the rapid 
removal of pyogenic cocci from deep wounds probably 
diminishes the risk of secondary hemorrhage. _ 
The success of penicillin in the treatment of com- 
pound fractures was encouraging though not so 
strikingly as in the soft-tissue wounds. Here the 
drug was usually given parenterally, it being 
thought on theoretical grounds that local application 
would not ensure the drug reaching all parts of the 
fracture. Among 36 fractures there were only 5 
complete failures, and here again they occurred 
early in the series, but there were many only partial 
successes. It was thought that too much was at- 
tempted in the way of wound closure, and that for 
a comminuted fracture it would be wise to leave 
potential drainage to the exterior for 7-10 days; 
the dosage of penicillin was thought to be too low in 
the cases of comminuted fracture of the femur. But 
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E were particularly successful in the. few: cases: 

where ‘penicillin treatment was begun at the ‘CCS. 
level, and it seemed likely that when penicillin can: 
be administered i in the forward area no fracture: will 
require more than a five-day course of 500,000 units 
The report emphasises that the forward 


‘at the base. 
administration of penicillin should never be taken as 
encouragement to do a wound suture at the CCS level; 
the wound must be left open until the patient can 
be retained’ in e and full N e 
begun. eae 2 
It is in the large Loft tissue wound andthe € com- 
pound fracture that penicillin may lead to the greatest 
revolution in treatment (and prognosis), but other 
triumphs are recorded: in the report. Thus the 7 
cases of gas-gangrene treated, though 3 of theni died, 
demonstrated that penicillin in adequate dosage is 
effective in Cl. welchit infection, and the experience 
with head-wounds suggests that penicillin deserves a 
trial in ‘brain-wounds for which definitive treatment 
cannot be obtained -before 72:hours—a type of case 
which may become: all too common if fighting fronts 
advance and fan out rapidly. 
sodium penicillin cured: 9 cases of. gonorrhoea which 
had failed to respond to sulphonamides, and a fresh 
: case was cured by nine 4-hourly doses, ‘totalling 
135,000 units, confirming American reports*; if 
enough penicillin was available. this. treatment could: 
be carried out in forward-areas with 2 days’ absence 
from duty: Finally, there was a small series of burns, 


and the ‘satisfying experience is amply: supported by 


BoD ENHAM's larger series reported in this issue. 
The Mediterranean report does not suggest that 
penicillin should be a routine treatment for burns, for 


which the sulphonamides usually give equally good 


results, but it plays an important rôle when a hemo- 
lytic. streptococeal infection of a granulating area has 
. persisted. in spite of local: sulphonamide therapy and 
is preventing free grafting and normal healing. ‘The 
common organisms: insensitive to penicillin—B. 
— pyocyaneus and B. proteus—form quantities .of pus 
which may float skin-grafts away, but in most: cases 
a graft will take despite the gram-negative infection, 
In BoDENHAM’S series a cream applied every 24 hours 


. gave the best results, but a frosting. of penicillin- 


sulphanilamide powder, spread under a graft. on a 
non-infected surface, was useful as a prophylactic, 
and should prove valuable in the . gratting 
of superficial wounds.. 


So: penicillin can make a Substantial con ton 


to the health of wounded soldiers; its possibilities 
in those who are sick have yet to be explored. If 
enough were available—a phrase inseparable from any 
discussion of penicillin—for application, to every 
wound in the forward area, sepsis as: we know it might. 
almost disappear.: Meanwhile, the.. report.. urges. 
strict control of supplies, with concentration: in one 
theatre of operations, and gives no encouragement: to 
the supporters of crude penicillin. Much publicity 
has lately been given to an American technique? 
of growing the penicillium on gauze and using this 


as à dressing, but the report tells a tale of some 


material labelled Penicillin which proved inactive, 
and says emphatically.: “ In no circumstances shows 
= penicillin be used.“ 


See ‘Lancet, Oct. 80, 1048, 646... 
5: Robinson, G. H. and Wallace, J. E. ‘Science, Oct. 8, 1043, 
P. e 


‘HEAD: INJURIES IN CHILDREN ` 


A two-day course of 


with head i injuries 43% as against 27 900. 


1. Guttmann, E 


ioma, u. j 1948 - 


Assintationd ae 


N HEAD INJUR ES N: CHILDREN IA 
THE elastic ‘skull: of childhood: is popularly supposed 
to be more tolerant of olouting than the solider domes 
of the mature. The belief may: be partly pragmatical, 
for to keep at rest a child who has. had a mild concussion 
and now feels fine is a task for giants. 
Horder i have analysed the after-effects of head injury 
in 60 children under the age of” 15 admitted consecutively 
to, an accident department; an additional 6 oases, 
admitted earlier, were also included because of ‘their 
severity. There were 45 boys: ‘and’ 21 girls in the series, 
suggesting that head injuries are to the adventurous, 
A. group of 38 who were of school age showed a normal 
distribution of ‘intelligence on testing, 7 being below 
average, 21 average and: 10 above. There Was no 


evidence of accident liability among them. Two- thirds 


of the injuries were due to road accidents. ‘This.runs 
counter to. the experience of Wyllie,? who has suggested 
that in childhood the damage is usually done by a ‘Violent 
movement of the head against a ‘fixed object. Of the 
41 children injured in road accidents in Guttmann and 
Horder’s series, 11 were passengers at the time: An 


analysis of the age- range of the rest injured in this way | 


might show that the danger is chiefly to the runabout 
child; probably the moving-head type. of injury. pre- 
dominates among infants and crawlers. Fractures. were 
commoner. in’ the ‘series than’ among 165 adults admitted 
N eurological 
signs were present in nearly half ‘the. cases, and 5 of the 
consecutive. 60 developed fits within an hour of the 
accident’; of the 165 adults only one developed fits. 
The- stage of clouded: consciousness usually experienced 


by: adult patients: was replaced,.or perhaps masked, 


among the children by a phase of emotional disturbance. 


Left to themselves they were usually quiet and apathetic 


in the early stages, but they resented.: conyersatian - and 
physical examination and were irritable and morose; 
and they did not respond to the usual little bribes.” 


This phase usually ended suddenly, the child wa king. up b 


one morning as his natural cheerfül self. In the early 
stages headaches ` were rarer than ‘among adults, bub the 
incidence after discharge was about the same, in the two 
groups. Three-quarters were ‘discharged: in Jess than 
2 weeks: half of them were away from school for.2-7 
weeks, a quarter. being. away for a longer time and a 
quarter for less. 


he had on the head.“ 
mental after-effects which; their relations ` put down to 


the head injury, and 6 developed thé: postconcussional | 
The 
writers point out that neurotio and emotional symptoms 


syndrome of headache with or without giddiness. 
often have nothing to do with the injury: the history 


may provide evidence. of similar behaviour before the . 


accident; nevertheless they mention one or two Cases 


in Which changes i in temper oould fairly be put down to i : 


the blow. Only 2 cases, showed serious disorders of 


conduct, and in one of these there was a previous history | 
of delinquency’; the other was a billeted child who got | 
Of 35 of the children followed f 
up at school; intellectual. performances remained as . 
good as ever in 32; in 2 défectives it could not be |“ 
accurately assessed. In only one, a boy with traumatic J. 
The opinion f; 
that children on the whole tolerate head injury well 


across his foster mother. 


epilepsy, was mental deterioration serious. 


recover quickly, expressed. last year at the Royal Society 
of Medicine,’ is thus not fully borne out by the present 
study. Skull fractures are oommoner, headache nearly 


a8 common as in adults, and other after-effects though 


and Horder H. Areh. Dis. Childh. September, 


1948; p. 189. 2 Wylie, W. G, Tancas 1942, i, 170. 


Guttmann: and 


Late signs and symptoms of head $. 
injury are hard to assess because it is natural to attribute 
all later aberrations of health or conduct to that knock 
Of the 66, 19 had nervous or f 
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uncommon are not wholly: N 

~ Horder, however, do not regard this as ground for keeping 

the child at rest for a long period; the cases in their 
a series were treated with the same active rehabilitation ” 
E as adult cases. They were not expected to lie flat unless 
¿c they felt like it, and were encouraged to get up as soon 
aas their general condition permitted. . 


— 


mE VENOPRESSOR MECHANISM 


Ił has long been taken for granted that during mus- 
' cular exercise the veins must be subjected to a pumping 
action by the muscles whioh, in virtue of the valves in the 
1 veins, are thus able to augment the inflow of blood to the 
Z right auricle. Yandell Henderson! goes further, and 
“ regards skeletal muscle tone as an essential part of the 
~ circulatory mechanism. Should it disappear entirely, 
1 there is plenty of room in the capillaries and venules 
i released from its supporting pressure for a large volume 
of blood. More important, there would now be nothing 
to drive the blood from the veins, and the circulation 
: would come to a standstill. This theory envisages a type 
of shock in which primary disturbances of vascular tone 
à have no place, and which is said to be a well-marked 
+ feature of conditions of circulatory failure complicated 
3 by acapnia (loss of carbon dioxide). The skeletal 
% muscles may well be of much greater importance from the 
: circulatory point of view than we have hitherto imagined, 
> and Henderson’s views on the importance of estimating 
the venous inflow into the heart and his method for doing 
` 80 are particularly interesting, but it is more than doubtful 
whether he is justified in going the whole hog. We know 
| that apparently resting muscles. are in fact always in a 
* state of tone, or mild reflex contraction, but in order to 
„ make a pump out of this mechanism Henderson has to 
2 assume that the slight tension of a resting muscle is 
2 maintained not by the steady contraction of one group of 
u fibres but by a rotation of groups, one taking over from 
+ another so that individually they alternately contract and 
relax. There is little or no evidence for this attractive 
idea, though it has gained wide acceptance. Denny- 
i Brown è investigated it and concluded that the same 
groups of fibres maintained a steady contraction. It 
must be conceded that in a standing position a certain 
amount of swaying takes place, and this must inevitably 
< transfer the tension in the muscles involved from one 
place to another. It must materially help the circula- 
tion, and we are ready to helieve that without such slight 
movements man would not be able to support the erect 
- posture for more than a short time without circulatory 
failure.? But man is not always erect, and Denny- 
« Brown’s findings dispose of the idea of an inevitable 
N pumping action in resting muscle. It might still be 
» tempting to postulate continual slight movements 
though in anesthesia, for instance, it would be difficult 
to believe in their presence—but in curare we have a 
drug which effectively paralyses all striped muscle and 
: elimiriates all possibility of movement and even of tone. 
In animals kept alive by artificial respiration, the oir- 
eulation does not stop on curarisation. In 1878 Gaskell 4 
actually recorded the blood-flow from the thigh muscles 
of several curarised dogs, and at least one of his records 
shows the arterial blood-pressure, which was over 100 
mm. Hg. German investigators * have confirmed that 
, intramuscular pressure is lowered in anoxia and acapnia; 
but say that it recovers immediately on breathing normal 
air. Nevertheless, Henderson’s interpretation of altitude 
| Sickness—anoxia,' overbreathing, acapnia, depression of 
spinal motor centres, loss of muscle tone, failure of venous 
return — deserves attention in view of the question of the 


| * Henderson, Y. Medicine, 1943, 22, 223. 


| 2. Denny-Brown, D. E. Proc. roy. Soc. 1929, 104B, 252. 
3. Helicbranat, F. A., and Franseen, E. B. "Physiol. Rev. 1943, 23, 


4. Gaskell, W. H. J. Physiol. 1878, 1, 262. 
5. Schnell. _ Lafifakrtmedisin, 1942, 7, 58 (from abstract). 
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advisability or otherwise of supplying carbon dioxide to 
airmen at high altitudes.“ 

To sum up, it is probably fair to say that the “ veno- 
pressor mechanism is an important faotor in maintain- 
ing the circulation which should not be neglected in 
assessing the causes of circulatory failure. Its stimula- 
tion by carbon dioxide is likewise only one of the func- 
tions of this substance which should be taken into account 
when weighing its advantages and disadvantages. An 
excellent’ review of thé various actions of carbon dioxide 
is given by Brazier,’ who shows that in addition to its 
direct stimulation of the respiratory centre, and its well- 
known effect on the oxygen dissociation curve of the 
blood, it improves the circulation by sensitising the vaso- 
motor centre, stimulating the carotid body and increasing 
muscle tone. Perhaps.even more important is its direct 
dilator action on the cerebral blood-vessels, and Brazier 
poses the obvious question ; in high-altitude flying, how 
far should arterial oxygen tension be sacrificed in order to 
gain the benefit of increased blood-flow through the 
brain 7 She rightly emphasises the importance of testing 
the efficacy of carbon dioxide by the actual performance 
of the individual, not by criteria such as arterial oxygen 


tension which, though apparently of high significance, 


may be misleading, 


WINTER TOMATOES 


As a source of vitamin C the tomato stands high among 
the components of an ordinary diet. Holmes, Jones and 
Ritchies note that the. ascorbic-acid content of field- 
grown, fully ripened, “ vine matured,” summer tomatoes 
has been estimated by several workers as 25 mg. per 
100 g. ; so that two large tomatoes a day would supply 
nearly ‘the whole of the 76 mg. of ascorbic acid recom- 
mended by the American Medical Association. So much 
for the summer tomato, ripening on its native vine ; but 
what of the winter tomato! Holmes and his colleagues 
found a much lower vitamin-C content in late winter 
tomatoes than in summer fruit. They bought their 
tomatoes. retail from two chain and two independent 
stores during the months of February, March and April. 
The average ascorbic-acid content of these tomatoes was 
only 8-8 mg. per 100 g. The lowest value obtained was 
2°5 mg. and the highest—a solitary finding far outstrip- 
ping the rest—22 mg. Thus the vitamin-C value of the 
fruit was only about a third that of summer tomatoes ; 
and since this all happened in America the observers 
could point to the orange as a much better and cheaper 
source of vitamin. They had, of course, no means of 
knowing how long their tomatoes had been picked. 
Olliver,’ testing samples within a few hours of picking, 
found the ascorbic-acid content of tomatoes to be 22 mg. 
per 100 g., which accords well enough with the Ameri- 
oan findings for summer fruit. She finds that when leaf 
vegetables are stored, ascorbic acid is rapidly destroyed ; 


and root vegetables also lose the vitamin, though more 


slowly, on storage : but in the case of fruits she finds that 
“no adjustment need be made for normal storage ” 
which suggests that mere delay between picking and 
buying cannot be wholly responsible for the low vitamin 
content found by the American workers. In this country 
winter (or autumn) tomatoes are usually picked green, 
or when barely beginning to turn colour, and are ripened 
off the plant for a period ranging from a couple of days 
to a fortnight or more. They get a diminishing quantity 
of sunlight, and separated from the living plant have. 
little encouragement to develop their full vitamin con- 
tent, or even their full sweet summer flavour. Some- 
thing depends, too, on the variety, since genetic 


differences affect aa content. Holmes and 
Lancet, 1943, l, 780. 
Brazier, M . A. Medicine, 1943, 22, 205. 


Holmes, A. D., Jones, C. P. and Ritchie, W. S. New Engl. J. 
Med. 1943, 229, 461. ` 
Olliver, M. Chem. & Ind. 1943, 62, 146. 
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-his colleagues: note that the late winter tomato of the 


shops is not even as rich in the vitamin as the canned or 
They quote 
work showing that the ascorbic-acid content: of such 


almost two -thirds the summer figure. .. 


canned and bottled: fruit is about 15 mg. a 106 8.— 


voHIM BINE AS AN APHRODISIAC 
THE family of rubiaces has been a good companion to 
man. In this ‘country, it gives us the elder of our hedge- 
; in Europe, the 
madder which ‘yielded. alizarin and other priceless dyes ; 
further afield, cinchona and ipecac. A more equivocal 


blessing ‘is the Pausinystalia yohimba of. the Cameroons | 


and French Congo, from Which is derived an alkaloid 
which has long had an under-the-counter reputation 
as an aphrodisiac. There was, however, little ex- 


perimental evidence to warrant this belief, the erection 


that it produces in some aniinals being explained 
by the vasodilator action which is its most characteristic 
property. There may be some central: action, but it is 
more likely that the results claimed in humans have 
been psychological rather than ‘pharmacological: Recent 
developments in sex endocrinblogy have reawakened 
interest in the drug, and there have ‘been claims and 
disclaimers- of its estrogenic . action. For instance, 
Hechter, Lev and Soskin ! used yohimbine i in their efforts 
to assess the part played by hyperemia in the effects of 
estrogens on the reproductive organs; they found that 
one or more injections of I' mg. caused uterine distension, 
proliferation of the uterine musculature and endometrial 
stroma, together with’ cornification of the vagina. These 


results obtained in castrated mice suggested that many 


of the effécts commonly attributed to the specific effect 


of cestrogen were in fact due to hyperemia, which is a 


< constant: ‘concomitant’ of estrogenic: action. But 
D'Amour: had been unable to produce  œstrus incas- 
trated rats. A more extensive ‘investigation has now 
been undertaken by Fugo and Gross.“ They find that 
while 1 mg. of yohimbine given daily to immature female 
rats produces no precocious sexual development, doses 
of 1—4 mg. in intact adult female rats for 40-100 days 
give rather curious results. 
normal oestrus cycle was altered by the appearance ‘of 
prolonged periods of ostrus, lasting from 3-9 days, while 
with higher doses a condition resembling pseudopreg - 
nancy Was produced. In spite of these results they were 
unable to obtain any vaginal cornification by similar 
treatment of adult castrated rats, showing that the 
cestrus produced in the intact rat was not due to hyper- 
emia and was presumably caused by some stimulation 
of the ovary. This latter possibility was in turn ruled 
‘out when hypophysectomised rats with intact ovaries 
were injected in the same: manner. No estrous condi- 
tions were produced. This placed the site of action of 
yohimbine one stage further back, and indicated the 
pituitary gland as the intermediary of the cestrogenic 
action. Fugo and Gross showed that this was so by 
experiments on adult male rats which had immature 
ovaries implanted into the anterior ‘chambers of their 
eyes. Yohimbine injections in these rats, whether 


intact or castrated, led to the formation of corpora 


lutea in the ‘transplanted immature ovaries. Fugo and 
Gross conclude that yohimbine stimulates the secretion 
of luteinising gonadotrophin from the pituitary gland. 
If these results are confirmed then here may lie the 
explanation of the aphrodisiac reputation of yohimbine. 
It will be interesting to see whether the stimulating 
action is confined to the gonadotrophic factor or 
whether the other pituitary principles are also stimu- 
lated. 


i 
I. t 


1. "Hechter, O., Lev. M. and Soskin, 8. ee eee, 1940, 26, 


2. D'Amour, F. E. Ibid, 1935, 18, 235 
3. Fugo, N. W. and Gross, E. G. Ibid, 51942, 31, 529. 
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With the lower doses the 


-Nuffield’s suggestion, has offered the 
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“MORE ABOUT THE'-NURSE’S par 


A SECOND report of the Nurses Salaries Committee, 
chairman. Lord Rusholiffe, has now appeared, proposing 
welcome changes in the rewards ‘of a profession Which 


until recently had altogether 100 much in common with 


virtue in that respect. ‘The anomalies which honeycomb 


our nursing service, however, have imposed some of their 


pattern on the oommittee's decisions. Custom has al- 


Ways carried its full weight in this country, ¢nd custom 


must no doubt be thanked for the decision to make the 
pay of male nurses higher than that of women in the game 
grade. A preposal that the higher rates should bejpay. 
able only to married men with families, and to women 
nurses who could show. they had, dependent relatives, 
would have been more ‘daring: and more just. Another 
decision: governed by: custom has. been made in regard to 
the pay of health visitors and district nurses. In the 
proposed scale: health: visitors are to begin at L270 and 
rise to £360. . A senior district nurse begins at £240 and 
rises to £300 ;: to. qualify. for this salary, she must be. a 
state · registered nurse, a state- certified mid wife and must 
have successfully completed an approved course in 
district training (usually lasting. 6 months); that means 
that she has been in training for olose on 5 years. 4 
health visitor can train in one of two: ways. She must 
either hold the SRN and the SCM certificates and have 
completed a:6-months. course. in public health work—in 
which case her training is exactly comparable with: that 
of a fully trained district nurse except that she has.taken 
a different course of specialised training. Or: else she 
may take an SCM certificate (2 years), a public health 
course- lasting 2 years, and 6-months training in a 
hospital — a total of 4} years. Thus a properly qualified 
district- nurse is at least as well trained as a health visitor. 
Moreover, some distriot nurses hold the health visitor's 
certificate, and these are said: to, be the most: highly 
qualified. women in public health. nursing today. The 
Rushcliffe- Committee recommend that: where a- local 
authority requires a district nurse to hold. the /H 
qualification she should receive an additional E10. p.a. 
(bringing her maximum salary up to L310); and Where 
she undertakes ‘midwifery regularly. she should receive a 
further £10 p.a. (maximum £320)... Even: these additions 
leave her £40 behind the health visitor. ; ; yet, speaking 
generally, the district nurse has the. harder job, with 
more erratic hours and less leisure. It seems a, pity to 
rate her services lower, especially now that hr potential 
value as à public health teacher is beginning to be 
recognised. It must be borne in mind, however, that 
district nurses are apt to vary more widely in their 
qualifications than health visitors: at one end of the 
scale is the Queen's nurse, holding the qualifications 
already mentioned, at the other end the village nurse - 
midwife holding. only the SCM., The committee have 


graded the scale downwards. according to qualifications, 


and recommend thatia statutory qualification should bo 
prescribed for district nurses as soon as circumstances 
permit. They also propose a scale ‘for, state-registered 


‘nurses in nurseries, and i in the main their recommenda- 


tions seem .a substantial advance on 5 ee and 


level phings. up: considerably. 5 Se, ioe: 


s Trust, at. Lord 
niversity of Oxford 
£8000 a year for ten years towards the ċost of establish- 


THE ‘Nuffield Provincial. ‘Hospi 


ing and maintaining a plastic surgery unit. The univer- 


sity has accepted the offer and has: appointed Mr. T. 
Pomfret Kilner as the first director of the unit with the title 
of Nuffield professor of plastic surgery., The Radcliffe 


Infirmary will provide hospital facilities for. the unit, and 


these will be supplemented by the Ministry of Pensions. 


Mr. REGINALD. WATSON- Jones will speak. on a Surgeons 
impressions of Soviet Russia at the annual general „meeting 


of the Anglo-Soviet Medical . Counti, on. Friday, Deo. 17, 


at 5.30 rm, at 1, Wimpole Street, ‘London, Hi L 
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i Special Articles - 
" INCAPACITATING SICKNESS AMONG 


i o MERCHANT SEAMEN 
8 ALEXANDER HUTCHISON 
y | MD GLASG, FRFPS, DPH 


PORT BOARDING MEDICAL OFFICER, GLASGOW 


T UNDER a war-time agreement with the Shipping 
Federation, the port boarding medical officers of the 
„Glasgow Port Health Authority attend cases of sickness 
„ among merchant seamen while their ships are in the 
” Olyde anchorages emergency port. 

us During the two years from May, 1941, to May, 1948, 
1 these medical officers were called upon to deal with 5374 
: cases of sickness among Merchant Navy personnel 
~ while their ships were in the anchorage; these do not 
include cases of sickness found among the crews of 
ships on their arrival at the port. The incidence of 


TABLE I 


rit INCAPACITATING SICKNESS AMONG MERCHANT SEAMEN 

SP E SE ON IS CTR RCS NEE RRR STE BEEN 
15 1941-42 1942-43 Total 
ie Disease „„ T 
* s Cases % Cases | % 
LET Infectious disease ö 

2 cute 1862 458 8-5 
1 Chronic .. 7 6 1 57 1-1 
ie Venereal disease 166 642 | 10-1 
es Total 344 1057 | 19-7 
w 2. Trauma— | l 
8 Zocidents 91 4 857 | 15-9 
, Caused by physical | 
bi 3 * agents. ee 53 N 116 2-2 
= Total! 344 973 | 18-1 
pees Systemic diseases— 

eart and blood- 

„ aomi 98 1b i) 73) l 88 
. m 0 0 e 
0 „ 266 14 ·4 69| 829| 154 
T, ee 0 0 0 

e Genito-urinary r 
E , ae 17) 10 1:3} 59 11 
ty Motor system .. 110 6-2 5-4/ 394 5-7 
5 Nervous system 24 1-4 „ id 60 | 1-1 
5 ours 8 7 04 06} 30! 06 
it Adenitis x 1] 01! 07| 26 06 
Blood .. he 4) 02, 02; 13 02 
r Eye 3 31 18 18 96 18 
1 Far 31 1 ˙8 21 107 20 
: Skin 271 15-3 15-40 827 154 
Y Unspecified 103 58 8-9 422, 79 
it z 
f Total 1082 | 61:3 62:8 | 3344 | 62-2 
t NE ee | — ————— —— 
5 Grand total .. | 1770 | 100-0 | 3604 | 100-0 | 5374 | 100-0 


disease among these cases is shown in an abridged 
form in table 1. From the original table I have selected 
ją diseases which are chief contributors to incapacity among 
% Merchant seamen : 


55 Disease Cases % 
F Infectious disease .. 515 9-6 
5 Venereal disease 542 10-1 
“a uma 973 18-1 
‘ Bronchitis 254 4-7 
5 Defective teeth 230 4°3 
* Gastritis 267 5-0 
Skin diseases 827 15˙4 
Scrimshanking 191 3°6 


INFECTIOUS DISEASES 
Infectious disease, including venereal disease, is 

responsible for 19:7% of all sickness. Of this figure 
25% is due to tonsillitis and 3-3% to influenza. Influenza 
„ is a vague term, which includes feverish colds, malaria 
„ and even anxiety states. These diseases, tonsillitis and 
influenza, are spread by close contact with the patient, 
y and in overcrowded forecastles the disease spreads 
5 rapidly, Tuberculosis is responsible for 1-1%, but it is 
„ difficult to estimate how many of these patients went to 
sea because of the mistaken idea that the sea air would 
> benefit their tuberculosis. 
p The steps to control the spread of these respiratory 
infections include :— | | E 
1. Reduction of overcrowding in forecastles. 
i 2. Increase of isolation accommodation’ on board ship. 


INCAPAOITATING SICKNESS AMONG MERCHANT SEAMEN 
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3. Education of masters of the high infegtivity of these 


— 


* 
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, especially tonsillitis and influenza. 
4. Prevention, by strict medical. examination, of any 
patient suffering from tuberculosis adopting the 
Merchant Navy as a career. | 


Venereal disease accounts for 10:1% of all incapacity 
among merchant seamen, and is.being considered separ-. 
ately in view of its special nature. The figure is very 
higħ, and is known not to include all cases. Steps 
should 
The measures to reduce its incidence would include :— , 
1. Examination before embarkation, and disembarkation 

of all seamen, followed by intensive treatment 
ashore of all recognised cases—the treatment to 
conform to the recommendations drawn up by the 
‘Ministry of Health and circulated in November, 1942. 
2. Closer coöperation between the medical officers of the 
Merchant Navy reserve pool and medical officers 
of the port health authority is essential, and is 
possible. 

3. Closer inspection of all medical equipment carried on 

board. ' 


4. Reconsideration, as an urgent measure, of the possi- 
bilities of prophylaxis as opposed to concentration 
on treatment. after infection. This is a field of 
activity which has been explored with success in the 


Fighting Services, and it is to be hoped that the . 


experience gained will be available for the benefit 
of the merchant seamen. 


Trauma accounts for 18:1% of all sickness. In any 
industry this would be a high figure, but it is likely that 
in the Merchant Navy it is higher during war than in peace 
for obvious reasons. Measures to reduce the incidence 
would include: . 5 

1. If the ship is in port, and the dockside illuminated for 

5 the discharge of cargo, some lights should be avail- 
able on board ship, especially at companionways and 


in alleyways. The glare from the quayside intensifies. — 


the darkness on board ship and accidents follow. 
2. Decks and alleyways should be kept clear of obstacles 
and wet refuse. . 


SYSTEMIC DISEASES 
Systemic diseases account for 62:8% of all incapacita 

ing sickness. Of these, diseases of the respiratory 
system, the gastro-intestinal tract and the skin are the 
main contributors. _ , 
Bronchitis is chief among the respiratory diseases. 
The etiology is vague. There are various types, some 
of which are related to: a respiratory infection; dusty 
atmospheres ; extremes of heat and cold; or psycho- 
neurotic components, which perpetuate symptoms and 
may even amount to the extent of a secretory neurosis 

of the bronchi. l 
Defective teeth and gastritis are chief contributors to 
the high incidence among the gastro-intestinal diseases. 
Defective teeth may cause gastritis, but gastritis is a 
vague term which covers a variety of stomach complaints 
due to a variety of causes. Modern medical opinion is 
more and more inclining to emphasise the important part 
played by the emotions in many of the cases of gastritis. 
Half of the skin complaints are attributable to in- 
flammatory conditions. Scabies is responsible for 
5:5% of all sickness. . 5 S 5 
Many of the disease terms included under systemic 
diseases cover psychoneurotic and psychosomatic states, 
but their number is difficult to estimate. I have hesi- 
tated to use the word scrimshanking in an article dealing 
with merchant seamen, but this is the only term I can 
find to describe the type of complaint affected by some 
in their desire to avoid sailing on a certain ship or to a 
certain destination. Some of this scrimshanking is 
definitely conscious, but in many the motives for the 
illness have been referred to the unconscious. Measures 
to reduce the incidence of these systemic complaints 

would include : | N 

Bronchitis (a) Better ventilation and methods of remov- 
ing dust in stokeholds. 

(6) Ways of preventing men from coming direct from 
stokeholds or warm kitchens into the open. This 
on done by the provision of a rest-room and 

aths. ; 


be taken immediately to combat this disease. 


my. 


would help eliminate this complaint. 


a“ 
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morale of the ship, with resulting decrease in the 


. > psychoneurotic . ‘components which ‘perpetuate this 


' disease. 
Defective téeth.—Closer ‘attention: to the condition of the 


= teéth and provision of dentures should be made at the signing: 


on medical examination. 

Gastritis.— Like bronchitis, gastritis of. honto origin. 
oduld be helped by attention to the welfare of the men.. 
inion, ' however, it is more often associated with. ill- 
\cooked meals, and closer:scrutiny: of the credentials of cooks 


vestigating an outbreäk of enteritis on board a ship, I learned 


that the. cook’s only previous occupation had been that of a 


cement mixer, that he had had no training in cooking and 


that he boiled the ship’s laundry in the urns used. for making 


the crew’s tea. 
Skin. diseases. —More spray. baths. aa better forecastle 
conditions would help to reduce skin diseases. 


In table ‘the proportional incidence of illness due 


to various diseases among Merchant: Navy personnel is 


‘compared. with that among men following: another 


dangerous ocoupation mining), and. 5 the civilian 
male Population in industry.“ 


TABLE u = ` 


' _ INCIDENCE e % or DISEASE IN. THREE GROUPS OF MEN 
ee E ‘Scottish ` Civilian.’ Merchant 
zi miners. Scottish men Navy 
Tuberculosis oe oe oe. 0-28 069 .. 11 
Tumours .. sas >~ 0 Ol 03 . O06. 
Influenza a . 234 2244. 8B 
Infectious disease 0.4 1.6 5,2 
Cerebral hemorrhage - . 0:07 0.19 01 
Violence a - 157 122 .. 1859 
Bronchitis and pneumonia . 6-04 7.32 5A > 
Upper respiratory.. .. 628., ow.) 106 173. 
Gastric and duodenal weer 0,83 14.0 4 1.1 
| Appendicitis... ©... 90 16 10 
 Herpla ww aes 0-4. 7B 
Gastritis e e ae fe 6:0 50 
Diseases of kidney we ge 05 . 1. 1 09 
Inflammatory skin s 1102 . 8.5 . TT 
Skin diseases . 1.384 18 8.3 
Nheumatio and joint conditions ` 139 ...186 . 56 
Cardiao and nervous debility. 0:36 .. 066. 0:7 
Neuraathenia 1 s o, 027 050 .. 0-7 
Undefined debility .. `. 0.33. 04310 


From the table it is seen that the proportional incid: 
ence of tuberculosis ` among merchant seamen. is 4 times 


as high as that in miners, and fully 14 times as high as the 
relative incidence of the disease among the ‘civilian | 


malè industrial population. The proportional incidence 
of accidents is highest among merchant seamen, and this 
also applies to skin diseases. The disease ‘terms which 
are generally used to denote nervous strain (e.g., cardiac 
and nervous debility and neurasthenia) show that among 
merchant seamen the proportional incidence is higher 
than among ‘the: other two groups under review. 


‘THE: MOTHER AS ‘PAINLESS. SPECTATOR. * 2 
Dr. THEODORE JAMES (Gwelo, S. Rhodesia). writes that 


he has ‘employed the method of local anesthesia: in 


childbirth: advocated by Sheldon’ (Lancet, 1941, ii 669). 
Omnopon and hyoscine were used to help the mother 
(a primipara of 27) through the first stage. When the head 
was on the pelvic floor 1% procaine with min. 10 of 1 in 1000 
adrenaline in 100 c. em. was used to infiltrate the perineum, 
the injections being made, as Sheldon recommends, over the 
external abdominal ring, medial to the tuberosity of: the 
ischium, and into the perineal body. The mother completed 
the second stage easily and painlessly except for the bearing 
down Lge which she used to the best effect; and she 
insisted, on watching the egress of the child's head in a 
hand mirror; when it was crowned’ she knew nothing 
about it, and when the head was born she looked on, She 
sustained only a very small tear of the vaginal ‘mucous 
membrane.. The emotional and psychological effect was, 
he says, a pleasure to see. The mother looks back on the 
birth of her child with interest and satisfaction. 


1. Department of Health for Scotland. Report on incapacitating 
sickness in the insured population of Scotland, 1933-34, 
Edinburgh, 1935. 
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rove the welfare of, the men is to improve the 
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Recently, while in- 


sd on. 


chronic sepsis. 


PENICILLIN. 
Tuyn A REPORT IRON T THE MEDITERRANEAN ; 
PENIOILIIN hàs been on trial for combating wöund 


IN WAR ‘WOUNDS 


. sepsis in North Africa since July, 1942, and a preliminary 


report has now been made to the War. Office and Medical 
Research Council by Prof. H. W. Florey, FRS, and 
Brigadier Hugh Cairns, FRCS... | 


The object was not primarily to ‘ascertain whether 


penicillin is capable of controlling gram-positive organisms 
in septic conditions—this has been'amply demonstrated 
in England—but to answer the questions : Can penicillin 
be used effectively in the fleld' at all; and if so, how much 
18 required, and at what place - in the Army organisation 
can it be used to the best advantage? Since a quick 
answer was wanted, the work has been compressed «into 


three months, a ‘period too short: for full assessment: ‘of | 


the results. i. 

‘It is now comparatively easy to administer penicillin 
555 effective dosage is known and methods 
of administration have been worked out but supplies 
are too small to permit of the largè doses required by 
this route. Here the problem was to work out techniques 
for giving small amounts by local application which 
would be simple enough to be used by surgeons and 
nursing staff in the busy period of battle. The report 


is based on the treatment of more than 300 battle 


casualties. No attempt has been made to compare the 
value of penicillin with that of the many alternative 
methods of treatment in use. 
taking of great magnitude, and the report mentions that 
after four years of war. there are still. no conclusive 


observations on the effect of sulphonamides in the-pre- | 


vention and treatment of wound. sepsis. Moreover, 


there seem to be no available figures on such points as 


the proportion of fractures which become chroni 
septic, the number of wounds susoseefully, sututed, an 


PLAN OF THE. INQUIRY ae L 
The experience of Florey: and his ee in Oxford 
fom 1940 onwards made it clear that penicillin might 


play an important part in the control of infection associ-, 


ated with war wounds if it could be obtained in suff- 
cient quantity. A supply was sent out to Cairo from 
Oxford in July, 1942, and the promising results obtained 
with this and batches from elsewhere by Lieut.-Colonel 
R. J. V. Pulvertaft led to attempts to manufacture 
penicillin in Egypt. Pulvertaft and Colonel J. S. K. 
Boyd were 80 that of all the antibacterial. sub- 
stances they had trie e offered the best prospect 
of cleaning up the chronic sepsis.met with in base hos- 


pitals, and Pulvertaft began experiments with. -crude 


penicillin he made himself. As further supplies became 
available, early this summer Lieut.-Colonel Ian Fraser, 


Major Scott Thomson, and soon afterwards Professor 
Florey and Brigadier Cairns went, out to North Africa; 


at home Flight-Lieutenant D. C.;Bodenham was studying 
the effects of penicillin in burns and other surface 


wounds (his report appears on p. 725 of this issue of 


THE LANCET), and it was being tried at the , Military 
Hospital (Head Injuries) in cases of pyogenic Meningitis 
which did not respond to sulphonamides. . v 

Fraser and Scott Thomson arrived in Algiers after 


the end of the fighting in Tunisia, and studied the effects 


of penicillin on a miscellaneous collection:.of cases of 
They found that where penicillin- 
sensitive organisms were present they. could be eliminated 
from accessible surfaces, but that. gram-negative ones 
persisted ;: deep lesions were difficult to treat, and the 
méthod of instillation through ‘tubes. gave poor results. 


Parenteral: exhibition’ of the sodium salt ‘successfully 


eliminated sensitive organisms from bone and ‘other 
infections. ` ` 
From these cases it was apparent that it ` was far too 


late to start penicillin treatment, weeks or months 
after wounding, at a rear base hospital, and arr ange- 


ments were made to treat cases ‘from the next campaign 
at forward base hospitals. It would clearly effect a 
valuable saving in man- power if. a ‘method of treatment 
could be evolved which would prévent infection of the 
larger flesh-wounds and permit of early suture, with 
consequent earlier return to duty. There were no reliable 


. figures.to show the number of delayed: primary sutures 


This would be am . urider- 
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N or secondary sutures performed at an early period in this 
« theatre of war, but the proportion of wounds sutured 
does not seem to have been high. In the Eighth Army, 
for instance, the time between wounding and secondary 
^ suture appeared to run into weeks, at best. is is 
“: not surprising, for it seems fairly certain that notwith- 
u standing the routine use of sulphonamides most battle 
_ casualties are at some time infected. Suturing in the 
¿i forward areas was therefore strongly deprecated, owing 
‘Sto the many catastrophes which had followed. this 
-+ procedure. 
* With these considerations in mind, an attempt was 
* made to suture soft-tissue wounds—those not involving 
bones or the major cavities—at the first hospital where 
‘ithe patients could be held for observation, penicillin 
= being relied on to check or abolish infection by gram- 
positive organisms. Cases were received at the forward 
base 2-22 days after wounding, a few wounds among 
n airborne and area troops being less than 12 hours old. 
it Their previous treatment had been the standard Army 
ti oneof excision (of varying and often excessive dimensions), 
the application of sulphanilamide powder, and the 
t: administration of 2°5 g. of sulphanilamide twice daily. 
* Practically all the wounds were more or less infected, 
= and they were of such a nature that no surgeon engaged 
tin the present observations would have considered 
* closing them in the condition in which they were received. 
= A group of compound fractures was also observed. 
2 The present practice in such caseg is to provide good 
si drainage, with removal of the obviously necrotic material 
uand foreign bodies. Opinion has veered from massive 
«excision to more moderate procedures. The limbs are 
z enclosed in plaster or otherwise immobilised after placing 
Esulphanilamide powder in the wound and dressing with 
“Soft-paraffin gauze. Official instructions in the Middle 
East are to give sulphanilamide by mouth during 
x transport, and, if necessary, subsequently; but this 
treatment cannot always be carried out regularly. The 
treatment probably gives good results eventually in most 
cases, but many patients pass through a chronic sup- 
,purating condition leading to a long convalescence, loss 
. Of the limb or even life. This particularly applies to 
fractured femur. | E 
Thus most fractures mean either the complete loss of 
-the man, or at best a long period of inactivity and 
rehabilitation. An attempt was therefore made to close 
open fractures by suturing the wound, gram-positive 
| organisms being controlled by the parenteral administra- 
tion of sodium penicillin for 5 days. 
A third series of observations were made on the control 
„of sepsis in various types of head injury by two neuro- 
Surgical units. There is undoubtedly a big field for 
investigation in the use of penicillin in abdominal and 
chest injuries, but no observations of such cases are 
Included in the present report. | 
The study was extended by Fraser and Major J. D, 
“MacLennan in Sicily. There the plan was for them to 
see flesh-wounds early, at a CCS or FSU; trim the wounds, 
and dress them with penicillin-sulphanilamide powder, 
the patients then being sent back to the general hospital 
‘at Tripoli where further bacteriological examination 
and immediate suture could be carried out. ; 
i ~ METHODS OF ADMINISTRATION 
„If penicillin was plentiful there can be no question 
: that parenteral administration should be practised in 
nearly all cases. By this route the agent is brought by 
the blood-stream to all viable tissues, preventing the 
‘multiplication of susceptible bacteria in those tissues. 
But supplies are still extremely small and it has therefore 
been necessary to explore the possibility of using small 
‘quantities locally. Since penicillin is rapidly absorbed 
it must be applied frequently, and in a concentration 
greatly in excess of the minimum required for bacterio- 
Stasis at the immediate surface; it is of little value to 
‘Stefilise the surface of a wound if bacteria are left a few 
millimetres below the surface or locked away in pockets. 
Local application.—In this series four forms of local 
application have been used : | 
1, As a solution of the calcium salt in distilled water or saline 
(250-600 units per c.cm.). 
2. In a cream with lanette wax, which will hold the penicillin 
in contact with the tissues longer than is possible with 
a watery solution (250 units per g.). 


crude dry calcium penicillin, applied directly to the 

infected surface, the penicillin dissolving in the fluid 

present. . This method may be unnecessarily wasteful, 
for the powder is difficult to spread thinly over a large 

wound. | . 

4. As a powder diluted with a sulphonamide, insufflated on 
the infected area with a blower; here the diluent was 
sulphanilamide, but Bodenham and others have used 
sulphathiazole (500—5000 units per g.). 

In the treatment of soft-tissue wounds, after the usual 

surgical excision, small rubber tubes with one hole at the 

end were inserted, usually through stab-holes, so that 
fluid injected: down them had a good chance of reaching 
all parts. The wound was then sewn up. Up to five 
tubes were used, according to the size of the wound. An 

adequate dosage was found to be about 3 c.cm. (750 

units) injected every 12 hours. The ends of the tubes 

were brought out through the main. dressing, so that 
injections could be performed with little disturbance. 

In most cases it is sufficient to leave the tubes in for 4 

days. It was found best to give the first injection of 

fluid through the tubes while the patient was still on the 
operating-table. Penicillin-sulphanilamide powder was 
dusted on any raw surfaces after removal of the tubes. 

A few. wounds. were sutured without tubes after a 

single introduction at the operation of not more than 10 g. 

of penicillin-sulphanilamide (5000 units per g.). I 

wounds where cedema made closure difficult, the, open 

wound was at first insufflated daily with penicillin- 
sulphanilamide (2000 units per g.), tubes being inserted 
and the wound sutured when the cedema had subsided. 


3. As 


In some particularly dirty wounds, such as amputation 


stumps and compound fractures, tubes were put into the 
een wound and twice-daily injections given. for 
l ys. ö ' z EN r a ee 
For wounds that had been infected for many, weeks 
a lanette wax paste was used as a daily dressing. This 
method may have advantages where much slough has 
to be removed, or for cavities difficult of access. , 
In the cases treated at a CCS a penicillin-sulphanil- 
amide powder, containing 5000 units of penicillin per g., 
was inserted into the wounds after the usual trimming ; 
these wounds were left open, covered with soft-paraffin 
gauze and the usual dressing. N 
Parenteral administration—For intramuscular or in- 
travenous injection. the sodium salt was used, carried 
either dry or in strong solution in ampoules or bottles, 
and diluted with distilled water when required. A dose 


of 15,000 units three-hourly was sufficient to maintain a 


blood concentration. which would inhibit a test staphylo- 
coccus. The amount of pain caused, by the injections 
varied widely with different batches of penicillin ; some 


caused no serious discomfort, while others produced so 


much pain, induration and stiffness that only the toughest 
patients could stay the course. | 


Because of the pain of intramuscular injection, the i 


intravenous route wąs tried, hospital blood-transfusion 
service supervising the drips. The penicillin was, 
administered by. continuous drip in glucose saline, 2 
litres containing 100,000 units being given in 24 hours. 
Here the different batches varied widely in their pyro- 
genicity, and there seemed to be no correlation between 
pain-production or intramuscular injection and tendency 
to produce fever and rigors. asf 
Probably the best practice will be to use continuous 
intravenous therapy where possible, and the intra- 
muscular route elsewhere. It is hoped that manu- 


facturers will produce a pyrogen-free penicillin. © 


RESULTS : 

Chronic septic wounds.—Septic wounds 3—4 months old 
were treated at Algiers by Fraser, with Scott Thomson 
doing the bacteriological investigation. The wounds 
were infected in about equal proportions with hemolytic 
streptococci alone,staphylococci alone, or these organisms 
in combination. Most of them also contained coliform 
organisms. All were suppurating. a Ë 
In about half of the 16 flesh wounds secondary suture 
or skin-graft had been tried and failed; in many the 
infection was deep-seated ; in most the patient was in 
good general condition. Local application of penicillin 
quickly controlled the gram-positive organisms and 
rendered the wounds suitable for skin-grafting or second- 
ary suture. | 


In : 
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Most ef the 18 fracture patients were very ill, with. 


fever, anemia and loss of weight. Three had large 
bedsores, and in some of them deep-seated abscesses had 
formed beneath partly or wholly healed: wounds. Flies 
were numerous and persistent, and it was often impossible 
to prevent infestation with maggots. All the patients 


had had sulphonamides locally, and by mouth or intra- 


venously as well. Thé results of local application of 
penicillin were poor. With parenteral administration 
of: sodium penicillin. some dramatic reéoveries were 


obtained, though in two cases of fractured femur it failed 


to control the infection. It was concluded that. treat- 
ment of old-standing septic compound fractures would 
require large amounts of sodium penicillin, which might, 
be more profitably used in more recent wounds. 
Recent -soft-tissue wounds.—Early closure of 171 soft- 
tissue wounds was carried: out by:10 surgeons at 5 general 


hospitals at Tripoli and Sousse. Most of the wounds 
were 3-12 days old when closed. As experience and. 


confidence grew it was found possible to close almost 
all wounds, except those in which a missile had produced 
gross destruction of skin: Most of the wounds were 
infected, and some were actually purulent, but no case 
was rejected for this reason, and the wounds were closed 
before the results of the preliminary bacteriological 
examination were known. Yet none of these patients 
was placed in danger by the closure, and only once was 
it necessary to release the stitches. 7 ee 
`- The progress of these wounds followed a fairly uniform 
pattern. They are remarkably free from reaction. On 
the second to fourth day thin salmon-pink purulent 
fluid can be aspirated from the depths of the wound ; 
this is rich in healthy polymorphs and on culture yields 
‘coliform bacilli. When unveiled on the eighth to twelfth 
day the wound may be found bathed in thin salmon- 
pink pus which goes green on the dressings, but after 
this gram-negative pus is wiped away the wound and 
stitch-holes are found to be! clean and free from oedema 
or redness—the wound is discharging pus and yet healing 


well. Thereafter, provided the stitches are not removed 


too soon, linear healing results. The presence of pus 
must not be regarded as an indication for removing the 
stitches immediately; tubes were removed on the fifth 


day without disturbing the dressings or plaster, and 


stitches on the tenth to fourteenth day or even later. 
B. pyocyaneus often persists in the-wounds until healing 
Is complete. - | o 

At or after 3 weeks the wounds could be classified in 


three groups: 104 were united and epithelialised through- 


out their. whole extent and quite dry; 60 were still 
gaping and granulating in one or more small areas but 
usually healed rapidly by granulation; in 7 the whole 
or greater part of the wound had broken down, failure 
usually being due to errors in the technique. of wound: 
closure. 7 . S „ 
Thus in the closure of recent flesh wounds, to quote 
Lieut.-Colonel J. S. Jeffrey, with penicillin the obstacle 
of infection has been practically overcome.” , > -> 
Recent fracture. Treatment of battle casualty com- 
pound fractures with penicillin’ was -confined to two 
general hospitals—at Tripoli and Sousse—in order to 
concentrate the available sodium: penicillin. The aim 
was to: prevent chronic infection of the fracture and. to 
convert it as soon as possible into a closed fracture by 
suturing the wound. It was felt that only parenteral 
treatment was likely to be effective in disseminating the 


drug about a compound fracture. Altogether 36 
fractures were treated; they were mostly comminuted 


fractures of long bones, with wounds of sufficient size 
to-.warrant attempts at closure. 


In 31 it was possible to suture. the wound completely; 
in the other 5 this was mechani 
the. forward areas 27 had been treated with sulphanil- 


amide and soft-paraffin gauze; in -9 Fraser had gone 
forward and given initial treatment with ‘penicillin- 


sulphanilamide powder insufflated into the wound. 
The routine was to give a 5-day course of sodium 
penicillin either by 3-hourly intramuscular , injections 
or in a continuous glucose-saline drip- infusion, totalling 
500,000 units. Gram-positive cocci were present on 


- arrival at the base in 18 of the 36 fractures, and at the 


end of penicillin treatment they were present in 15. 
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‘cillin. 


| They had all been 
. temporarily immobilised in the forward area and were 
5-14 days old on arrival at the forward base hospitals. 


cally impossible. In 


i IO. 11, 1943 
The presence of -gram-positive organisms did not run 
parallel with success or failure of the wound healing; 
they were present in some cases which made an excellent 
recovery, but they were always present in cases Which 
broke down completely. In 5. of the 36 cases the treat- 
ment failed, but these came early in the series when the 
technique was being developed. One patient died of 
head injury; the remainder, after 2 months’ observation, 
were either healed or free from serious infection; there 
was no evidence of delayed bony union. ae 
It was thought that too much was attempted in the 
way of wound closure—in a comminuted fracture. it is 
wise to leave potential drainage to the exterior for the 
first week or ten days—and that the dosage in fractures 
of the tibia and femur-was-too small; a total of 700,000 
to 1,000,000 units should be given over 7—10 days, 


though this may be unnecessary where penicillin is given 


in the forward area. ae E a ini DE 
Cas gangrene.—It was thought impracticable to treat 
a developed. case of gas- gangrene by local application, 
and the seven cases treated all received sodium peni- 
cillin parenterally, the dosage ranging up to 750,000 
units. Four of the patients recovered and three died; 
all- were Cl. welchii infections. In two of the fatal 
cases the gas gangrene appeared to have been overcome 
when the patient died, in one case from toxzmia, possible 


- anaphylaxis: and, acute. dilatation of the stomach, and 


in the other from malignant tertian malaria ; but the 
post-mortem investigations are not yet complete. Of 
the cases which recovered, two were severe, the gangrene 
involving’ the calf in one and the upper thigh in the 
other; one in an amputated: thigh was limited to the 
remaining half of the sartorius; and one was à gan- 


grenous cellulitis of the leg. 


In one of the fatal cases histological’ examination of 
the muscles of the wound showed very extensive? macro- 
phage reattion at the édge.of the zone of necrosis of the 
muscle. Since spreading gas gangrene is said. to produce 
no cellular reaction, ‘this. macrophage reaction may be 
regarded as additional evidence that penicillin in adequate 
dosage is effective against gas.gangrene.., .'- >. 
It is clear from this experience that penicillin will 
not counteract toxemia ; all the dead muscle should be 


surgically removed and. massive. doses .‘of .. anti-gas- 


gangrene serum given. Fulminating cases, with profound 


g -m.s = Eee BEB INA EEA Sa. Sa.e as |; 


toxœmia, are not likely to be-saved by penicillin. Peni- fr 


cillin may be expected to play an important -part in 

prevention. „ 4 V 
Head- wounds. The current practice of closing head - 

wounds completely after excision and the local applica- 


tion of sulphathiazole, as described by Eden in the 


Lancet of Dec. 4 (p. 689), has given: satisfactory: results 
in recent wounds; thus in the El Alamein and Tunis 
battles primary healing of wounds up to 3 days old was 
obtained. in 90% of cases. In the present investigation 
attention was particularly directed to penetrating brain 
injuries more than 3 days old, and at Tripoli and Sousse 
23 brain-wounds 3-12 days old were treated with peni- 
Almost all of them were infected with gram- 
positive pyogenic organisms, and about half were frankly 
suppurating. The wounds were excised, cleaned And 


closed, injections of calcium penicillin solution: being h 


given 12-hourly for 3-5 days through a.stab-hole into 


the brain cavity, the average total dosage being 15,000 $; 
A hamilamide 


units, per case. In addition, calcium; sulp 


powder was applied to the wounds during dressings and 


occasionally during operations; 
of the limbs as well as brain injuriee.. 
There were 3 deaths in the 23 cases, 2 ‘of them from 
infection. In the.remainder, wound healing was satis- 
factory, except. in one case where, fhe wound 3 


broke down sufficiently. to expose a small ‘brain ‘fungus 


which subsequently healed.. Bacteriological, examiina- 
tion of material aspirated from the brain-wounds showed 


that, with penicillin, gram-positive \cocci disappeared 


from the wound within 48 hours in most cases. 

This experience suggests that penicillin deserves a 
more extensive trial in brain-wounds for which definitive 
treatment cannot be obtained before 72 hours. For 
brain-wounds less than 3 days old therè seems to be no 


case for using penicillin while it is scarce. 


Non-penetrating wounds 4-16- days old, which were 
suppurating and would hitherto have been left open, 


eillin was given to 3;patients who had compound fractures 


yp Nw —— eee ek SEE See 


THE LANCET] 


i. were-suocessfully closed and treated with penicillin 
solution through tubes for 3-5 days, using a total dosage 
of about 3000 units. In the scalp wounds not associ- 
= ated with fracture of the skull, first intention healing 
after excision could be secured with a single application 
of 1-3 g. of penicillin-sulphanilamide powder, provided 
the powder was not washed away by bleeding during 
closure of the wound. 
“  Gonorrhea.—In Tunisia many cases of gonorrhoea 
„ were occurring in highly trained fighting troops, such as 
'. parachutists, shortly before they were due to fight, 
and the proportion of sulphonamide-resistance seemed 
. to be much higher than at home. Nine cases which had 
failed to respond to sulphonamides, and one fresh case, 
. were treated with sodium penicillin, all other forms of 
., treatment being withheld. The dosage was based on 
previous data for staphylococcal and other infections, 
most receiving 12 intramuscular doses (total 180,000 
units) in 48 hours. Urethral discharge promptly dis- 
appeared in every case — like turning off a tap,” says 
Major Priest. Most of them were kept under observa- 
„tion for 2-4 weeks after treatment and no relapse was 
= geen. 
< Burns.—Penicillin applications were tried in a few 
extensive burns which had remained persistently infected 
„ With hemolytic streptococci in spite of sulphathiazole 
„ by mouth and fla vines and sulphadiazine locally. Their 
„ response to extremely small amounts of penicillin- 
1 sulphanilamide powder (20,000 units) was uniformly 
: rapid, and free grafts took satisfactorily in spite of the 
presence of gram-negative pus. = 
5 * * + 

The following officers were responsible for different 
„ Sections of the report. ' ' 
„ Bacteriology: Major Scott Thomson. Chronic septic 
; wounds: Lieut.-Colonel Ian Fraser; Major Scott Thomson; 
j Captain A. Pirie, Soft-tissue wounds: Lieut.-Colonel J. S. 
1, Jeffrey. Recent battle casualties: Lieut.-Colonel E. L. 
Button. Closure of large soft-tissue wounds: Lieut.-Colonel 
D. W. Jolly; Major W. E. Hamilton. Efficiency of penicillin 
b in war wounds: Lieut.-Colonel A. L. d’Abreu; Major H. L. 
y de Waal. Soft- tissue wounds at a general hospital: Captain 
, & K. Tutton. Prevention of wound sepsis: Lieut.-Colonel 
1 Fraser; Lieut.-Colonel Jeffrey; Major J. D. MacLennan ; 
, Major Scott Thomson. Primary closure of wounds: Lieut.- 
i Colonel Fraser. Recent compound fractures: Lieut.-Colonel 

Jeffrey. Head wounds: Brigadier H. Cairns; Majer K. C. 
Eden; Major J. Shoreston. Gonorrhea: Major W. H. D. 
Priest. Burns: Major Patrick Clarkson. | 

The report is not on sale. A few copies, containing 
fall tables and figures, may be seen by application to 
the War Office (AMD 7). 


' PSYCHIATRISTS IN CONFERENCE 


, , PSYCHIATRISTS, especially those whose work has lain 
In mental hospitals chiefly, are aware of the disadvantages 
that have arisen from their relative isolation. The 
assurance given not long ago that the Minister of Health 


b 
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would not exclude psychiatric problems from considera- 
tion when planning future medical services relieved much 
apprehension. It is, however, recognised that there are 
matters in connexion with the treatment of the insane 
he, put right without changes in the. law, 


d 


y 
f 
which, cannot 
matter are less hopeful than most psychiatrists would 
; Wish. There are many psychiatric questions, apart 
from modifications in the law, which will have to 
be taken into account in a better organised compre- 
, hensive health service. . The Royal Medico-Psychological 
, Association has recently put forward some broad pro- 
posals to this end, to serve as a basis for discussion. 

. Among the chief proposals were that— | 
Mental health committees and mental advisory committees 
, should be established in every area of the country. 

, All matters appertaining to mental health administration 
l should be removed from public assistance. 

The name of the Board of Control should be changed to 
the Board of Mental Health and its powers should be 


. exganged, . 
A medical-officer of mental health should codrdinate the work 
in each area. | 
A medical superintendent should be in complete control of 
each mental hospital and mental deficiency institution, 
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and that the chances of prompt legislation on such a 
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Other proposals dealt with the better education of medi- 


cal students in psychiatry and psychology, the develop- | 


ment, of psychiatric units at universities and in general 
hospitals; with more generous staffing of mental hos- 
pitals and more comprehensive measures for the care 
of the mentally defective. All delinquent children, 
it was suggested, should be examined by a psyohiatrist 
whose report should be available to the courts. 

Since these proposals had not received from psychiat- 
rists all the consideration desirable in any final recom- 
mendations that might be made by the association, it was 
decided at the quarterly meeting held on Nov. 24 to 
form a broad committee representative of psychiatrists 
of every kind, to formulate their views for submission 
to the association. . 

A general discussion of postwar psychiatry was held 
during the day. In an opening address Dr. Gordon 
Masefield, honorary secretary of the association, reviewed 
the problems of the mental health service, particularly 
affecting those working in mental hospitals. Dr. Aubrey 
Lewis and Dr. Rolf Ström-Olsen (whose paper was read 
in his absence by Dr. M. B. Brody) gave brief opening 
papers on psychiatric clinics, with particular reference 
to neurosis and child psychiatry, and to problems of 
location and staff. In the afternoon Dr. Norwood East 
discussed delinquency, and Dr. Noel Burke mental 
deficiency. Dr. East said that special problems in con- 
nexion with criminal behaviour called for experience 
such as the ordinary psychiatrist does not possess; and 
outlined the general plan for improved psychiatric care 
of suitable offenders. Dr. Burke advocated that the 
entire supervision of the subnormal, including defectives, 
should be transferred from public assistance authorities to 
a mental health committee, and urged other drastic revision 
of legal and administrative procedures. Air- Commodore 
R. D. Gillespie felt that provision should be made for 
teaching facilities in any reorganisation of medical ser- 
vices and drew attention te the need for staff liaison 


between mental hospitals and teaching departments. 


LEBANON AND HASHISH 


Tun Lebanon and Syria have occasioned anxiety in 
other than political or constitutional questions. The illicit 
cultivation of hashish (cannabis indica) has, by its contraband 
‘export into Egypt, attracted the vigilant attention. of Sir 
J. W.. Russell, director of the Central Narcotic Bureau; 
his report to the Egyptian government for 1942 bonds 
with interest. As the result of two personal visits to the 
Levant states to investigate the source of the huge imports 
of hashish into. Egypt, the director was able to secure the 
coöperation of the British and the Fighting French authori- 
ties in eradicating the pernicious hemp over large areas. 
A report made to. General Catroux in July, 1942, stated 
that there were 150 hectares of Indian hemp under culti- 
vation in the Levant states, producing 75 tons of dry raw 
hashish and 60 tons of prepared hashish; of these 90 
hectares had then been cleared of the plant. 

The British Security Mission in Syria and the Lebanon, 
under instruction from General Maitland Wilson of the 
9th Army, and in codperation with Monsieur Gautier and 
Lieutenant Boutillon of the Sureté Générale, proclaimed 
the cultivation of hashish, and proceeded to eradicate the 
growing hemp. The inhabitants were hostile, but Indian 
and Australian troops overcame the apathy or indifference 
of the gendarmerie and gardes mobiles. It 1 that, 
under Vichy France, Syria and the Lebanon had become 
completely hashish- minded, notwithstanding the laws 
in force against trade in the drug. 

Sir J. W. Russell reports that the price of hashish whole- 
sale in Syria was £E3 per kilo, that it sold in Egypt at 
£E35 to £E40 per kilo and further that if the destroyed 
hashish had been successfully smuggled into Egypt the 
dealers in Egypt would have realised £E4,200,000. The 
Director expresses the hope that the independent govern- 
ments of Syria and Lebanon would carry out the law and 
prevent this flood of poison finding its way into Egypt. 


„„ .. The nation’s opportunity, when peace returns, of 


. enjoying thé arts. and amenities of life will be dependent on its 


standards. of health and prosperity, and these, in turn, ever 
more directly on scignce and its applications.. - Sir HENRY 
Darr in his presidential address to the Royal Society on 
Nov. 30. i 


properly. 
given me. 
out of the ward. They 


That jolt as they hit the jamb of the door did not help 
me to sleep, nor do the other jolts as they negotiate the 
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À A Rimnin Commentary by Peripatetic Cütrespondenis: f 


Ir would be good for all of us if we could change places 
with our patient an hour before he is due to go to the 
theatre. for his operation. This is something of the 


2 — ye 
PE tee : 122 7 
š ’ 


atmosphere as it was described by. one of my patients 


after an appendicectomy. 

An hour before the operation (he writes) Iam lying i in 
bed not feeling too braye about it all. Along.comes the 
nurse and gives me a hypodermic injection. It hurts 
the needle is blunt, and she has to make several jabs to 
get it in. Anyway my nerves are all keyed up to a high 


pitch and I am probably just waiting to be hurt. ‘I:see 


by my chart left on my bed while the nurse was called 
away that I am running a high temperature. 
ea a bad cough, and my heart is beating very rapidly 
as: I feel it surreptitiously under the bedclothes. | 
pulse seems to be going 250 to the. minute, or am I 
counting two pulses, one in my. wrist: and, one in my 
thumb? I wonder will my heart stand the angesthetic. 
I-would like to see the doctor who is going to give me this. 
He ought to test my heart and tell me it won’t pack up 
on me. I wish I had a drink—I do feel so thirsty.. Lam 
getting very. sleepy now; but do not seem able to go off 
I-wish that nurse would: not talk so loud. I 
thought she had quité a soft voice. It sounds to me 
like a.foghorn now, I expect it is the dope. they have 
Heavens, here they are coming for me 
already and Jam not asleep yet. It would have been. a 
good idea to have put me in a room by myself with the 
blinds drawn, I might have been able to sleep then. 
They promised me I would be asleep before T was taken 
start to wheel me out now. 


corners along the corridor., I wish someone had put a 


drop of oil on the wheels of this trolley. The squeaks, 


apart from being di turbing to me, must be annoying 
for the other patient ., There is quite a traffic jam now. 
The chap in the next bed to me was trundled along to the 
theatre an hour ago. Here he is being wheele 
His job is over, lucky devil, but perhaps not so lucky. 
I take a quick peep at him as he passes. He looks dead, 


to me and as if he had died in a horrible way. I am 


- sorry I looked, I should have had a towel over my eyes. 


Here we aré. now at the annexe. It smells terribly of 


1 
He puts the mask on my face and the smell of 


ether or ‘chloroform. The anesthetist comes and say 
Well old man, you should be asleep by now, an 
agree. 


the rubber nearly makes me vomit. My sense of smell 


bed to me. 


seems very acute and this stuff smells awful. It is 
choking me and I am going round and round. I can hear 


someone: talking in the theatre. Now the anesthetist - 


is talking to the ‘nurse. His voice seems to boom as if 
amplified. ` I wish the nurse would hold my hand. It 
seems childish, but there you are. Now someone is grip- 
ping me tightly, as if I was going to run away. I wish 
they would not do it, I want to sleep and forget.’ The 
doctor is telling the nurse about the chap in the next 
He thinks I cannot hear him, but I can, 
although I feel miles away from my body now. I am 
sorry poor old Smith i is a gonner, or as near as no matter. 
I hope I won’t be in the same boat. I am floating in the 
air now and I am going up and up and up and then I am 
in my bed, the nurse is giving me a cup tea and it i is 
the next ‘day. | 
„% X * ; 

It is somewhat humbling to human intelligence to 
have to admit that a large number of man’s discoveries, 
especially in the medical s here, have been: made by 
mere chance. From Dr. Jenner’s chance listening to 
milkmaids’ gossip to. ‘Professor Gye's chance cold man 
has stumbled on rather than stalked his scalps. And 
. yet, in the matter of these bacterial, mycotic and virous 
antagonisms, if we had sat down and considered, if we 
had cast our eyes back to the ages when man was in the 
womb of time, to the millions of hot, humid, Carboni- 


ferous years — surely the myocetal Golden Age we might 


have guessed that these lowly organisms had fought out 
their quarrels and formed their various spheres of 
influence, offensive and defensive alliances, toxic attrac- 
tions and repulsions, miasmal and chemical preferences, 


My. 
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all these, long, long before thei new. food, Man, strutted 
if, after the. manner of the American 


tournament, we play one’ against the other, Staphylo- 


an 
N 


I have 


cocous aureus v. Aspergillus niger, Penicillium pulchrum 


v. Bacterĩum gloriosum, and so on, each playing each, 


then after. a lot of trouble in à lot of laboratories, even 


more than is caused to the poor secretary by our local 
tennis tournament, we might get a pretty good idea 
of the hatreds and friendships, the cliques and discord- 
ances, in this vast village microscopic life. 

One’s imagination rebounds from contemplating: “this 
scene of petty strife to one of ‘truly Wellsian proportions 
—the Great Health House. in we capital city of the 
World State. We are in the Ma ap Room; one of the 
many map rooms. On the wall is the score board of a 
huge tournament. “All the diseases are playing each 


other in or on man; their names are written hor izontally 


teachers used to falk about the musculospiral and it, 


— 


about the radial and peroneal. 
find them now permitting unrestricted inter breeding of 


and vertically, and the dots on the squares show, the 
frequency of their contests. The scarlatina-diphtheria 
squares, for instance, are almost spotted out. the Spots 
are confluent, they get on splendidly together, buf the 
Spirochætal players of yaws and syphilis won't play, a 


cousinly hatred, so the squares are blank. The mumps- 


typhoid squares are.. The telephone rings. Acase 
of ameebic dysentery ‘has occurred at Chowchu in a 
Chinaman who harbours an old Twnia lonlium. Em, 
that ought to be interesting,“ says the Head Referee 
and rings up the transport plane to take a team of 
skilled, observers to witness the contest. 

‘Do we know what effect mumps has on typhoid, if 
any, on Tinea versicolor; a mere dermal pet, on the killer 
of poliomyelitis? One would hardly think they had any pu 
effect at all on each other, but do we know? One would 5 
hardly think that the sores on the dairymaid’s fingers ! 
would have any effect on the dreaded smallpox’; it 
seems,‘on the face of it, a silly idea. The fact is thati in 
many cases we do not know how or if diseases imteract, 
but by keeping à record of the coincidence of diseases 
for a number of years in a large population, more or 
less on tournament lines, by noting those squares which 


statistically one might have expected to be mod erately 


immaculate becoming spotty, and, more significantly 
those squares which one might have expected tod be 
aged keeping immaculate, we have a way of e 


* * * 


b Se- ipsic is a first-class. word, and I feel ally 2 
encouraged. . Would this not form an excellent motto 


for our ‘postwar. College of Terminology—or should. it 
be Terminopathy, or rather Terminopathology ?. My 


external popliteal nerves among themselves, but to us 
‘Wearied with war, we 


those diverse terminologies—but, leb me see, is the 
peroneal external or medial? I have no book but I 
believe it is the lateral boundary of the popliteal ‘fossa, 
Se-ipsic !—yes, that truly. should be in basic -English. 
Ordered confusion!) Russia, one. contributor tells: us, 
is out to graduate 25,000 doctors a year ; but ‘do. they I 
all have to learn three terminologies in one ‘subject $>. 
alone? Yes, se-ipsic must be our. motto; The midwife $. 
may treat my pneumonias, but she will never know 
three names for everything, and even Osler did! not 
learn the BNA and the Birmingham Revision. Happy 
day! A mustard plaster may not have helped over the N. 
serratus lateralis, but if I put it over the serratus | 
anticus, or better the serratus magnus— well, who $ 
knows? | Se-ipsic I ee eae = | | 
x * eo I. 
. A Ministry of Health psychiatrist says that a W a 
number of colds are emotional in origin. Now we see it 
all. The common cold, a running from the nose, is 
really the Superego pouring cold Water and mucus 


on the erotic zone of the mouth, probably because the n 


Id has been telling low ‘stories, and the husky and 
altered voice are to prevent it telling any more. When $ 
a.cold spreads round a family, office or school, that is fy 
just another example of mass hysteria. 8 


* * 
Telephone Q: i Doctor, they say this is 2-day flu 


and I’ve had it for 4 days. Why is that? 
DitioA: “I expect you've had it twice.” ” (Hangs up). 
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Parliament 


ON THE FLOOR OF THE HOUSE 
ewe ag | MEDICUS MP s 
THe House has now had three days of general debate 


on the address, one day devoted to the release of Sir 
: Oswald Mosley, and is now considering amendments 


which raise vital questions of policy. The grand inquest 
of the nation is in progress. 


_ Mr. Oliver Lyttleton, in his reply to the general debate 
on the third day said, We know the victory is certain, 


and we think it is imminent, but we are not expressing 
an opinion in point of time.“ The order of priority in 
our postwar problems which Mr. Lyttleton laid down was 
first, housing and town and country planning, second 
social security, and third war production in reverse. 
Overcrowding in the cities is serious and deterioration of 
housing conditions, owing to lack of labour for repairs, 
is the preoecupation of local authorities. In rural areas 
the problem is almost as pressing as in the towns. The 
demand for houses after the war cannot be resisted. 


To expedite repair and reconstruction now and building 


technical department. 


purpose new forms of b 
House has promised that in three or four months eight or 
mine demonstration houses would be on view. 
term policy 


every activity of the national life. 
not always appreciated. For there will be, outside this 


g. capital goods. 


om a large scale when that becomes practicable the 
Government has enlarged the functions of the Ministry of 
Works which will be the authority to which the Ministry 
of Health will look for all plans, designs, specifications, 
materials and the technique of construction and costs of 
houses.” The local authorities will deal with the Ministry 
of Health, and the Ministry of Works will really be the 
The immediate problem is 
repairs. The next stage will be the erection of houses 


. to meet temporary or emergency conditions and for this 


uilding are being tried. The 


The long 
envisages the employment of a labour force 
with a calling-up of 1,250,000 over a period of twelve 
years. | 

It seems unlikely that there will be acute unemploy- 


a ment for some time after the war, for there will be a vast 
demand for consumer goods—textiles, clothing, boots and 


shoes, carpets, household linen, crockery, glassware and 
furniture. There will be also a vast demand for labour 
to make up the arrears of maintenance in connexion with 
But here is a danger 


country, a prodigious demand for consumer goods and 
In devastated areas UNRRA will func- 


tion. But rigid control will be necessary to see that a 


e whirlpool of inflation outside these islands does not pull 


our production and distribution into the maelstrom. 


i Those who dislike controls should consider these things; 


eontrols will be necessary for our own self-preservation. 
Mr. Lyttleton, speaking of the problem of the reorgani- 
sation of the medical profession, asked whether it was 
realised that it involved altering the numbers of those 
entitled to a comprehensive medical service from 18 


> million, the present insured population, to over 44 


million. This is a large administrative problem and it is 
probably giving Mr. Willink cause for thought. 
The fourth day of the debate was devoted to an amend- 


ment challenging the Home Secretary for his release of 
Sir Oswald Mosley. Much of the criticism was directed 


against the medical grounds on which the Home Secretary 
acted and about which information was meagre. Owing to 
the arrangements which come into operation at the 
beginning of a new session the Home Secretary could not 
be asked questions till the day after the Mosley debate. 
This made it impossible to get much information. 
The actual wording of the doctors’ report showed 
clearly it had reference to previous expressions of 


opinion. It is widely felt that a short medical history 


of the case with a record of the opinions expressed and 
of the reasons for the examination this year would be 
useful and desirable. In the course of his statement, Mr. 


Morrison said that Sir Oswald Mosley had suffered from 
recurrent attacks of phlebitis during his detention at 


Brixton and Holloway, but that up to June, 1943, these 
gave no serious cause for anxiety. The authorities then 
felt concern not only about the phlebitis but also about 


„ his general condition. His weight had fallen continu- 


ously and substantially and his phlebitis was extending.”’ 


in 


Hence a further series of examinations, and his final release 
from Holloway to a form of house arrest.. In view of these 
statements by the Home Secretary, the publication of a 
full medical report, including a statement on any factors 
prison life which. affect ‘alt prisoners, is certainly 
desirable if the case is to be fully understood. It was 
urged in the debate that adequate medical and nursing 
services exist at Holloway and that hospital services 
outside the prison, if necessary, could have been arranged 


for Sir Oswald Mosley as is done for ordinary prisoners. 


ROYAL COMMISSION ON POPULATION 


On Dec. 1 Mr. OC. A. ATTLEE, Lord President of the 
Council, made the following statement in the Commons: 
The Government have decided to set up a Royal Oom- 
mission to investigate the birth-rate.and trends of popula- 
tion and the Lord Chancellor has accepted the chair- 
manship. The other members of the Commission will 
be announced as soon as practicable. . The terms of 
reference will be as follows: | 3 

“ To examine the facts relating to the present population 
trends in Great Britain; to investigate the causes of these 
brends and to consider their probable consequences; to con- 
sider what measures, if any, should be taken in the national 


interest to influence the future trend of population; and to 


make recommendations. , 


The Government have also decided to set on foot immedi- 
ately a number of inquiries of a technical kind. The 
exact scope and character of these investigations will be 
determined in consultation with the chairman of the 
commission. The results will, of course, be made avail- 
able to the commission as soon.as possible and it is 
expected that in the meantime the commission will 
find it practicable to explore and take evidence upon the 
more general issues connected with the subject. | 

The Duke of DEVONSHIRE who made a similar announce- 
ment in replying to the debate on population problems 
in the Lords added there were at least three broad heads 
under which the technical issues must be examined. 
There was first the statistical group which was a matter 
of simple collection of figures and calculation, but in- 
volved a high degree, of expert knowledge to sift the 
various statistical factors, assess their significance and 
to project them into the future. Then there were the 
medical and biological factors, ranging from immediate 
physiological conditions that may interfere with fertility 
to remote biological factors that may have far-reaching, 
and deep-seated causes. But in spite of this diversity 
it had been thought advisable to allocate the work of’ 
technical inquiry under this head to one group which 
can, if necessary, divide itself up to consider the various 
technical details. There were also economic factors— 
what part they have played in population trends, the 
part they may still be playing, and what may be the 
effects of the population trends on our economic life in 
the future. | 

QUESTION TIME 
Second Rushcliffe Report 


Replying to a question, Miss F. HoxsBRVUOdRH gnnounced that 
the Minister of Health had received this report, which deals 
with male nurses in hospitals, with nurses employed in the 
public-health services, with nurses engaged in domiciliary 
work, and with trained nurses employed in nurseries. The 
Minister had communicate with local authorities, the British 
Hospitals Association, and the Queen’s Institute of District 
Nursing commending to them the recommendations as to 
salaries, emoluments, and conditions of service, and inform- 


ing them of the grant which is payable, as in the case of the 


revious report. l 
Hie " ‘Patulin | , 
The Medical Research Council have accepted an invitation 
to undertake the organisation of controlled clinical trials of 


patulin on a considerable scale, and arrangements are in hand ` 


for instituting these immediately. For the time being the 


use of patulin in the treatment of the common cold must be 


regarded as still in the experimental stege. The preliminary 
trials have not given consistent results, although some of these 
have been promising, and it is uncertain what value the drug 
will eventually prove to have, It will necessarily take some 
months to collect adequate information on this point, and as 
regards the best methods of administration, the proper dosage, 


and the conditions under which the drug can be used with 
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safety. 1 would be inadvisable to take steps to mako patulin 
generally available. until there is sufficient evidence on these 
Evans) ae HoRrsBURGH replying to Colonel ARTHUB 

VASE) 
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Mr. D. KırKkWo0D asked the Secretary of State for Scotland 


if he was aware that the rate of infant mortality among the 


poorer classes had; according to recent medi¢al statistics, been 


since the last war the highest iri the civilised world; ‘and what 


steps he was taking to remove this ‘disgrace from the social 
life of the oountry.— Mr. T. Jonnsroy replied : According to 
the latest iriformation available to me, the Scottish figures, 


bad as they are, are not the highest even among the nations. 


of Western: Europe. The causes of. the variations in these 


infant mortality figures are not always. apparent, but a report... 
on the subject by a committee under Sir. John Orr's chairman- 
ship, set up at my request by the Scottish Scientific Advisory 


Committee in June 1942, shortly. be published. 

Mr. Kimxwoop : Is the Minister aware that the child death: 
rate in Glasgow is higher than it is in Tokyo —Mr. JoHNSTON:: 
Figures for 1936 relating to the cities of Glasgow and Tokyo are 
to the effect stated.. But the official statistics published by the 
League of Nations show.that, for the five-year period 1934-38, 
the infant mortality-rate for the whole of Japan was half as. 
high again as for Scotland. 

The steps.we are taking to deal with this matter are, first 


to find out what are the deficiencies in the way of homes, 


housing and so on—to find out what were the causes of it. 
The Orr Committee was set up for this purpose, and the a 


is now in hand and I expect it will be, published. 


Pulmonary Tuberculosis‘ in Scotland era 


Mr. H. MoNEIL asked the Minister if he would give the 
number of new pulmonary tuberculosis cases notified between 
June 1, 1943 and Nov. 1, 1943; and the numbers for the 
comparable periods in 1942, 1941 and 1940, and Mr Ji OHNSTON 
replied : Notifications. between. June I and Nov. 1, 1943 were 
3073. The ‘corresponding fi 
was 2633, in 1941 2361, in 1940 2118. Mr. MoNnIL.: Will the 
Minister now agree, from the figures he has supplied, that his 
scheme for dealing with tuberculosis by excluding. chronic 
sufferers has obviously failed to restrict the spread of infection 

in the country Mr. JonNnston: The two things have no 
— connection whatever. Mr. MoNE: Will the 
Minister tell me to what he attributes the increase since he 


thinks he has cut out an area of infection? Mr. JOHNSTON: 


My honourable friend asked for statistics going back to 1940. 


The scheme. to which he alludes now is another matter alto- 
gether. 
conditions. 


Industrial Training of Disabled Men 


Mr. W. A. BURKE asked the Minister of Labour, if he was 


aware that men were. being discharged from the services on 
medical grounds and entering civil employment for which they 
were physically unfit, and would he make arrangements for all 
men discharged from the services to be interviewed at an 
employment exchange for the purpose of receiving explana- 
tions of rehabilitation and training schemes,—Mr. E. BEVIN 
replied; The arrangements for interviewing men from HM 
Forces on medical grounds or because of disablement inchide 
interviewing at hospitals and other invaliding establishments 
as well as at employment exchanges. ‘Steps are táken by 
means of reports and discussions to get expert medical advice 


` as to the individual’s condition, and as to the most suitable 
kind of occupation. All local offices of the Ministry have full 


particulars of the training and other schemes designed to assist 


the satisfactory resettlement of persons suffering from any 


form of, disability—-whether as the result of service with HM 
Forces or from other causes, 


l l Social Security- Proposals 
Sir Joun MELLOR asked the Prime Minister which ministers 


would be specially concerned with the preparation of the 


Government's proposals regarding. an enlarged and unified 
system of social insurance, a comprehensive health service and 
.@: new scheme of workmen’s: compensation, respectively; and 
whether any’ particular member, or members, of the War 
Cabinet would specially review this work.—Mr. ATTLEE 
réplied : The ministers specially concerned with these matters 


‘are the Minister of Health and the: Secretary of State for 


Scotland, the Minister of Labour and National Service, and the 
Home Seoretary. The Government’s proposals for social 
security are being formulated under the direction of a com- 
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en the past 12 months, and last met on Nov. 10. 


et Sir E. GRAHAM-LITTLE asked the Minister of Health betber l 


four years ago to meet events - which had not happened and 


population Whose illness risks had at the same time increased, 


not. 
time expected, it has been employed in caring forthe numarons 
other classes.of patients brought within the scope of the EMS. 


e for the same ‘period i in 1942 


hospital facilities provided for the civilian. population as 6 


It is dealing W with war-time temporary 


the nationalisation of the medical profession in Australia on 


the Forces to see for themselves what the. Government’ 8 


if the prison medical authorities would confer with -Himself 
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mittee of ministers :- and the 8 without Portfolio has, 
and will continue to have, a special responsibility for codrdinat- 
ing the work involved in presenting the social insurance scheme 
as a whole to that committee. As regards the last part of the 
question, these are. matters falling. within the SCOPO -of the 
Minister of Reconstruction. je í 


Medical Personnel (Priority) Committee ra 


Sir E. GRAHAM-LITTLE asked: the Minister of Health how 
many times this committee had met during the past 12 
months; and what was the date of the last meeting 2 Nr. 
H. WIkLANk replied: The committee has held seven e 


Emergency Medical Service on 


he would state the present cost.of the Emergency Medical 
Service and the number of Salaried medical practitioners 
engaged; and whether, as this sérvice was planned more than 


had resulted in a redundant supply of doctors to hospitals and 
districts remote from towns and torsmall specialists: “stedis ut 
voluntary and. teaching hospitals, especially in London, and 
withdrawing adequate medical ‘attendance from the civilian 


he would immediately readjust: the distribution of medical 
man-power.—-Mr,- WILLINK replied : -The cost, of the salaries, 
fees and expenses of medical officers’ enrolled in.the EMS is. 
at the rate of approximately £l, 200,000 a year, and the num. 
ber of medical officers receiving Whole or part-time ‘salaries, 
which fluctuates somewhat from time to time, is about 1550. 
Ido. not accept the implications in the:second part :of the 
question or see any justification for the redistribution of 
hospital staff suggested. Although the Service has fortunately 
been called upon to treat so many casualties, as was at. one 
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Among these classes are large numbers of civilian- sick, trans- 
ferred from town: hospitals.to outer hospitals: having more 
adequate facilities for their treatment, and other divilian 
atients transferred from, hospitals with long waiting- Jiste. 
the result the emergency scheme has greatly expanded the 


whole.and has made specialist medical skill available to. much 
larger numbers of patients: than ever. before. „ 


National Health Service in Australia o 
Sir E. Granam-Lrrrrts asked the Minister of Health whether 
he. was aware of the successful. protest, made by the Federal 
Council of the British Medical Association in Australia against 
the attempt made by the Federal, Government. to-bring about 
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much the same lines as had been proposed for Great. Britain 
in speeches by the. ex-Minister of Health, and. whether be 
would apply the argument put forward by the Australian 
Association also to this country, that it was unjust to make 
plans for the medical profession while many doctors serving in 
the forces could not make their views heard.—Mr.- WILLINK 
replied: I am alive to the importance of enabling doctors in 
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proposals are, and to discuss them and express views on them 
before legislation is undertaken, © That is one of the objects 
of the forthcoming white-paper. 5 
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Mosley's Release i 
g Replying to questions on medical. reports on Sir Oswald 


Mosley, Mr. H. MORRISON said the reports which he had 1 


received did not include any estimate of the length of treat- 
ment which might be needed to guard against an extension or 
recurrence of the condition from ‘which Sir Oswald Mosley 
was suffering, and he was advised that it would be premature 
to express any opinion on the point.. As he had explained, he 
would have no hesitation, in ordering immediate detention, 
irrespective of any medical considerations, should he cqme to 
the. 5 that the interests of. national security. 80 
require l 

15 Tord Dawson of Penn had suggested. that. it would: be helpful 


and Dr. Geoffrey Evans, both of whom: had attended · Sir 
Oswald Mosley as their private patient, or, alternatively, with 
two other doctors of equal standing. . As Lord: Dawson and 
Dr. Evans had already examined Sir Oswald Mosley and were 
in & Position to judge the progress of the disease, the prison 
Continued at foot of e page. - : 
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Letters to the Editor 


' PROFLAVINE IN CLOSED WOUNDS 
Sir,—Russell and Falconer and also Hawking report 


necrosis of muscle after sewing up wounds in animals 


treated with proflavine. Lieut.-Colonel Ian Fraser, 
RAMC (personal communication), found ‘that in two fully 
debrided wounds where there was little exudate, no pus 
and no granulation barrier, considerable necrosis of deep 
tissues and gangrene of the skin edges took place after 
6 g. of proflavine had been inserted and the wounds 
closed without drainage. On the other hand, a small 
series of wounds treated with 1% proflavine mixed with 
sulphathiazole closed up and healed by first intention. 

We treated about 300 old septic but open wounds with 
much smaller quantities of proflavine (average 0'5 g.) 
and we never saw any necrosis ; however, an eschar as 
already described was frequently found. We also used 
smaller quantities (average 0-1 g.) of proflavine in con- 
junction with 10 g. sulphanila 
fractures‘ which were later closed up; there were no 
harmful effects. In the original cases the proflavine 
was used without. neutralisation but latterly 0:25 g. 
of bicarbonate has been added to each gramme of 
profla vine.“ | 

it appears that proflavine should only be used in open 


wounds and not more than 0-1-0-5 g. should be used at 
Pending an adequate supply of some more. 


one time. 
satisfactory substance (e.g. penicillin), it seems that 
proflavine is the best drug available for the treatment 
‘of such wounds when they are infected with staphylococci 
or are purulent. Proflavine may possibly be of some 
value in gas gangrene when applied locally, but the 
number of cases treated is so small that again we cannot 
draw definite conclusions. 
G. A. G. MITCHELL. 


Base Transfusion Unit, MEF. G. A. H. BUTTLE. 


- MINIATURE RADIOGRAPHY 
Simr,—An important issue I raised at the meeting of 


the radiological section of the Royal Society of Medicine 


on Nov. 19 did not seem to be fully answered by any of 
the four opening speakers, although three of them 
admitted the importance and difficulty of my submission. 
Briefly the question was this. 

The medical officer of a certain factory has complained 
that when the mass radiographic unit of the Ministry 
of Health visited the factory, the medical officer in 
charge of the unit erected an extraordinary barrier of 
professional secrecy, and refused to convey any informa- 
tion regarding the positive or suspect cases to the patients 
themselves. Worse however was the fact that he did 
not propose even to tell the factory medical officer 
when a case was positive. The factory medical officer 
points out to me that this is a bad policy and that he is 
under the same responsibility regarding medical secrecy 
as any other doctor. He or she is only entitled to convey 
information regarding disease in members of the factory 
to the managing director, or his nominee, where it is a 
matter-that affects the health of the factory workers 
generally, or the individual’s efficiency. Tuberculosis 


1. Albert, A. and Gledhill, W. Lancet, 1943, il, 238; and Pharm. J. 
Sept. 4, 1943, p. 87. ; 


Continued from previous page 
medical authorities welcomed this suggestion and decided, 
with my approval, to take Lord Dawson and Dr. Evans into 
consultation. The question of fees for the two consultants 
out of public funds had not yet been raised, so far as he was 
aware. No questicn of fees arose in the case of the prison 
medical authorities. : 


Cholera in Bengal 


Replying to a question on the food situation in India, 
Mr. Amery added: A serious outbreak of cholera in Bengal 
has followed upon the famine. During October deaths 
in the province from this disease averaged 5349 per week. 
In the first week of November they were 4464. Assistance in 
the provision of doctors and medical equipment is being pro- 
vided by the Army and a mass inoculation campaign is being 
planned. Some drugs are being flown from this country. 


MINIATURE RADIOGRAPHY 
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is a case in point, but it seems rather nonsensical to 
carry out mass radiography on a large number of em- 
ployees if the factory medical officer is not to be in a 
position to advise employees in the light of the 
findings. | ‘ : : 
One of the opening speakers explained that any 
information about a positive case could only be conveyed 
to the patient’s private doctor and that this decision had 
been reached after consultation with the Trades Union 
Congress. Further it was pointed out that if an employee 
in a factory was found to have pulmonary tuberculosis, 
and after being informed refused to receive treatment, 
then as the law stands we are powerless to enforce treat- 
ment. Thus if such an employee is working in a factory 
producing proprietary foo he can continue his 
work, while the factory medical officer is kept in ignor- 


-ance of the facts, and perhaps his private doctor may 


decide to watch him rather than notify the case. Mean- 
time the other factory workers and the general public are 
to suffer and possibly become infected from the food this 
tuberculous individual is handling. Surely something 
must be done about this. 

It is satisfactory to note that at last instead of bringing 
the workers to the units the units are being taken to the 
workers, as I have advocated since 1939. Nevertheless, 
large numbers of stationary or static centres will have to 
be created for the other millions of the population who 
are not conveniently centralised in factories. This part - 
of the scheme I feel will eventually evolve itself · around a 
regional organisation with perhaps, 8 regions to cover 
Britain and boards of experts (physicians and radio- 
logists) for examining the miniature films attached to 
each region. The suggestion of training medical officers 
of health to spot disease on miniature films, like young 
boys train themselves to spot different typés of aircraft, 
must sooner or later bring discredit to this important 
field of chest radiology destined to revolutionise social 
medicine. K d f 

The latest official figure of the number of cases ex- 
amined per unit is 1500 a week, so that one unit working 
for 40 weeks can only cover 60,000 subjects in twelve 
months. At this lamentably slow rate it would require 
over 650 units to cover the population of Great Britain 
in a year. To examine Greater London with one unit 
I once over-optimistically indicated a term of 80 years. 
but this will now have to be extended to over 133 years ! 


London, W.1. NORMAN P. HENDERSON. 


- POLYONYMY 


SIR. —It is already difficult for the general physician 
or surgeon to keep pace with the discovery of therapeutic 
derivatives of moulds.. It will be impossible if they 
receive multiple names. What just reason can there be 
for issuing patulin under the brand name of tercinin ? 
Why should the prestige of a British product be halved 
by an alias ? | } 

CORYZA. | 


„ The brand name Tercinin was applied to 
anhydro - 3 -hydroxymethylene - tetrahydro - y-pyrone- 2 - 
carboxylic acid by the Therapeutic Research Corporation 
and registered by them when they undertook its manu- 
facture. It seemed undesirable to adopt a trade name 
in the account of the collaborative research on this 
substance, and the chemical name-was inconveniently 
long; a second, non-proprietary,'name was therefore 
adopted. Multiple names might be avoided if any- , 
one about to introduce a new drug which is likely to 
come into fairly general use would apply to the nomen- 
clature committee of the British Pharmacopoeia Com- ` 
mission for a name or approval of a fame.—ED. L. 


DOMESTIC SERVICE IN HOSPITALS 


SIR, — Professor Nixon writes of hospitals situated in 
the centre of a city with all sorts of amusements near at 
hand. These are, of course, in a much happier position 
regarding domestic staff than are sanatoria isolated in 
the heart of the country. But at the Cheshire Joint 
Sanatorium, although the shortage has made relief for 
holidays and sickness none too easy, we have been lucky 
enough to keep a faithful skeleton staff together and so 
always managed to carry on. The staff social and. 
athletic club provides opportunities for games (hockey, 


` 
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ea badminton), swimming (there is a pool in the 
. grounds), dancing, shooting, amateur 


sporident's suggestion in the Lancet on Nov. 13, I 


of special type required ; 
successful in finding anyone willing to make a grant 
towards the cost of publication. The text of my Poly- 
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cinema shows and language studies (refugee nurses have 
taught French and German). As members of the club, 


domestic staff, when off duty, have equal status with . 


medical and nursing staff. 
Since.a scheme for the training of maids has been tried 


out at the sanatorium. the junior domestic staff have 


been treated as domestic science students. A certificate 


of elementary domestic science training is awarded to 


those who satisfactorily complete a two years training 


l and possessors of the certificate are eligible for promotion 


to the yank of assistant housekeeper. Assistant house- 
keepers receive a salary. of £105 with full residential 
emoluments and enjoy. the same off-duty privileges as 
staff nurses. All domestic staff. wear a Ministry of Health 


Hospital. Service badge. p 


. Joint Sanatorium. 


MARIE, A. SIMPSON, : 
Market. Drayton., Ca l 


„Natron. 


| 2 MULTILINGUAL MEDICAL PERASE. BO 


Sm. With reference to your peripatetic . on 

ve 
already prepared a phrase-book - -on similar lines ‘and the 
Phrases have been translated through the kindness of 
foreign doctors into 26 languages. The cost of printing 
is estimated to be high on account of thé numerous kinds 
and I have so far been un- 


glot Medical Questionnaire.” is specially .devised. for 


`- obtaining medical histories from patients who do not 


for a doctor or nurse, wi 


“ sequent event. 


have achlorhydria or hypoc 
‘acidity may return after thyroidectomy. Furthermore 
‘Dr. Halliday's brief descriptions of the personalities - 


speak the same language. The system adopted for 


communication between patient and interrogator is 
quite simple und incidentally dispenses with the necessity 


By this means it should be possible 
with no knowledge of the e 
language, to obtain an adequate clinical history. 

ö 8. CHALMERS Parry. 


for ‘spoken words. 


Liverpool, . 
| ere The ‘Norwegian Red Crosé have sent all the 


= Principal hospitals in Great Britain a questionnaire in 
Norwegian and English which . 


enables Norwegian 
patients who cannot ‘speak English « fe explain their 
complaints. and needs Ep. L. PRA I l 


-EXOPHTHALMICG. GOITRE AND PEPTIC ULCER 


Sm,—In his interesting paper in your last issue, Dr. 


' Halliday mentions peptic ulcer as associated with 


exophthalmic goitre and quotes A. T. M. Wilson to the 
effect that exophthalmic goitre may precede the onset 

of peptic ulcer but apparently seldom follows it.” ` 
In my experience association of the two diseases is 
extremely, uncommon, | 
This, I think, is borne out by con- 
siderable clinical’ and experimental work summarised 
and supported by Louis and Wills (Quart. J. Med. 1937, 
30, 353) showing that most 5 with thyrotoxicosis 
lorhydria, although normal 


underlying duodenal ulcer and exophthalmic goitre do 
not correspond very closely. The former is described as 
showing à sustained relentless application associated 
with obsessional and compulsive drives while the latter 
is nervous, impatient, irritable, tending to violent 
emotions.“ Nevertheless it is gratifying to see increasing 
emphasis laid on tlie underlying constitution in diseases 


and in exophthalmic goitre in, particular. 


preparation 
(arsphenoxide) for ‘the treatment of syphilis ani 
infections susceptible to neoarsphenamine. 


‘Department | of Medicine. 


‘University of Cambridge. LAURENCE ' MARTIN. 


Messrs. ` May ‘and BARER Lr. have introduced a new 
of 3- amino-4-hydroxy | phenylarsine , ` oxide 
„other 
This new pro- 
duct, Neo-Halarsine, is arsphenoxide' tartrate, and among 


advantages claimed for it are that the active material is a pure 


crystalline substance and that solutions can stand for at least 


8 hours without discoloration or increase in toxicity. A 


preparation of arsphenoxide named Halarsol „was ‘issued i in 
1930 by the same firm for tlie treatment of Jaws. 


dramatics, concerts, 


had long been, one of his Ee 


and. the son of the Rev. George 


pital, , 


either as a simultaneous or 


Obi tuary:- 


ERNEST CHARLES LINDSAY _: , 
CBE, B 80 N, M BLOND.» 3 FRCS , 


dai Lindsay, surgeon to the London. Hospital, died 


suddenly on Oct. 23 from coronary thrombosis. - He 
returned. to work after an. ee fatala attack 18 months 
ago. Cheerful equanimity. i ee 
the face of illness and its threats ö 


characteristics. 
He was 60 


-~ 
r 


years of age 


Lindsay of Christchurch, New. 
Zealand. After taking a science 
degree at Otago he came to 
England for his medical course 
and qualified in 1909. A series 
of house appointments at the 
London Hospital followed; he 
became FRCS in I912 and. was. 
surgical registrar at the hos- 
After war employment 
in the RAMC. as a surgical 
specialist, for which he was 
made CBE, he went back to 
the. London. where he became 
assistant in the surgical unit and 
was elected to. the staff in 1920. 
tion as a thoroughly capable general surgeon with good 


judgment and—as. befitted a pupil of James Sherren— 
special knowledge of. the upper abdomen. He wrote 
` useful papers.on pulm 


onary embolism and postopera tive 
acidity and, collaborated with the late W. S., Perrin in 
an important monograph | on intusssusception, His 
patients, recognised him das entirely trustworthy ; his 
house-surgeons and dressers found. him always helpful 
and kind ; and his teaching was sound and clear. Former 


students will remember his:stocky figure, his merry eye, 


and his tidy mind which gould classify and tabulate 
neatly in a manner very useful to prospective, examinees. 
He was himself an examiner at Jambridge and Belfast 
universities. 

Mr. Lindsay gave long service to the Poplar. Hospital 
and the Freemasons Hospital as well as-to the’ London. 
In the intervals of a busy professional life he found time 
for music, gardening and golf. He married, in 1921, 


Mrs. Mae C. Davies, who. survives him. > es 


RICHARD KENNY LEVICK 


NMB OAMB,' MRCP; CAPTAIN RAM A i 
“Gantaii Richard Levick, who was killed i in Italy during 

18 at the age of 33, was younger son of the late 
G. K. Levick of Havant, and brother of Dr. P. K. 
Levick of Bungay. He was educated at Epsom College, 
Christ’s. College, Cambridge, and St. Bartholomew's 
Hospital. He took his degree in 1934 and after holding 


7 æ 


junior house-appointments at Bart’s he spent. eighteen 


months at the Norfolk and. Norwich Hospital and six 
months at Addenbrooke’s, where he came in contact 
with Professor. Ryle and ‘became an assistant in. the 
department of medicine at the university. Then he 
worked.for Dr. Russell Brain at Maida Vale, and took his 
MROP. Later while at Great Ormond Street, ‘he was 
awarded a studentship at Cambridge for two years, but 
the outbreak, of war postponed this and he went back to 
Ormond Strect as resident. assistant physician until 
after the raids of 1940 when he was put in charge of the 
annexe at Hemel Hempstead. A friend writes: 
‘Levick was at his best with children who took: confid- 
ence at his friendly, serious and unaffected 4pproach. 
During his years at the Hospital for Sick Children, he 
became more and more absorbed in his work, even to 
the exclusion of normal.leisure byt he was always grand 
at a party and was famous for his hearty laugh, and he 
was a mighty hitter on the golf course or tennis court. 
His outstanding traits were thoroughness and modesty. 
His, case-taking was never hurried and his notes models 
of fullness and accuracy. Neither long lines of patients 
nor anxious assistants could shake him into a’ hasty 
decision: and in wards or outpatient ‘department 
he could never be persuaded | to watch the clock., Based 
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on careful observation his judgment was sound but often 
more TAT valued by his chiefs and colleagues than. by 


In jane? 1942, Levick 1 his. commission with 
i the RAMO. and became: physician. to, a casualty-clearing : 
With his unit he landed in Sicily and later , 
z Eroe to Italy where he was killed when ‘the ‘lorry in‘ 


u. Station. 


ich he was travelling went over a cliff. He married 


in 1940 Miss Jessie Phillips, a ward sister at Great 


Ormond Street, and leaves her with a daughter. o 
ALAN GRAHAM PORTER’ A 
XB CAMB; MAJOR'RAMO ` i 

Major Aan Porter, who has been missing since Sep: 


tember, is now reported to have been killed in action in 


the central: ‘Mediterranean area. He was born in 1915, 
the son of Dr. Alexander Porter of 
Dovercourt, Essex, and educated 


College, Cambridge. He took 
“honours in the natural sciences 
tripos in 1937 and went on to 
St. Thomas's where he won the 
graduated MB in 1940 and re- 
1 physician at the emergency hos- 
pital... On joining the 


ambulance with which he remained 
was adjutant and soon after he 


went abroad in 1942 he became. 
company. commander and this 


5 s ram, I 
Z i year he received his majority. 


L. C. M. writes i ‘‘ Alan Porter proved himself a keén.and- 
i competent, clinician, quick to: seize upon an interesting 
u point of any case and revellingin the uncommon ones. ‘Two 


f short publications on cases of chronic meningococcal septi- , 


M cæmia and paradoxical cerebral embolism reflected his 

h clinical enthusiasm. Porter's promotion to the rank of 

© major in a field ambulance came as no surprise to those 

b who had worked with 
éspecially his. cheery personality. and never-failing sense 

i of humour.“ 

. Dr.. Porter married in 1938 Miss Olive. Stanley, a 

. graduate of Newnham College, and they had one daughter. 


KENNETH PERCIVAL MORRISON 
MB ST. AND.;' CAPTAIN RAMO ~ 


THE death of Ken Morrison in West Africa came as a 


shock to his friends, for news from him was good and he 


. had entered foreign service with | characteristic . zest. 


yi Ken was always rather shy and 
y diffident, but among. those he ppg 
0 knew he expressed his well-con- &@ 
w sidered opinions with freedom.. 
Brought up in a home where in- 
ternationalism was encouraged 
A his outlook was broad, even in F 
' P hfsearly yearsat Madras College, r 
” St. Andrews. When his school! ö 
A days ended he shrank from the 5 
i idea of anatomy and dissection, i 
, and fora year he studied engine- 
i , eringat University College; Dun- 
dee. But he soon realised his mis. 
take and next year joined the 
i faculty of medidine. He was 
an outstanding. student. and 
; graduated in 1940 when still 
„ only twenty-three. After, holding 8 jobs under 
Professor Patrick at Dundee Royal Infirmary and under 
Mr. Wilson Hey at the Manchester Royal Infirmary 
, Morrison returned to Dundee to work with Professor 
n Cappell in the department of pathology.. In 1942 he 
i joined. the RAMC and was with an armoured guards 
1 


Polxſoto 


April, 1942. 
pathology course, he was posted as pathologist first to 
the Orkney and Shetlands command and later to a 
/ general hospital in West Africa. 

5 mind and was tireless in his search for an answer, and 


those who knew him best belie ved he was one of the 
In 1941 he married 


“ would have beens of medicine. 


Miss Mary Clark of Dundee who survives him. J. G. 


at St. Edmunds, Ware, and Caius 


Myers prize in psychology. Porter: 
turned to, Cambridge as a house - 


RAMO in 
1941 he was attached to the field. ` 


till his death. For over a year he 


him and. they will remember 


„ division until he was wounded on Salisbury Plain in 
When he returned to duty, after a service. 


He had an inquiring 
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ee ou ` Outwitting ‘the. Rat 7 Ae 

A PRINCIPLE in the art of, ratcatching is to lull the. vate: 
into.a mistaken feeling of security, On De“. 10 Greater 
London rats are being attacked in 3000 miles of. sewers, 
by the Ministry of Food and its infestation ` 
Since October the public have been.asked not to. kill rats 


Dr., M. T. Morgan, i medical officer of health to the Port 
of London, advocates a scheme of prebaiting, poisoning. 
and postbaiting which aims at total elimination of rat 
colonies, not at. skimming the cream, off a: poaait 


establishment,“ and these methods are being followed. 


Baits containing no poison were put down on Dec. 7, 

8 and 9 so that by the third. day the rats were taking 
them confidently. , On Dec. 10 poisoned baits are being 
used, and gassing may also be tried. In a test made at 
Kensington, poisoned bait was laid at one of the. six 
entrances to the main sewer, and 6000 rats were killed 
at that point alone. In a scheme: appropriate for docks, 

wharves, ‘warehouses and farm premises, Pr. Morgan. 
notes that zinc’ phosphide, arsenious oxide, barium. 
carbonate and re -squill—if you can get it are reliable 
poisons. He fin 
sausages), whole wheat’ soaked for 24 hours and: then. 


drained, and bread mash are good baits; they, should be 
inspected and renewed daily and notes should. be kept of 


the amounts taken. On the day of attack all un- 


poisoned baits are cleared away, and poisoned baits 


are put down. The kill is estimated by postbaiting. 

About a week after the poisoning the.old sites are baited. 

again with unpoisoned food of a ‘different type from that 

already used; rats are suspicious’ of bait which they 

associate with danger. 

bait is poisoned: after a, day or two with 2 different, 
poison. — . 

Infectious Disease in England. and Wales 

.. WEEK ENDED: NOV. 2727 

N otifications. —The following cases of infectious disease 

were notified during the week: smallpox, 0; scarlet 


fever, 3157; whooping-cough, 1800.; diphtheria, 7323. 
paratyphoid,. 2; typhoid, 0; measles (excluding 


‘ rubella), 518; pneumonia (primary or influenzal), 1647 


(last week 981); ; puerperal pyrexia, 166 ; cerebrospinal: 
fever, 43; poliomyelitis, 13; polio-encephalitis, 1; 


encephalitis lethargica, 4: dysentery, 147; ophthalmia 


neonatorum, 75. No case of cholera, plague or typhus. 
fever was notified during. the week. 


The number of civilian and service sick- in the Infectious Hospitals 
of the London County Council on Nov. 24 was 1973.. During t 
previous week the follo g cases were admitted: 
2235 diphtheria, 47; measles, 17; whooping-œough, 49, 
‘Deaths. —In 126. great towns there were no deaths: 
from enteric fevers or measles, 5 (0) from scarlet: fever, 


16 (3) from whooping-cough, 15 (1) from diphtheria, 39 (5), 


from diarrhea, and enteritis under two years, and 87 5˙ 
(29) from influenza. 
for London itself. 


The number of stillbirths notified during the Jk was 


191 (corresponding to a rate of 33 per thousand. toral 
bilg); aas 18 in London. 


Influenza . 


The number of deaths in the great towns from influ- l 


enza has risen steeply during the last three weeks. The 
returns for Nov. 20 showed 106; for Nov. 13, 46 ; for 
Nov. 6, 31. Of the 375 deaths reported for Nov. 27 
there were 71 in Greater London but no town in the 
south-eastern area had more than 4 fatal. cases, with the 
exception of Oxford (6). In the northern area. there 
were 172 deaths (44 in Manchester, 17 in Bradford, 11 in 
Liverpool and 10 in Bolton) and the Midland area had 81 
(20 in Birmingham, 18 in Bristol and 1ll‘in Nottingham). 


a: smal 


MaAOCBRIDR, . MD. GLasG. psychiatrist | to the Battersea 
General Hospital. 
PANRHURST, J. H. F., up, B HYG. DURE., , DPH: examining factory 


-surgeon for Boston, Lincs. 


— . — — w.ſä 
1. Monthly Bulletin of Ministry of Health and any Public. 


Health Laboratory Service, November, 1943, D. 1 


that Sausage rusk (the basic filling of. 


If there is any ‘taken, the new 


scarlet fevers 


ivision.. En 


but to notify the local authority whenever they saw one. _ 
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Notes and News | 


: x _ FAMINE _ | 

T uxIs little book 1 is based upon the experiences of the 
Quaker relief unit working in Buzuluk during the Russian 
famine of 1921-1922. Buzuluk is about 100 miles east of 
Kuibishev, and before 1921 was a town, of some 30, 000 in- 
habitants and a centre of the grain trade. In 1921 it became 
the site of an appalling famine, and was chosen by the 
Society of Friends for their relief operations: To say that. 
this book is good is understating the case. The writing is 
quite dispassionate, and it is packed full of practical experi- 
ences, which may well prove to be invaluable to other, relief 
_expeditions likely to be setting out from this country and 
America within the next 12 to 18 months. Only a few of the 
points can be mentioned. The dangers of centralising relief 
operations aré explained: it led to such an influx of starving 
populations from the rural areas that the centres were over- 
whelmed. The rigid discipline required of relief workers is 
emphasised.: It is no good giving away food indiscriminately. 
It is useless to feed anyone out of a compassionate impulse. 
People should only be fed who can go on being fed, and who 
are likely to’ be useful members of society if they survive. 
` It is useless to try to save all the children at the expense of 
the young adults. First, last, and all the time, the personnel 
of the relief units must be well fed, well ‘clothed, and well 
cared for. The importance attributed to cereals in famine 
relief is an interesting point. Every page contains a valuable 
hint for a future expedition, whether it be a mistake, frankly 
admitted, or an arrangement, mentioned in passing, which 
made all the difference between success and failure. | 
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Royal College of Surgeons of England l 

The council has decided to proceed without delay to make 
an appointment to the chair of human and comparative 
pathology instituted under the gift made to the college. by 

Mr. W. H. Collins. A board of advisors has been appointed, 
consisting of six members, of the council and the president - 
of the Royal ‘Society, the secretary of the Medical Research 
Council, the acting regius professor of physic in the University 
of Cambridge, and Prof. J. Shaw Dunn of Glasgow. „Details 
of the appointment will be announced soon. 7, E 
Royal Society of Medicine o 


A meeting of the section of psychiatry will be held on 
Tuesday, Dec. 14, at 2.30 rm, when Dr. Joshua Bierer will, 
read a paper on a new form of group psychotherapy. On 

- Doc. 15, at 2.15 PM, at the section of comparative medicine 
there will be further discussion on the limitations and uses of 
‘thé comparative method in medicine. Mr. M. A. C. Hinton, FRS, 
and Dr. H. Grüneberg will speak on animal ecology and 
genetics respectively. On Dec. 16, at 3.30 rm, there will be a 
joint meeting of the sections of dermatology and epidemiology 
and State medicine. Dr. F. S.: Airey, Dr. Arthur Burrows, Sir 
Henry Gauvain and Dr. Fredk. Hęaf will open a discussion 
on the organisation of the treatment of lupus vulgaris. 


Medical Society of London i EA oe alk 
On. Monday, Dec. 13, at 4.30 Pm, at 11, Chandos Street, 
W.1, Dr. A. L. K. Rankin will read a paper on diphtheria, 
Dr. R. E. Smith on mumps, and Dr. Norman Begg on 
chickenpox. ee N 
British Institute of Radiology hoe ge SG 
A meeting of medical members will be held on Friday, Dec. 17, 
at 2.30 PM, at 32, Welbeck Street, London, W. I. On Dec. 18, 
at the same hour, Dr. F. H. Kemp will speak on chronic 
intussusception in children, and Mr. G. L. Rogers, H D, on 
instantaneous stereography. ~ ; g Ws 
Medical Casualties 1 „ „ od 
Lieut.-Colonel M. J. Kohane, Mo, LROPI, RAMC, and Surgeon 
Lieut.-Commander S. W. Maxwell, MB LOND., RN VR, have 
been Posted as wounded. 
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BLACKCURRANT. puree and syrup are now again on sale at 
retail chemists for children up to 16, invalids and others in 
need of extra vitamin C. ae i 

The fact that goods made of. raw materials in short supply owing 


to war conditions are advertised in this paper should not be taken 
' as an indication that they are necessarily available for export. 


. Famine (Quaker Work in Russia 1921-23), by Michael Asquith, 
me with ued by Dr. Melville Mackenzie. (Oxford Univ. 
Press. Pp. 70. 2s.) 


NOTES AND NEWS 


Mr. S. J. Watson, director of research at Jealotts Hill station, 


Mr. R. F. Edkins (Organon), Mr. A. C. Henry Bayer), Mr. 


\ 
KEN -+-TT.—On 


. Hoacan.—On Dec. 4, at Liberton, Edinburgh, Robert Hoggan, 


Ru DIE. o i 
WATERS, —On Nov. 29, at Stone, Dartford, George William Bennett 


logo. 11, 1943. 


Population Probleme / a 

At a meeting of the Eugenies Society on Tuesday, Dec. 14, 
at 5 pm, at the rooms of the Royal Socigty, Burlington House, 
Piccadilly, London, W.1, Dr. J. A. Fraser Roberts will discuss 
population problems in the light of differential fertilit y. 
Faculty of Radiologists «+ 0 o L no 

At the recent examination for the fellowship F. M. Abeles 
and W, Tennent were successful. = — `- „ 


N A ý 
Society of Chemical Industry 


At a meeting of the agriculture group.on Tuesday, Dec. 14, 
at 4 pm, at Burlington House, Piccadilly, London, W. I, 


will speak on livestock deficiency diseases and their treatment.. 


National Ophthalmic Treatment < .' , | 
From Jan. 1 the board’s fee for a medical eyé examination 
to all insured persons will be 15s.- The service will still be 
open to others whose family income does not exceed £250. 
a year, at the old fee of 10s. 6d. and the cost of glasses will 
remain as at present. We 8 


Ethicai Pharmaceuticals Association. 8 3 
The following officers have been elected: chairman, 

Mr. G. L. Cooper; vice-chairman, Mr. C. W. S. Taylor; 
members of the executive committee, Mr. J. Angus (Bengue), 
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W. Beckley (Zimmerman), Mr. H. R. Napp (Napp). 
Lectures on Delinquency x a S 
On March 8, ab 2.30 TM, Dr. Kate Friedlander will give the. 
first of twelve lectures on the Freudian theory of delinquency, 
and on Jan. 14, at 6.30 pm, Mr. H. J. Jacoby will give the first 
of six lectures on the handwriting of delinquents. Tickets 
from the secretary at the Institute for the Scientific Treatment 
of Deli quency, 17, Manchester Street, London, W. I, where 
the ledtures will be given. e e . 
MOH School Medicai Group er 
At a meeting held at Derby on Dec. 3 it was unanimously 
decided to revive this group and a temporary committee was 
formed. All interested, whether or not members of the 


Society of MOH’s, are asked to communicate with Dr. 
A. A. E. Newth,.28, Chaucer Street, Nottingham. . 


Births, Marriages and: Deaths 


BIRTHS © ee 
DuRRIN.—0On Nov. 28, at Byfleet, the wifo of. Mr. F. O. Durbin, 
FRCS a daughter.. a tie e N 
EpwWARDS.—0On Nov.: 30, at Bournemouth, the wife of Squadron- 
Leader A. Glyn Edwards, MB—a daughter. 
ov. 25, in Edinburgh, the wife of Surgeon 
Lieutenant A, W. Kennett, RNVR—a daughter. 
MACFARLANE.—On Nov. 29, at Oxford, the. wife of Dr. R. G. 
Macfarlane—ason.. / ~~ | i eas 
PAdk.— On Noy. 27, at Doncaster, the wife of Dr. Lawrence Page, 
RAF—a son: „ „„ ee on ce 
RILRY,—On Nov. 23, at Broadstairs, the wifp of Dr. Ronald Riley—. 
a a ay ` ` ry ` hi . ‘ 3S 


son. ' š ? 7 
Ryan.—On Nov. 26, at Windsor, the wife of Major Charles Ryan, 
RAMC (missing believed killed)—a daughter. é 8 
ScorER.—On Nov. 29, in London, the wife of Surgeon Lieutenant 
C. G. Scorer, MBE, RNVR—a daughter. See a ! 
WARRACK.—On Nov. 28, at Edinburgh; the wife of Lieut.-Colonel: 


G. M. Warrack, RAMC—a, 78 ee al 
; f Dr. H. T. H. Wilson of Mbeya. 
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WII SON. On Aug. 5; the wife o 
Tanganyika Territory—a. daughter. i 
MARRIAGES = © | 

TRODDYN—SQuANCE.—On Dec. 1. at South Shields, Terence Henry 
‘Troddyn, MB, to Mary Elizabeth Squance. lee mo 

WALFORD—-AUBRBACH.—On Oct. 25, abroad, Peter Ambroso: 
Walford, MB, RAMO,. to Nina Auerbach, MD, of the Public 
Health Department, Haifa. . 


: DEAH - = ! 
Am.—On Nov. 28, at South Norwood, Samuel Henry Cummings 
Air, MB LOND., aged 64. oe aa eee 5 ; 
BAYLOR.—On 1, Edward Arthur. Crampton Baylor, ND 
DUBL. aged 81. | , i 8 , 
Bonp.—On Dec. 1, at Westcliff, Essex, Laurence Temple Bond, 


GUnIN.—On Nov. 28, at Crewkerne, Somerset, Geo 8 ade 
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Gubbin, LROP, DPH, lieut.-colonel RAMC retd., age 


MB EDIN., JP. . 
MCLANNAHAN.— On Nov. 
McLannahan, LRCP, N 
RUDRIN.— On Nov. 30, at Fleet, 
kin, MC, MB LOND., 


28. at Salcombe, Devon, James Gunn 
of Stonehouse, Glos. . 
Hants, Gordon Wilfrid Ritchie 


Waters, MRCS, 
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HEALTH OF HOSPITAL NURSES 


DONALD M. COURT, M B BIRM, MRO 
ASSISTANT PHYSICIAN, EMS 


Tung are about 270,000 nurses in England and 
Wales and at least 11,000 more are required by hospital 
authorities to meet existing needs (see Lancet, 1943, 
i, 507). Health is rightly regarded as one index of 
living conditions, and its importance to the nurse and 
her profession, the patient, the hospital authorities and 
the community is self-evident. It is surprising therefore 
that this subject has been so neglected by our medical 
and nursing: professions. In the past 5 years I found 


only 60 articles dealing with this subject in medical 


journals, and only 3 of these were by British authors. 
During the same period four times as many papers 
appeared on such a socially unimportant disease as 
diabetes insipidus. In America much work has been 
done in isolated hospitals, notably sanatoria, but it was 
not until 1938 that a comprehensive survey was made, 
by the American Hospital Association and others. 

This paper deals with the health of nurses with special 


reference, to the staff of an EMS 1 hospital. This 


did not exist before the war, so that stability in conditions 
and personnel has still to be achieved. The numbers 


under review are small and the liability to statistical 


error proportionately great. Any conclusions will 
naturally be tentative and require modification in the 
light of data from larger groups observed for longer 
periods. Yet in spite of these limitations, the special 
importance of the subject at the present time and the 
absence of more reliable information from other sources 


_in this country seemed to warrant a preliminary report. 


THE PRESENT PLAN 


I examine the nurses on entering the hospital or training 
school and record the facts on a standard form. Radiograms 
of the chest are taken in all cases, together with films of 
other systems as required. Further examinations and treat- 
ment of the teeth, ears, feet, &c., are carried out by the 
special departments concerned. The heart is screened in all 


cases where a murmur is present. The urine is examined 


microscopically wherever a history of scarlet fever, renal 
disease or urinary symptoms is given. Complete Mantoux 
and Schick tests are carried ont on entry. 

In case of illness, a sick bay of 30 beds is available, and all 
nurses are encouraged to accept treatment there. So far 
only half have done so, the remainder being treated by their 


TABLE I—PEROENTAGE INCIDENCE OF FINDINGS AT FIRST 
EXAMINATION OF 385 NURSES 


j — 


. : l 
— | Trained | Student Assistant Auxiliary 
No. examined | 76 9% | '6b 148 
(A) msTORY (%) 2° 

Measles .. Se a 63 ` 77 | 54 71 
Pertussis ee ee ee 29 24 16 x 33 
Scarlet fever... as 21 11 10 16 
Diphtheria ak 6 oe | & 7 
Juvenile rheumatism 3 | ; 1 2 
Otitis media os 8s 2 0 6 
current sore throats 5 9 16 =; 33 
Tonsillectomy .. 21 | 31 28 3 
Reason given .. 445 6 13 8 
ma .. és 0 1 0 2 

` Appendicectomy.. 17 125 13°5 | 10 

(B) ON EXAMINATION (%) 
Defective vision .. 3 | 28 | 38 21 27 
ee, , e, E E 
3 a ory y ee , je 
Tooti {pi ds < 16 | 13 15 19 
Complete dentures 7 3 13 3 
Heart: structural discas 1 ö 1 0 2 
Monstras (BiA || | 
m S None. e ee 81 j 80 77 | 64 
Varicose veins 999 . | 6 6 10 
Foot defects 7 2 | 6 7 
Acne vulgaris .. 2 ] 14 6 9 
Emotional instaplüt °° | 0 | 2 | 4 | 2 
Raised blood-prébsure .. | 3 0 2 g 1 
Active tuberculosis ae. 0 | 0 0 | 0 
Radiogram of chest— Poa 
Doubtful shadows | 4 0 0 2 
{ 


° Read at a mooting of the Middlesex County Medical Society pn 
April 20. aie 
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panel doctors. Those accepting resident treatment are fitst 
seen by the medical superintendent, who either deals. with 
them hifnself or refers them to the senior physician or surgeon. 
Convalescence can be taken at home or at the hospital 
convalescent. home, 

The non-resident group send in sickness certificates if their 
illness lasts more than 3 days, and continue to do so weekly 
until they return to duty. Sickness absence of less than 
3 days has been included in the present survey though the 
diagnosis was of necessity made by the patient. It accounted 


for 6% of the total time lost, distributed between “ bilious 


attacks and other conditions. Notification as described 
has resulted in a measure of uncertainty both in diagnosis 
and control, and an attempt is being made to strengthen this 
weak link in the chain of supervision by writing to the doctor 
of any nurse who is absent for more than a week asking him 
to amplify the information on his certificate and give a 
provisional prognosis. This letter is, of course, only sent 


TABLE II——NUMBERS IN DIFFERENT AGE-GROUPS 


Ago-group (years) | Trained | Student | Assistant | Auxiliary 
15-20 0 24 6 18 , 
20-25 14 25 14 17 
25-30 16 5 13 8 
30-35 12 1 13 7 
35-40 12 0 4 5 
40-45 J 6 0 | 4 3 


with the nurse’s consent. On her return to duty she is 
asked to see the senior physician, who makes as full an 
examination as he thinks necessary. 


` HEALTH AND SICKNESS 1942 a 
Building the hospital did not begin until 1940 and 
has only just been completed. The expansion and 
fluctuation of the staff, inevitable during such a period 
of rapid growth, makes accurate statistical analysis very 
difficult. It will be noted that the number of nurses 
initially examined (table 1) is larger than in the sickness 
survey (table ur). This is particularly so among the 
auxiliaries, many of whom left after their 14 days’ 
intensive training for service in other hospitals. A train- 
ing school was not-established until the end of 1941, so 
that no student nurses figure in the analysis for that 
year. In the sickness survey only nurses present for 
6 months or longer have been included. This, though an 
arbitrary selection, only eliminated a small minority of 
nurses who were present for very short periods. No 
other selection has taken place, though the 1942 sick- 
ness figures are weighted by 4 nurses who together had 
600 days’ illness. The four types of staff—trained, 
student, assistant and auxiliary—have in part: been 
analysed separately. The first two constitute established 
professional groups, assistants are about to be recog- 
nised, while auxiliaries represent the source of the many 
recruits which the future will demand. > 8 


8 INITIAL EXAMINATION | | 
The incidence of abnormalities revealed in the history 


and examination is set out in table 1 and the age- 


distribution of the staff is given in table II. 
The similarity in the incidence of fevers” in all 


groups shows that at least in this respect they are com- 


parable, though the continued presence of diphtheria. 
should be remedied in the near future. There was a 
high tonsillectomy rate, especially in the younger age- 
groups, compared with the incidence of recurrent sore 
throats. The “slaughter of the innocents” still con- 
tinues, further emphasising Glover’s suggestion that in 
the main tonsils should be removed from the vocabulary 
and not from the ph 8 af 

Normal vision was taken as 6/6 or less (Snellen) ; 
32 % of visual defects were uncorrected or inadequately 
corrected when first seen. The criteria for dental 
inadequacy were entirely arbitrary because no official 
standards have been established, though they correspond 
closely to the grouping adopted by Morris (1941). 
Very good means that all teeth were present and 
free from untreated disease; satisfactory allows up 
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te TABLE ITI—SICKNESS RECORD OF NURSES OVER. 2 YEARS, 


5 
Resident. 30 


yoo 111. 
et | 4 1704 80 
Non-resident | 98 115 117 
' Trained se 50 52. 44 60 
Student 0 ee 
Assistant 52 22788 54 
3 — 26 98 = 58 


Analysed: 1 to: (a) residence or non-residence ; ap 
a ree ee and A) grade of nurse . : 


— <a 1241 er 


f „ 
Protan siok- 15 f 
sick- | ness sick- e 8: 
ness pe 8 Nurses “nes 
(days) head ( 

(days) 
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to 4 teeth missing, treated caries in Seyeral and early. 
caries in 1 or 2; “f poor” implies a ‘dental state 
worse than this with many. posterior teeth missing, caries 


in piore than 3 teeth, the whole often associated with 
- gingivitis. The higher percentage of very good teeth in 


‘the younger age-groups suggests that the better. dental 


attention of recent years is bearing some fruit. The 


Proportion of poor teeth, especially among the auxiliaries, 


shows that there is still much to be done, and the number 


-~ of hurses with back teeth missing, who were without- 


i 


taken more seriously... 


: dentures Was particularly striking. 


e figures for varicose veins do not suggest that 


` 5 redisposes to their development. The incidence 


of foot defects is probably too low and needs correction 
by figures obtained for a similar group examined by a 
specialist... „The acne vulgaris was mild in all but 2 cases, 
but it is an unpleasant condition and might well: be 
In one hospital in South Africa, 


no nurse with acne is allowed, to Work in a surgical 


ward (Hugo 1939). 

e. degree of emotional’, stability cannot be fairly 
judged at the first examination. “Yet such judgment is 
important and often neglectéd. The need for a period, 


of careful observation may be evident at the first meeting, 


and it is significant that of the cases noted under this 


beading 


-nising | early ‘defects. 


ll, except. one subsequently left. i 

„The. main difficulty of such examinations is in recog- / 
In this respect one’s. previous 
training is inadequate, providing a conception of medicine 


'.. overshadowed by. established and often irreversible 
disease. 


It, is hardly less difficult to decide on what.. 
grounds a girl should be rejected altogether.. To certify 

that. a person is free from any physical and mental defect 
which may lead:to retirement. before the. prescribed ` age. 


Be is a responsible undertaking. » . guidance i in this 


„ „ 
55 


TABLE IV—DURATION or SIORNESS. IN, BACH. GRADE 


Shed Percentage of nurses sick for’ ‘Vaitfous | 


oo No. N ö 
Grade n periods (days) 
n group t 
| as 2 | 8-7} 8-14 157216 22-2 120-84 84 ＋ 
Trained... 58 25 20 20 10 | 10 10 2˙5 2°5 
Student. | 63 3. 18 24 10 14 6 28 
Assistant. 87 18 10 27 13 i] 5 17 3 


fleld can only be ached by: wide surveys for a sufficiently 
long periods: and 80 far no such data are available. 


3 
‘DETAILS OF SICKNESS 


The main points to note (table in) are a genta 
incidence of sickness: among students than trained staff 
and an even greater incidence among the assistants. 
With small groups one or two long illnesses might 
account ‘for these differences, but the distribution of 


: sickness | for different lengths of time (table IV) confirms 


| the reality. of the differences, 
Very long illness among the ‘assistant nurses in 1942, 
their level of sickness in both years is much higher than 


from 5-9 to 10 6 days. 
apply to this country, and. they probably do, nursi 


expecting to leave the hospital within t 


that of the first two groups. The auxiliaries show a differ- 


ence in the two years, though the size and inequality. in 


numbers make it unwise to draw.any, definite conclusions. 
In the second year their sickness Jevel more closely 


_. resembles that. of the assistants than of the -first two 
ag groups. 


The difference between resident and non- 
resident groups in 1941 was not maintained in 1942 
when the groups were numerically more comparable. 
The American survey gave a similar ‘sickness-rate for 
trained staff, but lower figures for the students, ran 

If the American figures (table. v) 


would seem to entail a greater Tisk of disease than other 


adc 4 though the sickness “threshold” must vary 
,., widely 

supervision good, as in the large store,” the sickness- 
‘fate reaches a very low figure. 


Also when ‘occupational ` risk, is not great and 
In nursing it is clearly 
a question of greater occupational: risk against better 
health supervision, though the latter unfortunately is 


„Still only potential in many hospitals, and where health 


TABLE. V-—sIGENESS\ RECORDS IN PRESENT ‘SURVEY, COMPARED ` 
WITH RECORDS OF AMERICAN NUBSES AND OTHER: GROUPS / 


tee Group, Pate | a 
‘Nurses a ae „ 
Present survey—. ee „„ rl” ok Mae Cok aor 
„ 1942 | 21-45 T . 6-9 
Student 22 56. 1342 | 17-30 | 11°6 
lp 9794. 1387-38. 21-33 |- -6'6 
American survey S T 17,364, 1931-88 |, 18-25 |. 8:3 
- Other ocupatio ns i e i Etta ** ee p BE y a 
apah: insured popula- 2 cae pa tv? ͤ v a 
tion, 1933 5 16,009,000 510% gas ALE 
5 .. 1000 5 Jenrs g 
8 des ee OM er ta ae ue. oe, 
Holte ego students 1268 e iee 1-8 
Teachers E ee es 8 1934-35 20-60 375 
.: Domestic servants: . B 1 : f 108 
= 5 ae oe 
: an a * Cited from Vernon asser DE R 


supervision is good: ‘nurses. dre more. readily. ‘kept. away 


from the wards. . 
to the causes of sickness: (table VI), we: findas 
expected respiratory infections: (colds, nasal. sinusitis, ton- 


_ sillitis, bronchitis and influenza) easily first. both in days 


lost and number of staff involved. But this is more 
than an administrative problem; ; it may be a source-of 
inconvenience and danger to the patient. The following 
incidents in the current life of the. hospital. illustrate 


this fact. 


ae: neuss surgeon with a mild cold assisted in the operating. 
theatre; B hzmolyti¢: streptococci were later isolated frem- 


his nose and he was sént off duty. One of the patients ’ 
operated on developed scarlet fever and another streptococcal 


Peritonitis from which she subsequently died. 


A nurse on duty in a small isolation unit developed’ a 

1 5 upper respiratory infection. After 2 days she went off 

duty and was away for 3 weeks. Seven panone who were 

e next few days 

developed a similar clinical picture . 48 hours later, which 
added 10 days to each one’s stay in hospital; 


In this group of disorders it is not too much to say 


that familiarity has bred inertia. Serious, preventive 


measures on a large scale have not been taken, though 
if these figures are true for most hospitals: the: need is- 
real and urgent. 

Skin diseases include boils, impetigo . and scabies. in 
that order. 


In this section a reference to erythema 8 is Sequined ; 
1941 provided 1 case forming part of a prim tuberculous 
complex. In 1942 there were 4 cases. Only 1 of these was - 
associated unmistakably with primary. tuberculosis, though 
the clinical course in 2 others was essentially similar.. The 
last had a negative Mantoux reaction and was associated with 
a n infection of the hand. It i is difficult to ow 
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and auxiliaries may be local and transient. 
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the conclusion that the opening of two wards for tuberculous 
patients in December, 1041, was related tothe increased 
incidence, especially as 3 of the nurses déveloped the erythema 
at the end of 3 months’ duty on these wards. Unfortunately, 
routine Mantoux testing, though intended from the start, 
had not been carried out and the initial reaction of these 
nurses is unknown. Although erythema nodosum has several 
causes, its main value lies in drawing attention to a possible 
primary tuberculous infection at a very early stage. 

The accidents were minor ones except for 2 cases of 
fracture. In the main they were not sustained while on 
duty, though the black-out, both inside and outside the 
hospital, was a significant factor. 

e term debility occurred exclusively in the certi- 
ficates of those treated by their panel doctors. E 

The term bilioua accounted for 32 single days an 
seemed to cover a multitude of sins. 

The causes of sickness in each group are shown in 
table vir. The better health of the trained staff is 
evident on almost every count except respiratory infec- 
tions where they gave rather higher figures than the 
students. These were mainly colds, and the nurse or 
sister was away for only a short period. There is 
probably. a tendency among this group, owing to their 
greater responsibilities, to ignore illness which they 
consider trifli to stay on duty when they should 
really be at home. The poorer health of the assistants 
and auxiliaries is well shown. Analysis of seasonal 
variations showed the expected rise during the winter 
months almost entirely due to respiratory infections. 
No local figures were obtained to show the variation 
with age, marriage, night duty or service in different 
departments of the hospital. 

The American figures show a much higher incidence of 


sickness among students in the children’s wards and the 


infectious fever units. 

The main problem arising out of this survey of sickness 
in a sector hospital concerns the group variation. Only 
tentative explanations are permissible. The trained 
staff are seasoned troops and have the most satisfactory 

TABLE VI—DISTRIBUTION OF SICKNESS IN PRESENT SURVEY 


a rn - ee ee 


Days lost Staff ill (%) 
Disease ig os „FC 

1941 1942 | 1941 1942 
All. Se ee . 1704 3259 8 sig 
‘Respiratory infections .. 637 1168 38 46 
Skin disorders ia os 3 194 231 6 5 

Peptic nicer . 140 105 3 04 
Accidents 1891 179 5 868 

Bebffity 98 71 3°7 1'3 

atism 89 43 3˙7 1˙3 

Urinary infections | 75 83 3°7 1°8 
Septic fingers 11 | 210 5 8 

mary tubercle .. oe. 64 208 08 09 

i „ 63 |. 50 | 08 079 
o) tro-enteritis _ @e 2 i 57 285 3 9 

Other disorders .. 130 | 250 27°3 20°4 


— — — — — — m — —- — — — — — me a e eea 


M economic position, The students are susceptible young 
adults, many of them entering resident life for the first 
time, and all of them 


making their first contact with 
concentrated disease. Branson (1933) suggests that the 
Arst year may be as. prolific in illness as the thrée 


3 subsequent years together. 


The high incidence of sickness among the assistants 
If it proves 
real; several possible factors are involved. First and 
foremost, a less satisfactory position; this is most 
evident in the auxiliaries. Those who live outside the 
hospital receive £2 28. 6d. a week with no working meals 
or war bonus. Other factors which affect the assistants 
are a high proportion of married women with home 
responsibilities in addition to the hospital work, and a 
lower level of intelligence. These nurses are essentially 
women who, whatever their practical capacity, have been 
unable to reach the standard demanded by the State 
examinations in nursing. Intelligence testing in all 
groups might give interesting results. 

In the auxiliaries we probani have a less healthy 
group from the start (table 1). Their age corresponds 
closely with that of the students (table 11), so that first 
contact with concentrated disease is also a factor. 
Finally, for many it is a war-time job, and in this con- 
nexion the observation of Millais Culpin (1936), that 


| Mantoux 1:10,000—>1 :.100 


other relevant factors if an 


where 40 % or less of the workers are satisfied with their 


‘werk the sickness-rates are high, is~of interest. 


With regard to the Mantoux test, (table vim), the 
proportion of negative reactors is low compared with 
other surveys. This is accounted for, at least in part, 
by the fact that the majority had been in hospital for 
some time before testing was carried out. A nurses’ 


TABLE VII—PERCENTAGE ILL IN EACH STAFF GROUP, 1942 


Disease | Trained Student Assistant Auxiliary < 
Respiratory infections .. | 30 . 23 ` 68 57 
Gastro-enteritis '.. ae A 3 13 9 15 
Skin disorders i 1'6 9 10 1°6 
Septic fingers | 1°6 7 13 . 9 
Accidents.. 6 9 444 
Peptic ulcers A ! 1'68 - T | 
Debility .. z 1°6 
Urinary infections 3 3˙7 
Neurosis .. 88 | 988 1˙8 17 
Rheumatism . ia | . 5 
Tuberculosis— _ .- l ; 

imary h TORE ee 1'8 . 
Bronchogenic .. ce 4 1°6 8 os ie 
ious «ses | 10 is 26 3 


training school has now been established in the hospital 
and the figures for new students in the coming years will 
be of greater value. | 

Routine hemoglobin estimations, though considered 
desirablé. were not carried out for war-time reasons. 
The level below which anæmia can be said to exist has 
not been drawn with certainty. If we take the current 
figure of 80% hemoglobin as the dividing line, in the 
small sample of 52 nurses taken for blood-donation 
purposes only 2% were below this level. 


90-95 — 


Hb. % 70-75 75-80 80-85 85-90 
Nurses... i 0 4 10 9 
Hb. % 96-100 100-105 105-110 110-115 115-120 
Nurses .. 11 7 8 0 2 


Attention has recently been focused on this subject 
by Lucy Wills and her co-workers (1942). They appear 
to show that nurses in sector hospitals have lower 


hemoglobin levels (84:1%) than those ‘working in 


London (90:6%). This was associated with an inade- 
quate dietary—the inadequacy being not only in iron 
but also in total calories and proteins. A recent critical 
review of this work suggests that these women were 
not getting as satisfactory a diet as it is possible to get 
in war-time Britain, and there is evidence that these 
conditions are not confined to one particular sector 
(Brit. med. J. 1943, i, 449). It is clear that routine 
hemoglobin estimations on large numbers of nurses are 
desirable, followed by invéstigation of the dietetic and 


TABLE VIII—-RESULTS OF MANTOUX AND SCHICK TESTING 


(15-20 
Age | a30- 
Ago f 30 10 


appreciable incidence of 
antemia is found. 
CONCLUSIONS AND SUGGESTIONS 


The health of a group is the resultant of all the con- 
stitutional and environmental factors involved. The 
health of nurses is probably less satisfactory than that 
of women in other professions. To establish this requires 
a detailed survey of large numbers over several years. 
Such essential data, which must include details of 
accommodation, dietary and recreational facilities, are 
not at present available for this country. In view of 
the greater occupational risks entailed by a nursing 
career, all possible measures must be taken by hospitals 
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to promote the highest level of health. These should 
include ample: accommodation, a liberal diet, adequate 
facilities for mental and] physical recreation, and pre- 
ventive leave of absence woe impending: breakdown is 
suspected. 

Respiratory infections are the greatest single cause of 
ill health, in the group. A serious experimental study of 
Practical ae measures is urgently needed and the 


resulti 
‘endorsed. Developments along this line in American 
sanaftoria may prove a helpful guide to the kind of 


ing recommendations, however irksome, ‘should be 


attion required. 


To carry these principles into effect, a comprehensive P 


health programme should exist in all’ hospitals. From 


the experience of ‘this hospital, the most satisfactory 


body to direct this is a team consisting of the senior medi- 


cal 


administrator, the matron and the senior physician 


and surgeon to which could“ profitably be added a 
nurses' representative and a health super visor and keeper 
‘of records. The essentials of such a scheme are: = 
LA detailed initial examination including routine Mantoux 
and Schick testing, hemoglobin estimations and X- ray 
examination of chest. These should be fol lowed by i immunisa- 
tion where necessary.. 
`.. 2. Re- examination at regular intervals the average period 
being 12 months, with shorter intervals in special cases. In 
many cases, if not in all, a probationaiy period of 3 months 
before acceptance is desirable. 


23. Adequate facilities for. treatment of all sickness within 


the 


4. A frank explanation of the. nature and purpose of these f 


hospital. 


i health measures to the nurse on admission and as occasion 
demands. 

5. A uniform record card for the whole region suitable for 
statistical purposes. 


This health p rogramme to be fully effective should 


include all hospit. 
My thanks are due to the medical ales der tho matron and 


the 


For a long time surgeons have known that the lateral 
popliteal nerve is vulnerable as it winds around the neck 


personnel. 


senior eee for their help. e 
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of the fibula to gain the anterior aspect of the leg, and 
‘that it may be damaged by local pressure even when this 
is maintained for relatively short periods.: In surgical 


practice, these pressure. palsies, resulting in foot-drop 


and anæsthesia over the dorsum of.the.foot and some- 


times over the outer aspect of the leg, have been seen. 


after the application of a: badly. moulded plaster or 
plaster bed, or after manual pressure on the plaster, 
while it is still’ soft, during the manipulation of a frac- 
tured leg. Tight bandaging around the knee after opera- 
tions- on that joint, the. slipping. of a ‘badly. applied 


wooden back splint, or unre 


leved pressure of the leg 


against the outer bar of a Thomas splint are other well- 
known causes. ` Instances such as these are far commoner 

than is usually supposed, and partial lesions of the nerve 
will often be found if carefully looked for. 

Seeing how easily the complication may happen in the 
otherwise normal limb, it is clear that it would the more 
readily follow. application of splints. and plaster to the 
paralysed limb of hemiplegia or paraplegia, and such is 
found to be the case. There are, however, some addi- 
‘tional factors to consider. If the flaccid limb is allowed 


A 


aper read: to tho Society of British Neurological pune in 
ay, 1943.. 


to adopt its natural Position, it lies ‘everted with the 


outer side of the knee resting on, the bed; in narrow 


beds: and stretchers this usually means the hard edge, 


and if the limb is allowed to remain for a time in this 
position, a pressure palsy of the nerve may result. It 
must also be remembered that the paralysed limb wastes, 


thereby rendering the nerve ‘more susceptible to ates 


5 ö 
CASE 1.—-A private, aged’ 36, was injured in Libya on 


Nov. 29,1941.. While sheltering under his truck from 
dive-bombing attack, ho was struck in the back by the. 


axle of another truck. He ‘sustained: a severe crush 


fracture of L.1 with immediate onset’ of flaccid paralysis “of -. 
-both legs and retention of urine. In mid. January, 1942, 


plaster back splints: were applied to: both legs and were 
extended up to the knees. Within a week a plaster sore had 
developed over the head of the left ‘fibula,: A little later. a 

similar one appeared: on the right side. and they both became 


progressively worse. 


He was admitted to 0 military hospital on Oct. 1, 1942, 


witha large ulcer on each side which: had exposed the head - 
of the fibula. These healed ‘slowly leaving depressed scars; 


from their position the lateral popliteal nerves must have 
been involved and were buried in dense scar tissue. For thie 


eight months during which he was under observation there, 


was gradual improvement inthe thigh ss i but 3 no vestige 


of . function below the aoe 3 . S 


8 DIAGNOSIS g . 

Before giving further details of this case, 1b will ‘be 
convenient to describe the methods of ‘investigation 
employed in these cases. To demonstrate the existence 
of a peripheral nerve lesion in a limb 
by a more central lesion, a combination of three methods 


has been found applicable: clinical examination, electro- 


myography and the sweating reaction. 


-> Clinical examinution—The presence of a sensory loss | 
over the limb corresponding to the distribution of the 


nerve. or its branches, or the. detection of flaccidity in 


the peroneal and anterior tibial muscle groups in. — 
ciation with spasticity of the surrounding muscles, i is, of 


course, diagnostic. In the main, however, the examina- 
tion can only suggest the possibility of a peripheral nerve 


palsy.‘' The lesion may be suspected in the presence of. ` 
one vt the following signs: continued absence of power 
in the peroneal and anterior tibial muscle groups of a 


limb otherwise recovering ; ; .& disproportionate rate of 
wasting of these muscles in the paralysed limb ; failure 
of these muscles to participate in the mass reflex in a 
case of paraplegia’; failure to elicit this reflex by 


stimulating the dorsum of the foot or outer side of. the - 
leg. The presence, of a plaster sore or bed-sore over the 


head of the fibula, as in the case described above, is 


always highly suggestive. Nevertheless. it is usually 


impossible to do ise on the clinical examination 


alone, and the proof lies in the results of the: ‘sweating 


reaction and electromyogram. | 
Electromyography. — The recent investigations ‘of 
‘Weddell, Feinstein and Pattle into the electrical 


activity of voluntary muscles and ‘the. changes ‘produced 


by denervation have immediate clinical ‘application. 
The presence of ‘fibrillation action potentials, is evidence 


‘of a lower: motor ‘neurone ‘denervation « ‘of the .musole 


concerned; it does not occur in an upper motor neurone 


‘lesion. ‘Consequently electromyography in the ‘group of 
cases now under consideration has proved of the utmost. 
value in establishing: the: existence ‘of these lateral 


popliteal palsies. 
Sweating reaction. —Guttmann*® has demoniua the 


sweating disturbances which occur in hemiplegia, Para- 
plegia and: peripheral nerve lesions. With the quinizarin 
‘method, a peripheral nerve lesion’ is “shown by the 


absence of sweating over the distribution of the nerve. 
In these particular cases, the sweating disturbance is 
seen in marked contrast to the central reaction else- 


where. In cauda equina lesions the test: becomes 
diagnostic, for where such a lesion is complete, neither 


neurological examination nor electromyography will 
determine the actual level of the injury. The 2 ented 
test, however, will immediately differentiate a spin 
am a peripheral lesion since at the cauda equina level 
. Weddell, € G. wh pees B. and Pattle, R, E. Lancet, 1943, 236. 


3. Guttma 1 Neurol. Psychiat. 1931, J; Neurol. 
Poyehtat 1940, 3, 197 ; Proc, N. Soo. Med. 1841. 135 Tr $ 
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drosis is readily seen. 


CASE- RECORDS 

Using these methods together, it 
has been possible to demonstrate 
lateral popliteal nerve palsies in some 
cases of hemiplegia and paraplegia 
. resulting from injury or gunshot 
wound. A fuller consideration of 
some of these case-records will bring 
out these points. 

Case 1 (continued).—In this case of a 
cauda equina lesion, the. possibility of a 
lateral popliteal palsy was suggested by 
a large pressure sore over the head of each 
fibula. Electromyography on Feb. 4, 
1943, showed a complete lower motor 


would be expected. A sweating test on 
Feb. 6 showed an area of anhydrosis 
over the legs limited to the distribution 
of the lateral popliteal nerves (fig. 1). - 


Here the sweating test was diagnostic and the cause of 
the lesion was pressure by plaster back slabs and scarring 
from resultant pressure sores. i s 
. Case 2.—A sergeant, aged 31. On Nov. 29, 1942, in 
"i Tunisia, he sustained a compound depressed fracture of the 
yright parietal region following the explosion of a mine. 

Immediate complete left hemiplegia resulted. After an 

operation on his head, recovery began, and for the first few 
“weeks the power in the left leg improved rapidly but there 
was very little recovery in the arm. He said that when he 
“went to the base before embarkation on Dec. 13, 1942, a 
‘#fortnight after the wound, he could dorsiflex his left ankle 
‘I well but while there he noticed it was weak again and that 
“since that date it had remained so. On going further into 
Y the history it appeared that, while at the base, the patient 
developed a crop of: boils on the right buttock which had 
necessitated him lying on his paralysed side for three weeks. 


„ He arrived in England on Feb. 7. 19413. 
ie On examination he was found to have an almost complete 


paralysis of the left arm. The left leg lay with the foot 


mitt Case I. Anhydro- 
bi gis over the distribu- 
tion of both popliteal 


. herves, 


J 


„Plantar flexed and inverted. All movements of the leg were 
d. ; present but 
a dorsiflexion 
z of the foot 
5 was rela- 
* tively 
a weaker 
i than the 

other move- 


5 there was 
. J: no actual 
* power of 
e version 
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. : although 
2 ae < the peronei 
va fo at > could be felt 
„ contracting - 
. 0.4. In addition 
: 2 er. there was a 
: 821 - small but 
ý ERE Ve ’ definite 
A 28 area of hy- 
9 eee): possthesia 
a ; to pinprick 
f a nd to 
ö cotton-wool 


over the 
dorsum of 
the foot in 
, Fig. Case 2. Increased sweating on left side of body, and an line with 


area of anhydrosis over the distribution of the terminal the first 
branches of the musculocutaneous nerve of the left ieg. three toes, 


, Fig. Case 3. Band of increased sweating at Th.9-10 Jevel, b 
t 


S * 


— ball 
| : ` 


i “and absence of sweating over the distribution of both lateral but sparing 
the first in- 


/ 


popliteal nerves. 
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lesion with a. resultant area of anhy- 
* "injury certain. 


‘neurone denervation below the knees as. 


ments and 


- knees. 
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terdigital cleft. Vibration sense in the leg was slightly impaired, 


position sense grossly so, but the distribution of the cutaneous 


‘sensory loss strongly suggested a musculocutaneous nerve 


lesion; the combination of extremely weak peronei with 'the 
story of sudden onset of weakness of dorsiflexion of the ankle 
made a clinical diagnosis of a partial lateral popliteal nerve 
Electromyography on Feb, 16 showed no actual fibrillation 
but motor unit irritability was present together with very 
diminished motor unit action potentials in the peroneal. 
muscles suggesting a transient block to the nerve; a sweating 
test on Feb. 15 demonstrated the central disturbance over 
the left side of the body. together with a. peripheral lesion of 
the leg corresponding ta the musculocutaneous nerve (fig. 2). 


Both neurological examination and electromyography 
suggested that the lesion was incomplete and this was 
borne ott by the steady progress the patient made over 
the' ensuing two months. On March 20 power in both 
ankles was equal. The.little sensory loss still remained. 
Here the cause of the lesion was undoubtedly pressure 
due to posture in bed and the peripheral nerve lesion 
could be readily demonstrated on clinical examination. 


Cask 3.—A boy of 14. On May 3, 1942, he was acci- 


dentally shot by a stray bullet when visiting an aerodrome, 


The bullet entered at the outer aspect of the left shoulder and 
came out in the right lumbar region. He' had ait immediate 


6 w 3 O CEE E a ae 


Fig. Case 4. Sweating test: reaction over the outer side of the foot and 
front of the leg, and absence of sweating over the dorsum of the foot and outer 
aspect of the leg. a7 ; 


complete paraplegia from the waist down, X-ray examination 


-of the spine showed a fracture through the arch of Th. 10. 


Some six weeks after the accident, a mass reflex could be 
obtained but it was noticed that there was no contraction of 
the extensor hallucis longus or tibialis anticus on either side, 
nor could the reflex be obtained by stimulating the dorsum 
of the foot although it could be elicited by stroking the outer 
border. The paraplegia remained complete. 
Electromyography on Feb. 3, 1943, showed fibrillation in 
the peroneal muscles on both sides corresponding to a lower 
motor neurone denervation. A sweating test on Feb. 9 
showed a band of increased sweating at the ‘Th.9-10. level, 
delayed onset of sweating in the legs and absence of sweating 


over the distribution of both lateral popliteal nerves (fig. 3). 


The cause of the lesion here was: presumably posture, no 
apne having been applied at any time. The only 
clinical evidence of its existence was the observation on 
the mass reflex, but electromyography and the sweating 
test proved its presence. 


CASE 4.—A lance-corporal aged 28. This soldier was 
accidentally shot by one of his own men while in Libya. on 
Dec. 21, 1942. There was immediate paralysis from the 
waist down and an X-ray of the spine disclosed a bullet lying 
to the left of Th.9-10 interspace with fracture of the tip of 
the transverse process of Th.10, Laminectomy was per- 
formed and the dura found intact. The bullet was not 
removed. There was no recovery. On Jan. 14, 1943, wire 
back splints were applied to the legs, extending up to the 
A fortnight later a pressure sore developed over thé 
head of the right fibula but it was not clear whether this was 
due to splintage or to posture. The sore subsequently healed 
but its position suggested that there might be an associated 
peripheral nerve lesion. | 

On April 29 the electromyogram showed fibrillation in all 
the muscles supplied by the lateral popliteal nerve on both 
sides and a sweating test on May 4 confirmed the peripheral 
lesion (fig. 4). 


s 


the sweating. test and electromyography. 
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— Here was a complete flaccid paraplegia and the super- 
-imposed pressure palsy could only be demonstrated by 


Cask 5.—A sergeant aged 38 was wounded in à tank on 


Sept. 1, 1942, in Libya, and received a compound fracture of 


the left parietal region with resultant right flaccid hemiplegia. 
For the: first three months the ‘paralysis remained complete 


but then there was a fairly rapid improvement. On admission 


here, he had good movement in the arm and fair power in 


E the thigh muscles so that he could hobble a few steps with 


‘the aid of a stiók. There was, however, a persistent gross 


-of dorsiflexion of the ankle and no power at all in the peronei 


feebly. No definite sensory loss was detectable. | 


1 


`~ draetured.,patella.. 
`- east applied: fora: fractured.fibula...:.. . 1 _ 
Ihe object of presenting these cases. is to. prove the. 
existence of these pressure palsies in limbs already 
_ paralysed by a more central lesion, and to suggest that 


foot-drop. ` He had some 20° of plantar- flexion but only 5° 


N 


7 
Electromyog m. F = fibrillation action 
MU -== motor unit actlon potentials. 


Fit. 5—Case 5. | potentials. 
or extensors of the toes, though they could be felt contracting 


. j 


A sweating test on March 30, 1943, showed no 


) 1 evidence of 
a peripheral nerve lesion but the electromyogram on March 29 
recorded fibrillation in the peronei and anterior tibial: group 
of muscles together with strong motor unit irritability and 


some motor unit action potentials (fig. 5). 


There was, therefore, in this case a partial lesion of the 


lateral-popliteal nerve due.to posture. It was interesting 
to note the dissociated motor damage in the nerve 
without: sensory involvement. The strong motor unit 
irritability:in the muscles suggested that the lesion here 
was slight, but although the main cause of the disability 
was clearly central, the added peripheral nerve damage’ 
will certainly delay recovery. oe 
| = DISCUSSION | ee eae 
Pressure palsy of the lateral popliteal nerve has been 
demonstrated in these 5 cases of limbs already paralysed 
by a more centrally placed lesion ; 3 were due simply to 


faulty posture of the paralysed limb in bed, 1 followed 


the application of plaster back splints, and 1 followed 
prolonged pressure on the nerve enforced by lying on the 
paralysed side because of a coincident infection in the 
other lèg. It is not without significance that 4 out of 
the, 5 cases came from overseas and underwent consider- 
able transport with frequent changes of medical and 
nursing attendance. The fact that they have been seen 
in patients admitted to this hospital over a period of 
three months. would imply that this complication is 
commoner than: usually “supposed: . Within this period 


E I have also seen a complete lateral popliteal palsy conse- 


-quent on bandaging the knee after operation for a 
and. a partial palsy following a, plaster 


‘this incidence can be reduced by the adoption of simple 
prophylactic: measures. Whatever kind of splintage is 
used on a leg, it must be carefully applied and immediate 
‘adjustment made should it slip. Ifa leg is put in plaster, 
the limb should be tested at regular intervals during the 
first few days after application, by the doctor or a trained 
nurse, to ensure that the patient can still dorsiflex his 
toes easily and that there is no blunting of sensation ‘to 
pinprick over the dorsum of the foot as far as it is 
exposed. In the paralysed limb, avoidance of prolonged 
pressure on the lateral popliteal nerve becomes another 
Important point in the careful nursing which all these 


cases demand; the limb must not be allowed to rest 


near the edge of the bed and it should be supported by 
a Soft pillow under the knee. Careful attention must be 
given to the head of the fibula as a likely pressure point. 
In the Services, where these patients often have to bo 
transported long distances in splints of various kinds and 
on hard narrow beds or stretchers, it is particularly 
important that the doctors and nurses in charge of them 
should be fully alive to the danger. Nursing, unfor- 
tunately, must often be rough and ready under these 
conditions and then it is the wisest policy, where 


— 
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applicable, to bandage on lightly. a large pad of cotton: 
knee. a 
pressure. 


clearly demonstrate them. It is stressed that all who 


electromyograms respectively; 


commanding officer, for permission to publish these cases. 
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remainder were having either 


admitted to either nursery. 
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wool over the outer side of the 
Attention has been drawn to the relative commonnes 

in paralysed limbs of lateral: popliteal. palsies, due to 
Five cases are recorded. T D 
Clinically it is often impossible to differentiate:thes 

palsies, but electromyography and the sweating test 


F & an B TS. 1 2 


have the nursing care of such patients, particularly in 
their transport, should be fully aware of the condition 
and prevent it by adopting simple prophylactic measure. 
In many of these tases, where progress is often to be 
measured by so little, we must take especial care that in 
their treatment we do not. unwittingly add to thei 
disability“. | 

I wish to thank Dr. L. Guttmann and Captain G. Wedded, 
RAMO, who were responsible for the sweating tests and 
Brigadier Hugh .Caim 
for his advice and encouragement. in the preparation 
of this paper; and Lieut.-Col. G. O. Chambers, Ramo, my 3 
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IJ. SAKULA, MD LOND, MROP, DOH >. ` 
PHYSICIAN TO THE CENTRAL MIDDLESEX COUNTY HOSPITAL 


OF late years both in this country and in America, 
there have been a number of obscure outbreaks of gastro 
enteritis among newborn infants in maternity hospitals. 
The case-mortality rates have sometimes been as highas 
80-90 %, and the results of treatment very disappointing. 
The need for further knowledge demands publicity for th 
findings in any such outbreak, and I accordingly report 
recent events in the maternity department of the Central 
Middlesex County Hospital. an. 
The maternity block, quite separate from the general 
hospital, consists of two floors working independently, 
each floor having its own labour ward and accommods- 
tion for nearly 30 mothers and children. On each fioo 
mothers are put either in single rooms or in small 
which seldom contain more than 4 patients; but th 
children on each floor are kept in one large nursery, to 
which is attached a large bathroom and changing- room. 
On the upper floor there is also a- smaller nursery fe 
premature infants and others that are weakly.. Al 
children are as far as possible breast-fed, but wher 
complementary feeds, are necessary they were prepare 
by a staff nurse in the general kitchen on each floor; 
between preparation and use they were kept covered in 
a cold larder. - The nurses who fed the babies also had 
to dọ the changing, which took place on a special table 
in the bathing-room continuous with the main. nursery, 
and these nurses also had to attend some of the mothers. 
On Nov. 1, 1942, 2 out of 6 children in the premature’ 
‘pursery: appeared to have gastro-enteritis and wer 
immediately transferred to the general children’s ward odf? 
the hospital. There were at that time in the upstainy® 
nursery 24 children, and it happened that an sor i 
tionally large proportion were receiving bottle feeds, only. 
12 of the total of 30 being fully fed at the breast. Theft 

complementary feeds. inj? 
addition to breast fe having bottle feeds of 
breast milk. D 


On Nov. 3 2 more children in the prematures' nursery 
developed gastro-enteritis and were transferred to the 
hospital children’s ward. On the same day and the next 
day the condition of several children in the main nursery . 
seemed unsatisfactory ; so no further new cases werk, 
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On Nov. 6 one of the children in the main nursery, 
who had had rather loose stools, suddenly- died. 4. 
-careful and critical survey was undertaken of all the 
oe on the upper. floor and the following steps were 

axen : ` TE ` z p wm. 38% kB l 

1. The upper floor was closed to all further admissions. I 

was not to be reopened until thoroughly cleaned. . oa 


Based on a paper read tb the Middlesex County Medical Society. 
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` , 2. The children were divided into two lots. (a) The 12 
children who appeared to be well were transferred to a 4- 
bedded mothers’ ward which was converted into an observation 

_ nursery. (5) The remaining 7, who appeared to have gastro- 

‘= enteritis were kept isolated in the main nursery.. 

t 3. Phe nursing arrangements in the two nurseries were 

amplified and kept strictly separate. 

Between Nov. 1 and Nov. 6, when the outbreak 
became obvious, 7 children had been discharged, 6 of 
these being fully breast-fed. The 7 who appeared ill 
on Nov. 6 all steadily became worse and died. Of the 
12 removed to the observation nursery, 6, who were 
entirely breast-fed, did not develop any symptoms and 
were eventually discharged. The other 6 all developed 
~ gastro-enteritis within three days, and 3 of them died. 
“ The 4 infants transferred from the prematures’ nursery 
i: to the children’s ward also died. We therefore find that 
of a possible 31 children 18 became ill and 15 died, giving 
a case-mortality rate of 883%. 


5 COURSE OF ILLNESS 
~ _ The clinical course generally fitted the description of 


ee 
- 


the serious cases given by Ormiston (1941). The average 
age at onset—excluding the children. in the prematures’ 
nursery—was 13 days. Some had been kept in the 
maternity nursery because they were not making satis- 


factory progress and were unable to feed from their own 


p mothers. ; 

As a rule the onset was sudden; but it was insidious 
in the 3 cases which recovered. The first ptom was 
„usually unexplained vomiting, but in 6 cases it was a 

sudden loss in weight (up to 
2 a age well. ‘In only 2 cases did the illness start 
with diarrhoea, but in all of them this soon became the 
n worst symptom. The stools averaged 6 to 7 per day, 
x their colour being usually yellow or orange. (This orange 
„colour has been noted in other outbreaks:) The loss of 
weight averaged about 3 lb. in the first two days. The 
length of the illness varied from 2 to 21 days, and averaged 
just over 7 days. Progress, if any, was slow, and death 

was often rather sudden. Many of the children showed 
„ much abdominal distension, and in 3 cases the vomit 
« became blood-stained before death. The temperature 
was usually either normal or raised to about 100° F.; in 
only one case did it reach 104° F., and this child recovered. 
„ Jaundice developed in 2, and sclerema in 4. 
Oe tale TREATMENT 
For the first 12-24 hours nothing was given by mouth 
“except half-strength physiological saline with 5% 
“glucose. Dehydration was treated with subcutaneous 
i salines, or in some cases with intravenous infusion of 
* fluids by the drip method. Usually the infusion started 
Fwith 500—1000 c.cm. of 5% dextrose in physiological 
saline, followed by 5% dextrose in plain water, or saline 
(one-fifth strength) with 4% dextrose, until dehydration 
was Overcome. _ pi mai 
Feeds, when recommenced, consisted if possible of 
expressed breast-milk, at first in dilution, or Trufood ’ 
Susually following a short course of Secway.“ Where 
t vomiting persisted after the first 24 hours, gastric lavage 
„was performed twice daily till it ceased. Rectal lavage 
“was not employed. Sulphapyridine was tried in a few 
cases but without any obvious effect. Where sclerema 
developed local heat was applied by means of an electric 
“blanket ; the limbs were massaged frequently, and an 
extract of adrenal cortex (‘ Eucortone ’ 0:5-1:0 c. em.) 
was given intramuscularly twice a day. Most of the 
children were given ascorbic acid 25 mg. daily. 
T PATHOLOGY i 
Of the 15 children who died 13 had fairly full autopsies. 


The intestines showed very little change; in a few cases 
, they were dilated, but no congestion or ulceration was found. 
The mesenteric glands were not unduly enlarged. 
The. liver showed some abnormality in every case. In 10 
it was congested; in 6 there were fatty changes; and in 3 
it was jaundiced. The fatty cases showed peripheral degenera- 
tion of the liver cells with replacement by fat. In some 
. there was early proliferation of bile canaliculi as seen in adult 
cirrhosis. These changes were most conspicuous in the 
_ jaundiced livers. Such a picture of fatty liver may be found 
in children in any wasting or infective conditions. 
The thymus in every case was smaller than normal. Some 
_ weighed as little as 1-5 grammes and the average was only 
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2-3 g. compared with a normal average of about 13 g. The 
thymus usually grows until puberty (when it may reach 28 g.) 
after which, by physiological involution the thymic tissue is 
gradually replaced by fatty tissue. However, in many diseases 
of childhood, mostly infective but not necessarily so, a so- 
called accidental involution takes place. Here the lympho- 
eytea seem to disappear, while the reticulum cells swell and 
contain much fat and hwmosiderin, In most of our cases such 
involution was found. aa 

The suprarenals were in all cases below normal size (average 
weight 1-5-2-5 g. instead of normal 3 g.). The histological 
ae ‘were such as ordinarily occur when the child grows 


The spleen in all but 2 cases was larger than normal and 
congested. . It was not a septic spleen and was not soft ;- on. 
section it showed congestion and much siderosis of the reticulo- 
endothelial elements—a change characteristic of all wasting 
diseases. The lungs in 1 case showed an early broncho: 
pneumonia and in 2 others a mild tracheitis; in 4 others 
there was slight emphysema. The ears were examined in8 7 
of the 13 cases and in 3 of these a drop or two of slightly 
mucopurulent fluid found inside one middle ear; in no case 
was there any otitis media in the ordinary sense of the word. 
The heart showed a congenital abnormality in 2 cases. 


These findings did not indicate an acute intestinal 
infection—or even a septicemia— but probably a toxic 
condition which caused wasting of the thymus and supra- - 
renals and degeneration in the liver. 


~ BACTERIOLOGY = 

Dr. E. F. Gale, of Cambridge, accepted an invitation 
to include this outbreak in an investigation he was 
undertaking. The combined results of his work and 
that of our own laboratory were not very conclusive. 

In similar epidemics Dr. Gale had found an abnor- 
mally large number of hemolytic fæcal streptococci in 
the fæces of affected infants. In our cases the stools 
showed the streptococcal distribution found in normal 
stools, and none of them yielded pathogens of the 
dysentery or food-poisoning group; but in 9 of the 18 
cases, either from the stools or post-mortem specimens, 
or from both, Pseudomonas pyocyanea was isolated. This 
organism is often regarded as a- harmless secondary 
invader, but it has pathogenic properties (Epstein and 
Grossman 1933). It has been known to invade the 
gastro-intestinal tract and cases of infantile diarrhea 
have been attributed to it. On the other hand 
Fraenkel (1917) states that its rôle in many intestinal 
disorders with dysenteric manifestations is i ci- 
ently established. It is known to be a common 
secondary invader during 55 from diarrhoea and it 
is often present in normal] adult feeces. It could not be 
isolated from the stools of 20 normal newborn infants 
from our maternity block. The conclusion was therefore 
reached that, although the presence of the pseudomonas 


in a large number of our enteritis cases was unusual, 


the evidence was insufficient to show that this organism 
was the primary cause of the infection. 


» 


ILLNESSES BEFORE AND AFTER THE OUTBREAK 
Examination of tbe records of infants who were in the 


maani block during the four weeks before the out- 


break did not reveal any case of diarrhcea and vomiting. 
Several children had had occasional vomits, or occasional 
green and loose stools ; but apart from possible delay in 
its progress, no child had become ill and none had been 
transferred to the hospital children’s ward. Symptoms 


of this kind, together with slight loss in weight, are 


commonly caused by feeding difficulties. It may be, 


however, that they were due to one baby after another 


contracting the disease in very mild form, until there was 


a flare-up of serious cases (compare Ormiston 1941). 

Of the 13 children who had been contacts of the 
children that developed gastro-enteritis, all were dis- 
charged apparently well, and all but 2 are known to 
have remained well : :one died of bronchopneumonia and 


one could. not be traced. After the outbreak was over, 


a case of gastro-enteritis occurred on the ground floor of 
the maternity block. The infant had been segregated 


because he had an abscess on the chin and a mild 


furunculosis. He started having loose stools on Nov. 18, 
his condition gave rise to anxiety on Nov. 17, when he 
had rather a big drop in weight, and he died Suddenly 
two days later. Examination of the stools showed no 


) 


, the rapid spread, was virul 


a 


-” 


‘pathogenic organisms and the post-mortem findings were 
similar to.those ‘already described. There was no contact 
between this child and the upstairs nurseries. | 4S 
From then onwards there were no further cases of 
diarrhoea or vomiting in the maternity block; but the 
hospital children’s ward:admitted 6 children with severe 
gastro-enteritis. who were born in the maternity depart- 
ment, on the lower floor, between the time of the 
epidemic and three weeks later. Of these, 2 recovered 
and 4 died. In 2 of the fatal cases P. pyocyanea was 
repeatedly found in the stool, but the serum of neither 
child agglutinated an autogenous strain of the organism. 
It has not been 55 to trace any contact between 

~ these infants and 
are. mentioned for the sake of completeness. If they 
are included in the series they make the total number of 
affected children 25 and the number of deaths 20 (80 0%). 


DISCUSSION 


The results of treatment were very disappointing. 
Possible reasons are :— 


1. We were dealing with newborn and premature children 
whose resistance was possibly at its minimum. 

2. The infection, judging by the severity of the cases and 
ent., 3 l s 4 
3. Ordinary methods of treating gastro-enteritis were 
unsuitable. - E 

Sound treatment largely depends on knowing the 
cause of the illness ; but the cause of this type of neonatal 
diarrhoea remains a mystery. Crowley, Downie, Fulton 


and Wilson (1941), examining the possibilities, concluded 
that it is either a- virus invading the intestine, or else a 


systemic infection, intoxication or general metabolic 
_ disturbance leading to the proliferation of any pathogenic 
or potentially pathogenic organism that happens to be 
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hose described above, but the cases 


empirical. The chief aims should be to 


in the bowel. The fact that in our cases the intestines - 


23 1 


accessorie. - 
As the cause is unknown, treatment of the established 
cases can only be ae omane, perhaps. including pre- 
vention of complications. A major problem is to over- 


come the initial dehydration; but this is not in itself 


sufficient. Although adequate hydration nearly always 
stops the vomiting, the diarrhoea usually persists, and 
the toxic process seems to continue as shown by the steady 
downhill progress and damage to the liver and other 
organs. 
include an attempt to maintain a normal liver function; 
mere administration of glucose is not enough. The use 
of vitamin-B complex is justified by experimental 


evidence that sources of this vitamin (crude liver extracts. 


and yeast) and other water-soluble vitamins provide 
some protection against a variety of hepatic toxins. 


Vitamin B is also needed for metabolism of the sugar 


which is given. 


It therefore seems that treatment should 


There are two ways, however, in which much can be 


done. The first is to control the outbreak when it has 
occurred.. This can be achieved only by closing down 


the departments concerned until all its patients have 


been discharged and thorough cleansing of the nursery 
has taken place. Attempts to short-circuit this procedure 
merely prolong the period during which cases will recur. 

The second and Pees more important way is to 
prevent the outbreak from occurring. We should insist 
on breast-feeding whenever possible, and to make bottle- 
feeding safer we should revise the routine of maternity 
units, where necessary, as follows: 


1. There should be a separate kitchen or room for the 
preparation of bottle feeds with adequate refrigerator storage 

ace. i 

2. Preparation of the feeds should be the sole responsibility 
'of one person, who should not, at the same time, have any 
other duties which may bring her into contact with any 
possibly infected patient, 


~ 
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3. There must be scrupulous care in- the sterilisation of 
feeding-bottles. The feeds should be separately prepared 
under aseptic conditions and should not be stored in bulk. 
4. Nurseries should not be overcrowded and should be under. 
the care of a special sister, preferably. trained in a children's 
hospital. The infants should if possible be under the constent 
supervision of the psediatrician of the. hospital, with the 
codperation of the obstetricians, and there should always be 
a sufficient. number of trained nurses who understand exactly 
what is meant by contamination and whose sole duty is the 
care of the children, ~ oe, as se 
sy 7S . SUMMARY aes | 

In the nursery of a maternity department 18 newborn 
infants contracted gastro-enteritis and. 15 of them died, 
giving a case- mortality of over 80%. After the outbreak 
there were 7 more, apparently unconnected. cases with 
5 deaths. i S | 

The outbreak was confined to bottle-fed infants. . __ 

Pseudomonas pyocyanea was isolated from the stools 
or elsewhere in 11 of the 25 cases, but it may have been 
a secondary invader. i l 

The post-mortem findings suggested an acute toxic 
condition ‘rather than an intestinal infection. The liver, 
thymus, and suprarenals were notably affected. 

Treatment of this form of gastro-enteritis is at present 
guard against 
dehydration and protect the liver.. aan, ae 

To prevent such outbreaks, breast-feeding should be 
encouraged, and in infant nurseries special precautions 
should be taken to avoid infection through bottle feeds. 

I have tocthank several of my colleagues for their kind help, 
especially Dr. W. Pagel and Dr. J. H. Humphrey for th 
pathological and bacteriological investigations. 1 = 
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H. E. VICKERS, MB LOND 
JUNIOR ASST QLINIOAL PATHOLOGIST AT AN EMS HOSPITAL 


THE absorption of sulphanilamide and its related 
drugs has been investigated by many workers. Herel N. 
and Brown (1940) found blood levels of sulphanilamide 
up to 3-0 mg. per 100 c. cm. after thrice daily injection of J, 
sulphanilamide suspension into infected pleural and pen: 
toneal cavities. Hudson, Smith and Selbie (1941), 
Hudson and Smith (1942), Hawking and Hunt (1042), 
Mueller and Thompson (1942) and Jackson and Collet 
(1942) have all obtained results which are in close agree: 
ment. The main points are that up to 10 g. of sulphanil & 
amide placed in the peritoneal cavity has led to. blood $ 
levels of about 10 mg. per 100 c.cm. of. the drug (occa: f° 


aona y above 15 mg. per 100 c. cm.), with elimination . 
from the blood at the end of four days. Hawking and $ 


Hunt also found that sulphadiazine similarly applied led . 
to maximum blood levels of 10 nig. per 100 c.cm. and $y 
that excretion was incomplete in 2 cases at autopsy at 
the end of eight and ten days. Pao 8 

An account is given here of the absorption of sulphs N 
‘pyridine through the pleura as observed in 22 cases on 
the Thoracic Surgical Unit at Harefield. The sulpha ff 
pyridine was placed in the pleural cavity as a powder $ 
at the end of operation, being smeared over the pleurn 
immediately’ before the operation’ wound was closed. 
Morning and evening estimations of the amount of the 
free drug in the blood were then made, by-a slightly 
modified Marghall’s method, until the amount present. 
was less than 0°5 mg. per 100 c. em., recorded. in the 
accompanying tables as a trace (tr.). No sulphonamides 
were given, by mouth during this time. ae 
| BLOOD LEVELS 

In table 1 the sex, age, operation, dose of ha- 
pyridine, and the serial blood levels are recorded. e 
lobectomies were done for bronchiectasis and the pnev 
monectomies for neoplasm, and. the amount of ow 
inserted was usually 7:5 g., a few cases having 5 g. 


. 
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j Days: morning specimen (m), evening specimen (E) 

_ Case | Sex os Opn. en | — 

| E an * 8M im E | 5M 7™ 
11M 8 Lob. 50 | 45 | 55 476 | 49 | 35 | 23 11 | 08 | 07 tr. 

2 |M 19 „ | 75 |21 | 31 . | 23 . | 09 07 | 06 | 06 he 
3 M 30 » | 25 | 25 | 25 | 25 | a4 12 o8 | o6 | tr. 

> 4 | F | 20 n | » | 3 | re | 14 1 13 | 10 | 0°8 07 | 05 | tr. 

: 5 M | 20 » „ | 24 | 36 | 36 | 30 | 17 11 tr. | 

i 6 M 20 A 5 rı | 11 11 | 09 | 06 tr. < | ; a 

“og | M | 22 | » | „ | 10 | £7 | 15} 12 | Oo 11 12 07, tr. 

> |m 20 „ * | 16 | 21 | 16 | 12 | 09 | 09 tr. 15 

„% M 30 | 5 12 | ra 1% 0 ej. . 

„ 101 F 28 „ „ | £0 10 | 08 | oO |07 tr. ae J 5 

11 F 48 Pneu. 50 | 19 | 30 | 27 26 | 20 | 21 20 | 18 | 21 121 

12 M %% V 26 | 26 |26 26 | on 13 12 | o7 | 0-7 tr. 

1 jm] ej a| » jae] es 12 11 J 134 te. 8 

a 14 M | 58 7 | 75 | 19 | 21 | 15 | 11 . | 07 06). tr. we 

16 F 33 š „ | 16 | 34 | 34 |23 | 20 | 1°8 10 os | 0°7 is 

16 M 57 „ | 23 | 41 | 41 | 38 ** 2°9 21 | 1:9 | 12 tr. 
17 M | 35 » „ | Of 16 N14 1 10 | 08 | 06 5 
is mw | se | % 22 | an | ea | rs 18 | 14 os o8 | .. 

49 F 28 „ a 21 | 22 | 28 | 15 | 11 | 06 | 05 | 06 98 

4 20 F 44 2 „ | 23 | 38 | 38 | 32 | 31 | 33 |.. | 20 | 14 | 1:5 064 
21 F 48 ; „ | 18 | 20 | 19 | 22 | 1°9 | 10 | 11 | O8 | 08 | OF 

; 22 | uw 56 „ |100 | 30 | 43 | 83 | ss |. 37 2% fas 17 far 


® “ Under water drainage for first 21 days 
t 7th day: £0°8. 8th day: m0°7,E1°0. 
q 7th day: E tr. 


zone 10 g. Cases 8, 9 and 10 had under water drainage 
of the chest after operation. It will be seen that the 
; maximum level reached was, with two exceptions, 
s attained within 24 hours of operation (the operations 
were all done in the morning). One of the exceptions 
(case 22) had the larger dose of 10 g. The other 
|sexception, case 21, had the standard dosage of 7:5g. The 
highest maximum was 5-5 mg. per 100 c.cm. in case 1, a 
x boy aged 8 years, who had a dose of 5 g. This was closely 
yi followed by case 22, just mentioned, a man of 56, whose 
Ee blood contained a maximum of 5:3 mg. per 100 c. cm. 
after a dose of 10 g. The lowest maximum was 1:0 mg. 
u per 100 c. em. in case 10, after a dose of 7.5 g. with con- 
tinuous drainage applied to the chest. This was only 
slightly lower than the level of 1-1 mg. per 100 c. em. 
¿recorded in case 6, which had the same dose and no 
yidrainage. 28 
wt The time taken to eliminate the drug ranged from 
three days in case 9 to twelve days in case 11, the. former 
having 75 g. of drug and the latter 5 g., with no 
(drainage of the chest. Case 11 was exceptional, in that 
the blood level remained up four days longer than in any 
yother case. The average time before the drug was 
„eliminated was six days, to the nearest half-day, including 
all cases. The t variation in absorption of sulpha- 
«pyridine, noticeable here, has been remarked on recently 
yi by Wilson (1943) in the case of absorption via the gut. 
The rate of elimination was fairly constant in each case, 
„although there were a few temporary decreases, and 
15 sometimes the blood level of the drug increased for a 
„short while after its initial fall. Four of these temporary 
” rises followed aspiration of the chest, but usually aspira- 
tion of the chest was not followed by any visible effect on 
the blood content of the drug; it certainly never led to any 
jrincrease in the speed of elimination that could be noticed. 
i The rather high maximum blood level in case 16 led 
ip to the discovery, on questioning the house-surgeon, that, 
after the routine blood-transfusion at operation, the 
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"9th day: M 1 
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TABLE I—BLOOD LEVELS OF SUĻPHAPYRIDINE (MG. PER l 
o LOBECTOMY (LOB.) OR PNEUMONECTOMY (PNEU.) ` 


Maximum levels are shown in bold figures 


100 c. CM.) AFTER INTRAPLEURAL INSERTION Ar 
j 


+t“ Under water 
2, E 1˙0. 10th day: u 0˙9, E 0'8. 


o continuously. 

1lth day: u 0'6, E trace (tr.) 

patient had become slightly jaundiced: Later his urinary 
output had become disturbinglp low and renal failure 
from an incompatible transfusion was feared, but the 
condition soon cleared up. Routine urinary output 
charts were not done and no correlation can be made 
between high blood levels of sulphapyridine and urinary 
output in the other cases, 


2 a 


PLEURAL FLUID LEVELS 


Table II shows the relation between the amount of 
sulphapyridine in the fluids aspirated from the chest post- 
operatively and the amount in the blood at the same time. 
It is evident that the pleural fluid drug levels and. the 
blood levels are not closely related ; in case 18 they have 
apparently gone in opposite directions! The extremely 
high figure of 400 mg. per 100 c.cm. in the first specimen 
in case 20 can only be accounted for by the presence of 
solid powdered drug in-suspension, the maximum solu- 
bility of sulphapyridine in serum being 70 mg. per 100 
c. om. at 37° C. and 50 mg. per 100 c. em. at 26° O. 
according to Clarke and others (1942). There seems to 
be some very variable factor concerned in the absorption 
through the pleura, and in cases 2, 3 and 16, in par- 
ticular, there seems to be a definite hindrance to absorp- 
tion. In case 18 it seems probable that there was a 
hindrance to the circulation of the pleural fluid, so that 
there were different concentrations in different portions 
of the fluid, one or both of the specimens not being 
representative. The alternative conclusion, that the 
pleural fluid had not dissolved its full amount until 
after the time of the first specimen, taken on the 4t 
day after insertion of the sulphapyridine, seems unlikely. 
In any case the amount of drug in the first specimen was 
very low for one taken or the 4th day, while the amount 
in the second specimen was the highest of any taken on 
the 6th day. 

In this connexion the findings of Hawking and Hunt 
(1942) are of interest. They placed a microcrystalline 


í 
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suspension * of 
as sulphapyridine Clarke et al. 1942), into the peri- 


eight and ten days later they 


ound the drug like small 
-cakes ... surrounded by adhesions and 1 


ph.” Also of 


interest, is Glynn’s finding (1941) that sulphapyridine, . 


placed ti experimental wounds in rabbits as a powder, 
Scud still be found in situ seven days later, with fibro- 
blasts growing around the oye of the drug. These 


TABLE tt---SULPHAPYRIDINE CONTENT OF ASPIRATED PLEURAL 


‘FLUID WITH CORRESPONDING BLOOD SULPHAPYRIDINE ~ 


| Sulphapyridine 


. . Sulphapyridine 
Day of (mg. / 100 c. m.) | Day of (mg./100 c. cm.) 
Oase 1 F i Case prepira: Pleural | p 
on eura. . on 
2 7 24˙5 15. 5 16 0:8 
ee ne? ; ` 7 2'6 0 
3 8 11 , 
16 3. 70 3'7 
5 3 52 e 
. ay 17.) 426 10- 
6 3 21 . 
a 18 4 3'9 1°3 
7 3 28 ' 6 45˙5 7 
; 5 28 l eee 
7 11 8. 8% 0˙8 
12 7 6°4 i om 
20 3 400 3˙1 
' 7- 41 0'9 


two. „ findings ae explain the E 5 


found in the present study. The sulphapyridine powder 
tends to cake very soon after insertion into the pleural 
cavity, and a coating of fibrin i is rapidly laid down. 
addition, adhesions form and in a few days. there may 


be considerable interference with the solution of the‘ 


drug, and with the circulation of the pleural fluid, 
leading to oo and irregular absorption into the 
blood-stream. E 

: SUMMARY. 

Up to 10 g. of sulphapyridine powder placed in the 
pleural cavity at operation has, in 22 cases, barely and 
infrequently led to therapeutic levels of the drug in the 

blood. The maximum level reached was 5-5 mg. per 
100 c.cm. This compares with maxima of 10 mg. per 
100 c.cm. often reached after the intraperitoneal adminis- 
tration of sulphanilamide. 

The average time for complete excretion of sulpha- 
pyridine -has here been found to be: six days, While 


| other workers have found that sulphanilamide is com- 


pletely excreted in four days when placed’ initraperi- 
toneally. ~ 

Absorption of. sulphäpyridine through the pleura is 
irregular from case to case, greatly differing amounts of 
drug being found in both the pleural fluid and the blood 
at the same times after operation. This is probably-due 
to caking of the powdered drug and the formation of 
pleural adhesions which interfere with free absorption. 


I am indebted to Mr. T. Holmes Sellors and Mr, Vernon C. 
Thompson, surgeons to the Thoracic Surgical Unit at Hare- 
field, for permission to do the investigations on their patients 

and for their help and criticism ; 
sisters and nursing staff on the wards concerned for their 
coöperation ; and to Prof, Alexander. Beaming for his advice 
on the N form of this paper. 
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CoRPUSOULAR Voria: — m Foy and Kondi’ 8 Stiele on 


Ehrlich's Megaloblasts (Lancet, Oct. 23, p. 505) the hæmo- ' 


globin values are expressed in grammes per 100 c.cm., and 
not (as incorrectly iad in e Tho authors did 
not see & proof. 5 ie g ES fi 


‘gulp e which is twice as soluble 


E toluene, which enters. the body ‘through the skin. or 
surgeon, carried out experiments which proved that 


but it was not: until: 1918 that Prof. Benjamin Moore 


quently, this knowledge became of special importance in 


clinically but otherwise highly satisfactory. Fig. 11 shows 
since notification came into force, the mortality-rate 


In.. amino derivatives 


is si 
of all the cases. have -arisen between 1939 and 19: 
Of these just over 83% have been due to TNT, 20 in 


in the year before the war were all in makers of this 


to the house-surgeons,, 
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: POISONING BN BENZENE ‘DERIVATIVES 
Aniline 


poisoning not only by aniline, but by any nitro ‘or 
amido derivative of benzene and its homologues such as 


otherwise, and alters the hemoglobin of the blood. 
In 1901, Hay. and Prosser. White, a certifying factory 


dinitrobenzene was mainly absorbed through the skin; 


repeated experiments with TNT and the due importance 
of the skin as a channel of absorption was realised 
especially in regard to preventive measures. Subse- 


the case of tetra-ethyl lead with its organic radicle 
“ethyl” and its serious, effects on the central nervous 
system. The precautions taken by completely covering 
the worker has made the periodic medical examination 


bo all blenders of this product in this country, performed ff 


until recently by Dr. H. E. A. Boldero, uninteresting 
the distribution of the 832 cases of aniline poisoning 


being less than 0:5%. While ‘other nitro and amido or 
Rave each contributed to a minor 
extent, the main panel agents have been aniline iteelf 
and since the war trinitrotoluol. 

The increase in the number of cases during this hie 
ignificant, in fact, 529 (or approximately 63-59%) 


makers as compared with 420 among the much larger 
number of those who fill shells and bombs. The 5 cases 


explosive. ~ 

Though the number at risk i is not ‘available there is 
little doubt that it is substantially greater than in the 
last war. The cases of aniline poisoning notified in 
peace-time are but samples of several others in which the 
ashen grey coloration of the lips and tips of ears is 
present without the worker being aware that anything 
is wrong; but in war-time the vast majority of workersin 
contact with TNT are in Royal Ordnance Factories under 
continuous medical supervision, and in such factories 
there is an arrangement whereby every case of INI 


cyanosis, however slight, is notified. The figures therefore; 


represent a maximum rather than a minimum, and the 


mild nature of.the cases is reflected in the absence of vin 
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toneal cavity of two cases at operation: At the autopsies `` 


| poisoning became a notifiable disease in } 
February, 1925, and, the term is intended to cover 
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Jany fatality during the war. I suspect that the otber 


notifiable ‘diseases must resent the intrusion of this 
member into their: select society, but perhaps he has a 
n trump card up his sleeve to play later. 7 
Toxic jaundice, which is officially described as jaundice 


due to tetrachlorethane or nitro or amido derivatives. 


of benzene' or other poisonous substance,” became a 
notifiable industrial disease on Jan. 1, 1916 (fig. 12). 
Since then 595 cases, of which over 25:5% were fatal, 
shave been reported. Previously the nomenclature of 
any disease made notifiable had reference to the causal 
‘sagent as, for instance, lead or phosphorus, but on this 
occasion a new departure was made by choosing a sign 
rior symptom which might be caused by substances widely 
‘differing from each other in composition. It was known 
that, in addition to arseniuretted hydrogen, the earliest 
~cases-of toxic jaundice before the last war were attributed 
tto dinitrobenzene. Tetrachlorethane used in the doping 
rof aeroplane wings caused: at least 70 cases of 
„jaundice with 12 fatalities between 1914 and 1916, but 
sits use for this purpose ceased after 1916, and for many 
x other purposes since that date, under persuasion, and 
go it is not surprising that no ill effects attributable to 
this product have arisen during this war. 
x: Notification of toxic jaundice left the door open for 
kother causal agents to be brought to light, and so 
unparanitrochlorbenzene was held responsible for one case 
yin 1920, dinitrobenzene for one in 1923, and trichlor- 
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ug. 12—Cases of toxic jaundice notified since 1916. Caused by: TNT, SO! 


its with 130 deaths (25-93%); tetrachlorethane, 29 with 6 deaths (207%) ; 


1 . 3 hydrogen, 59 with 14 deaths (23-7%) : chlornaphthalene, 3 


„h allfacal ; paranitrochlorbenzene, dinitrobenzene and trichlorethylene, l each; 
1” Total cases, 595 with 153 deaths (25-7%). 


* — 
atethylene for one very doubtful case in 1932. This case 
g. was included with much misgiving, as it was felt that 
ome tetrachlorethane might have been present, in error, 
n previous batches of the solvent liquid, but as careful 
Anquiry failed to prove this suspicion, it was decided to 
place the case on record, leaving time to show whether 
bne swallow makes a summer. 


Three other workers were found to have complained of 
' pausea, dizziņess and drowsiness, and at the same time, 
he now well-known ‘ wax rash was observed. Three 
‘igases of toxic jaundice (all fatal) attributable to 
chlorinated naphthalene wax have been notified during 
this war in women over 29 years of age who were em- 


an interesting latent 
i leaving work, mainly for domestic reasons, to the 
i manifestation of the jaundice. So on June 1, 1941, 
“poisoning by chlorinated naphthalene was added to the 
schedule of the Workmen’s Compensation Act. 

„ But at the present time trinitrotoluene is the most 
„prominent cause of toxic Jaundice, which occurs to some 
extent during manufacture of the product, but mainly 
during manipulation when mining or filling shells or 
“other containers. Fig. 13 shows the quarterly incidence 
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Fig. 13—Cases of jaundice due to TNT notified during this war and the last 
| compared. Toxic jaundice became notifiable on Jan. l. 1986. : 


during this war compared with that for comparable 
years of the last war, when there were 404 cases, 30% 
in males and 70% in females, manufacture being re- 
sponsible for only just under 4%. In the period between 
the two wars there were only 12 cases, mostly in males 
manufacturing, filling, or breaking down old ammunition. __ 
There were no cases in 1939, byfisince:1940 there have 
been 85 cases, under 39% in maleg and over 61% in females. 
Manufacture was responsible. for only 4 cases. re 
Unfortunately it is impossible for various reasons to 
compare the incidence of"cases with the number of 
workers exposed to risk, but it is probably fair and safe 
to say that the number of workers employed and exposed 
to risk has not been less and has intreased at a com- 
parable rate since 1939 a& in the three years after 1914; 
hence the incidence appears to be substantially less in 
this war. Exposure to risk before the ohset of jaundice , 
has varied from 2 or 3 weeks to 12 months for females 
and from 3 weeks to 15 months for males. The average 
age of the 52 females affected during this war has been 
just over 30 years and that of the 33 males in the same 
period 403 years, the youngest female being 18 and the 
youngest male 19. 3 
The lag period between the cessation of contact and 


the onset of jaundice has again been noted, 18 cases 


(22-49%) showing varying lag periods up to 9 weeks in 
males and 184 weeks in females. Of the 501 cases 
between 1916, when statutory notification of toxic 
jaundice came into force, to the end of 1942, 130, or just 
under 26%, have ended fatally ; the death-rate for males 
being just over 21% and for females just under 20%. 
TNT is eliminated in the urine, and its presence can 
shown by Webster’s test, but this unfortunately gives 
no indication of liver damage and only indicates contact. 
A reliable test for early evidence of such damage is 
still awaited. ; 

Sir Thomas Legge, who considered skin absorption to 
be the important cause, visualised that the replacement 
of hand filling by machine filling would reduce the cases 
to a minimum ; but unfortunately machine filling is not 
always fool-proof and melted TNT gives off fume, and 
the view has been expressed in some quarters that in- 
halation of dust or fume plays a greater part in causation 
than was originally believed. 

In 4 of the cases of TNT jaundice, a dyshzemopoietic 
anzmia was also present, and 5 cases of this type of 


` anæmia without jaundice were observed in 1941 in male 


and female TNT workers. Hence, after careful con? 
sideration, on. March 1,~1942,'a new notifiable disease 


D töxic ansemia—was added by regulation to the existing 


2 


list. For the purpose of this regulation, the term is 
intended to apply to dyshzmopoietic anemia without 
reference to any special type, occurring in a person 
employed in a process which brings him into contact 
with X rays, radio-active substances and any chemical 
compound which may be capable of causing this effect, 


thus leaving the door open for discovery of new causal 


agents. 
In modern industry, extended- use is being made of 
radio-active substances, and X rays for process work. 
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— VOLUNTARY NOTIFICATION 
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; Fig. 14—Dermatitis produced by dust or liquids. 
i The effect 


„he can claim compensation. | 
can be made by the surgeon, even though in Bis purely 


preventive measures instituted on the advice of 


‘experts in radiology. In view of the great increase in 
the luminising of dials by a compound containing a 
radio-active substance—a process which had such di 

results in New Jersey and to which Martland and his 
collaborators drew attention in 1925—the Factories 
(Luminising) (Health and Safety Provision) Order came 
into force on May 3, 1942. It regulates the conditions of 


classic 


on health is being carefully watched and 


work, provides initial and quarterly medical examination, 


prohibits employment under 16 years of age and for more 
than 48 hours a week and the introduction into the work- 
room of materials likely to become contaminated, in- 
cluding cosmetics other than those already applied. One 


temporary medical inspector with special pathological — 


experience is devoting much of her time to proper enforce- 
ment of the order and to further inquiry, in coöperation 
ya radiologists, into early effects on the blood and 
skin, ’ | 9 
Since notification came into force 14 cases of toxic 
anæmia have been notified ; 7, of which 3 were fatal, were 
attributable to contact with TNT for periods varying 
from 5 to 18 months. The youngest female was aged 22 
and the youngest male 36. In the case of one male 
some 18 months elapsed after contact with TNT before 
the condition was observed. The other 7 cases were in 
women aged 28 and over employed for periods varying 
from 6 to 19 months in limited contact with benzene 
used in rubber solutions, and in one case, in aeroplane 
containing under 15%. 


do 3 
a h aay be argued that such cases might well have been 


cases of chronic benzene poisoning, but as the symptoms | 


-were mild and transient, in some cases only necessitating 
transfer to non-contact work, and as they did not present 
the classical later signs of purpura and hemorrhage from 
the mucous membranes, they may possibly be considered 
as representing the earlier stage of, benzene absorption 
requiring further study, thus exemplifying the value of 
. making toxic anemia a notifiable disease. 


CHRONIC BENZENE POISONING 


During the last war there were deaths from “ aplastic ” 
anemia among men using a rubber solution containing 


crystallisable benzene during the building up of tyres, 


~ 


the -benzene having replaced. the usual naphtha -which 


was ques for other purposes. The picture was the 
al one of. dyshemopoietic anzmia with: purpura 
and hemorrhages from the mucous membranes.. 
...duventually it was ‘considered advisable” to -make 
ghronic'benzene poisoning:a notifiable disease on Feb. I, 
1925, since when only 16 cases, U ‘of which were fata 
have been reported, 7 having been reported since 1939, 
Probably -there might have been more had not special 
attention been. paid to substitution and ventilation in 
factories concerned. In 4.of. the cases (apart from · the 
blood picture of dyshfmopoietic anæmia) the pe 
mortem findings, or presence of Fußes en bleeding 
the mucous mem branes, left no doubt as to the condition. 
The other 3 showed no signs of hæmorrhage, in fact, 
in one there was history of amenorrhœa, and pobsibly 
had toxic anemia: been a notifiable disease at the time 
it might have been considered advisable to place. thee 
8 cases under that heading pending further knowledge. 


DERMATITIS- ` 


I have previously referred to the inflammation of the 
skin caused by TNT; but that is only one of the in 


e 


. numerable agents responsible for ‘dermatitis produced 


by dust or liquids ”—a condition, irritating to patient 
and doctor alike, which is not notifiable but subject to 
compensation.. The precise legal term must be read in 
its entirety for the sake of compensation to the worker, 
for none of the words can be divorced from each other for 
purpose of certification by the .certifying surgeon from 
whom the worker has to obtain a positive certificate befor 
No alteration in wording 


scientific moments he feels sure that the cause is dust and 
not liquid, or vice versa. On the other hand, the tem 
leaves a welcome loophole to those who ‘cannot be quite 
so confident as to which is the cause if both types of causal 
agent are handléd. e 


excessive number of cases among workers in a’ particula 


measures have been devised, often with the h 
management, the so-called epidemic has ceased and 
not recurred. | a Pe fe Fe 
Engineering accounts for nearly 23% of the- cases, 
but if metal work, including welding, plating, and polish 
ing is added, the percentage reaches 30:5. The: most 


factory has revealed the cause; and when e 
elp of tbe 


e FULMINATE OF MERCURY 


METHYL MERCURIC IODIDE IN 
MANUFACTURE OF SEED DRESSING 
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significant increase during the war, however, is in con- 
nection with explosives suchas TNT, tetryl and fulminate 
of mercury, which are responsible for 29:5% of the total 
number of cases since 1939. Contributing factors, such 
as economic conditions, extent of contact and length ef 
exposure, must be taken into consideration when attempt ; 
ing to pre vent this condition. 

e influence of past economic conditions on the 
incidence of dermatitis is strikingly exemplified by 
comparing the incidence in two factories where in both 
there was a hazard of dermatitis due to tetryl. In one, 
where incidence of dermatitis was negligible, tetryl had 
been manufactured for many years. Ample labour was 
available from an adequately nourished population from 
which a careful selection of suitable workers had been 
made. In the other factory the incidence of tetryl 
dermatitis was high (with consequent large turnover of 
labour) in spite of medical supervision, nursing facilities, 


and provision of good washing and cloakroom facilities. 


The factory wasin an isolated position, a very large number 
of workers had to be obtained at short notice from a 
population in which many were under-nourished and 
been unemployed for years, and there was little 
opportunity for selection. ` 
vidence as to the influence of length of exposure on 
causation is forthcoming from one factory where arti- 
ficial silk was manufactured by the cuprammonium 
rocess; 47 cases developed and length of exposure 
most of the men being employed for 12 hours a day 
for 7 days a week) probably played the main part in 
causation. Since the number of hours has been reduced, 
only 1 case of dermatitis has been reported. 

Recently an advisory panel on dermatitis in industry 
has been appointed, with Dr. Sibyl Horner as secretary, 
to advise the Ministry of Labour on matters afiecting 
the question of dermatitis and, presumably, to share its 


burdens. 


Among the 61 cases of mercurial poisoning (fig. 15) 
notified during the last war, 29 from the war-time manu- 
facture of the explosive fulminate of mercury were 
included, but only an odd case or two really showed any 
of the well-recognised symptoms of mercurial absorption. 
The clinical picture caused by this compound was mainly 
dermatitis associated with conjunctivitis and inflamma- 
tion of nasal and laryngeal mucous membranes. 

During the present war the results of contact with 
fulminate of mercury have been mainly restricted to 


dermatitis, under which heading the cases have been 
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classified and so are not represented in the 21 notified 
cases: of mercurial poisoning, most of which were 
caused by the ‘prewar processes of manufacture of ther- 
mometers and electric meters which have extended 
during the war. One, however, was due to phenyl 
mercuric acetate in the manufacture of a fungicide for 
seed dressing, but it is interesting that this product 
did not present the serious effects on the central nervous 
system which were caused in 5 gases in 1937 during the 
preparation of a seeding dressing containing methyl 
mercuric iodide, with its methyl radicle. © 

Poisoning by metallic mercury itself is one of the 
senior industrial diseases. About the year 1700 from 
Italy came Ramazzini’s references to the typical saliva- 
tion, tremors, stothatitis, and gastro-intestinal disturb- 
ance among those craftsmen engaged in water gilding in 
which an amalgam of mercury with gold or silver was 
used for decorating ornaments. During this process the 
mercury is volatilised by heat over a fire (hence also the 
term fire gilding) to leave the precious metals behind. 
So it is of interest that this ancient process was respon- . 
sible for one case in 1939 in a female employed on gilding 
buttons for naval uniforms, the demand for which had 
greatly increased during the previous two or three 
months of that year. | l 

Now in addition to fulminate of mercury, there are 
certain chemicals which, while sometimes causing a rash, 
may be more liable to give rise to an ulcer or ulcers | 
localised and well defined, especially when the chemical 
enters an obvious abrasion. The main offenders are 
soda, brine, chromic acid and bichromates, giving rise 
to so-called holes on the skin, and, as with certain 
arsenical compounds, on the nasal septum, leading to 
perforation which, however, is practically never disabling. 
The fisher girls who in prewar days travelled from Scot- 
land to the East coast to gut the fish during the herring- 
fishing season were liable to contract brine holes, a 
condition which is not notifiable but is subject to com- 
pensation under, the heading of ulceration of the skin 
produced by dust or liquids. It may be some consolation 
to realise that any lack of herrings, under present. cir- 
cumstances, is compensated by absence of brine holes. 

When. such ulceration is caused by chromium com- 
pounds it is notifiable as ‘‘ chrome ulceration,” which is 
one of those conditions which, like:the diffuse industrial 
rashes, can never be entirely prevented by regulations 
alone without the strictest supervision and the full 
coöperation of. intelligent and educated workers in 
cleanliness of person and working methods. n 

Fig. 16 shows the distinct fall in the number of cases 
of chrome ulceration notified since 1939. Notification 
was introduced in 1920 because of the ill effect of the 
manufacture of bichromates. The introduction of the 
electrical methods of chromium plating and its opposite 
number anodic oxidation, led to an increase in notifi- 
eations from 1927, while the introduction of a non- 
electrical process known as chromating of metals con- 
tributed from 1937. The main source of cases during 
the present war is, however, the chramium plating bath 
which is responsible for just under 43% of. the cases, 
anodic oxidation contributing over 20%, manufacture of 
bi-chromates 10%, and chromating of metals over 7%. 

The fact that only about.36% of notified cases seem 
to have claimed and received compensation is that the 
ulceration which so often develops on the nasal septum 
does not cause: disability; and even with ulceration 
on the skin the patient is often able to continue work 
after the dressing has been covered by a suitable water- 
proof plaster. f : 

-It has often been said of chrome uleeration that it is 
never fatal, and of chrome itself that, although it is one 
of the greatest skin irritants in industry, it has never 
been responsible for a case of epitheliomatous ulceration. . 


* * * 


This brings me to the end of the beginning. In these 
days, when there are rumours of the dawn of a new era 
of social security, social justice, and social medicine, 


the words of Christopher Columbus when he discovered 


San Salvador, re-echo from the past, and resound even 
in the calm atmosphere qf this ancient and famous 
college: The time has come. There are strange things 
happening.” | 8 
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“SUBCONJUNCTIVAL hæmorrhage is common and its 


causes are / mary. Direct: trauma to the: eye, any factor 


inexperienced frigh 
publications? have recorded it following aerobatic flying, 

but we have seen Ho similar report in this country, apart 
from a case described in a personal communication from 


“flicked on to its back” ; 


raising venous ‘pressure’ in the’ head, blood diseases, 


'. inflammations of ‘the ‘conjunctiva, acute systemic! infec- 


„tions like chdlera and typhus, lack of vitamin O, and 
menstruation! may 


give rise to this striking, and to the 
ning, condition. United States 


Air Commodore Livingston. „„ 
Sgt. A. B., aged 19, was on Oct. 6, 1942, performing 
aerobatics in a fast single-seater aircraft, He tried to Perform 


| & series of vertical rolls, but stalled at the beginning of the 


third repeat of this mancuvre, The plane immediately 


was spun round as in a centrifuge. He- was forced up against 


the harness and he found that great exertion was necessary 


to move his arms in the direction of his feet while there was a 
great feeling of congestion in the head. In his own words, 


my eyes felt as if they were ready to pop, and the flesh 


around them about to burst; my vision was poor, the 


appearance being like looking through frosted glass.“ Fifteen 
minutes later he was seen by his station medical officer, 


. - when,'in addition to diplopia, he complained of pain behind 
the left eye and discomfort of the eyes on movement. 
Examination revealed crescents of: subeonjunctival hœmor- 


hage above and below the cornea in both eyes and no other: 
abnormality.‘ He was ordered to rest in bed. Next day the 


: hemorrhage had spread beneath the whole bulbar con- 


junctiva. All pain had ‘subsided in twelve hours and the 


diplopia by the sixth day. , 


„ 


on Oet. 13 he was examined by an ophthalmic specialist. 


. ‘The vision was 6/6 in sach eye, there was no abnormality of 
muscle balance, the media and fundi were normál.: Th 


e 
subconjunctival hemorrhage persisted, but was absorbed’ by 
the fifteenth day. On Oct. 19 he was examined by a physician 
who found no abnormality of the cardiovascular system and 
he was passed as fit for all: flying duties. A blood-count 
taken at this time was within normal limits.. ae ot 

Theposition of the pilot during the descent of his plane 
in @ spiral turn caused the blood to be forced into his 


bead, resulting in a rise of venous and arterial blood- 


pressure in that region. It has long been recognised 


‘that subconjunctival vessels are fragile. Treves? said 


bilateral hemorrhage. 


that these vessels also being feebly supported, are 
pProne to give way under no great provocation.“ In this 


case the subconjunctival vessels ruptured, with extensive 
The diplopia and orbital: pain 
may have been due to hemorrhage in the orbits, but 
there was no evidence of bleeding elsewhere, though 
massive cerebral hemorrhage has been produced in 
animals by raising the blood-pressure in the head by 
centrifuging. Other signs that have béen described in 
similar cases, but were not observed in this one, are dis- 
tension of the arterioles of the face, petechial hemor- 


_ phages under the skin in the region of the head and 


increased lacrimation. In traumatic asphyxia, which is 
the result of pressure applied to the thorax, there is a 
-ribe of venous and capillary pressure in the head, but 
it is probably more slowly induced and more -prolonged 
‘than in the above case and hemorrhages of the vitreous 
in addition to those of the subcutaneous and subcon- 


„ 


Junctival tissues occur. = 


. The sensation of ‘ seeing red ” which is recognised in 


aviation medicine as associated with a rise of vascular 
pressure in the head, probably as a result of congestion 
“of the retinal vessels, was not noticed here, though he 
complained of misty vision. This may have been due 
to.a vascular upset of the central nervous mechanism of 
vision or to transient corneal œdema due to venous 
congestion. - The opposite condition, blacking out, 


J) ĩ L 
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f 1 on. back”; its nose dropped, and it started 
to fall vertically, turning at the same time, so that the pilot 


Whole-skin grafts, all fat should be rem 
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occurs when, ina tight * turn, the blood is sucked 


away from the head and pooled in the splanchnic region: 
. Inadequate: blood-supply to the central 
mechanism ‘causes temporary blindness. 


nervous 
Subconjunctiva] hemorrhage, in itself, is not a serious 
We should like to express our thanks to Air Marshal Sir 


Harold Whittingham, Kn, Director-General of RAF 
Medical Services, and to Air Commodore P. C. Livingston, 


OBE, Aro, for permission to publish details of this case. 8 


I 
NOVAL SOCIETY OF MEDICINE 


TH Surgical Section met on Dec. 1, with Sir JAMES 
Watton, the président, in the chair. Opening a dis- 


— ꝓb 


cussion on „ p | 
-> . | Modern Methods of Skin- grafting 
Mr. RAINSFORD-MOWLEM said that though there has been 


t 


no recent change in the. basic methods of skin-grafting, 


the use of, the sulphonamides and improvements in 
technique have enabled plastic surgeons: to get better 
results than they did a few years ago. This is especially 
true in the grafting of septic wounds. Attention must 
be paid to the bed on which the graft is to lie, and on the 


exertion of even pressure to hold the graft in contact. 


with the bed. It is still true that to obtain the best 
results an aseptic, non-œ ematous and vascular bed is 
necessary, but so great is the need for early grafting in 
the prevention of. fibrosis that the surgeon is often 
induced to employ grafts.on wounds which: would once 
have been thought unsuitable. In such wounds Mr. 
Mowlem believes that sulphonamides may claim to have 


* 


doubled the chances of success. 


The 
cutting of the split-graft from difficult areas, such as 
the chest wall, has been made possible by the use of the 
drum (see: Lancet, 1948, i, 532), a method. which depends 
for its efficiency on the quality of the rubber solution used 
to stick the donor area to. the drum; since rubber 


solutions vary, it is not a-fool-proofjapparatus. Where 


the texture of the skin matters, as on the face, whole-skin 


grafts are employed. These are -non-contractile, and 


are therefore. particularly suitable for the flexor surfaces 
of the fingers.and the palm of the hand. In dissecting 
oved from the 
deep surface. The graft must: accurately fit the area 
for which it is designed. They naturally destroy the 


donor area, and this may be a serious disadvantage in. 


cases needing extensive grafts. Fixation of the graft is 
important; he sews the graft to the edges of the bed by 
a ring of silk stitches, leaving one end of each stitch long. 
Over the.graft & mould, made of numerous ‘Small pled gets 
of cotton-wool soaked in liquid paraffin and avine, is 


applied piece by piece, in such a way that it overlap 
the att by $ in. all round. The long ends of the ring 


of stitchés are tied across the mould. Thus the graft is 
pressed down and the edges of the bed are stretched 
‘upwards, so that close contact is, ensured’ between the 
two surfaces: . Both the patient and the bed which:ig to 
receive the graft must be prepared beforehand. ` - Vitamin 
O and an ample diet raise the healing power of -the 
patient; patients with large raw, areas often show a 
severe degree of anæmia.; but it is little use to try to 
cure this until the surface is grafted. Mr. Mowlem’s 
practice is to transfuse at the time of the operation or 


immediately after it. Dehydration also deserves serious 


attention. The old method of, preparing the graft bed 
with saline baths ‘and. ultraviolet radiation has, since 
1940, been replaced by surface dressing with sulphanil- 
amide powder, and, by this means septic wounds can 
be made ready for grafting in less than 30 days. The 
powder is also applied beneath the graft at the time of 
operation. Success then depends: on the infecting 
streptococcus not being resistant to sulphanilamide. B. 
pyocyaneus and B. proteus have both proved resistant, and 


may produce exudates which float the graft off its bed. 


He noted the importance of early grafting as a means of 
healing a septic wound, thus rendering possible: earlier 
approach to parts underlying the wound.. In non-septic 
woun 


* 
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. In his unit they use 
two types of graft: the split-skin graft and the whole- 
skin graft... They no longer use the pinch-graft. 


» his unit can show 94% of good: takes, as com- 


condition and absorption is, always rapid and complete. 
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~ plastic team. 


to use any of them well. 
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pared with 83% in the earlier figures published by 
Rank. In septic wounds the improvement is 79% as 
against Rank’s 41%. His criterion of a good take is 
750% of the graft taken. 

Mr. P. H. JAN ES dealt with whole-skin grafting, and 
Particularly with the use of skin-flaps in the repair of 
facial injuries. All surgeons called on to do traumatic 
surgery, he said, should be familiar with the technique 
of the free graft ; skin- flaps have little place in immediate 
repair, but he sees great advantages in the initial treat- 
ment being carried out by the- surgeon who will under- 
take the final plastic operations, apd advocates the mobile 
In reconstruction of the face, an im- 
mediate Thiersch graft is often used to cover a defect 
and promote rapid healing; when this is replaced by 
flap-grafting later, the absence of fibrosis is of great 
advantage. He showed photographs of the stages of 
repair in very severe facial injuries; flaps from the 
forehead have proved particularly successful. 

Dr. A. H. T. RoBB-SMitTH had done biopsies of the healing 
donor areas daily, and he demonstrated that the reaction 
in the dermis and the process of epithelialisation is well 
advanced by the third day, when the epithelium can be 
seen proceeding from the sweat ducts and glands, and 
from the hair follicles. Epithelialisation is quicker when 
it arises from hair follicles and slower in cases where the 
graft taken has been thick. In these deeper wounds 
the growth of elastic fibres is also slower and less perfect. 

Dr. P. GABARRO described his method of ‘‘ chess- 
board ” grafting. The split-graft is spread on a sheet of 
sticky paper (such as that covering layers of tulle-gras) 
and cut into strips, which are transferred to another sticky 
sheet and cut into squares. 
wound at regular intervals. As many as 200 squares can 
be applied in an hour. The method is useful where the 
possible donor area is limited, and has the advantage of 
multiplying the growing edges of the graft many times. 

Sir HAROLD GILLIES thought that the team work now 
possible in skin-grafting largely accounts for the improve- 
ment in. results. Referring to histological work on the 
growth of grafts, he said that it has never been settled 
how the individual cells grow—how many cells, for 
example, can one cell produce? He thought Dr. Gabarro’s 
method of piecemeal grafting excellent, and such methods 
of using split-grafts render pinch-grafts unnecessary. 

The PRESIDENT noted that the rate of growth of the 
graft is important, because epithelial cells eventually 
revert to fibroblasts. | | 

Mr. MOWLEM, replying, said he has no real objection 
to wet dressings, but has found his paraffin dressing very 


satisfactory. He does not believe it necessary to 
puncture the graft, because efficient pressure for 5-6 days 


precludes the need for drainage. 


Perspective in Anzsthesia 


At a meeting of the Section of Anesthetics on Dec. 3 
Dr. I. W. MAGILL read a paper entitled: Is a proper 
perspective being lost by anesthetists today? Taking as 
his text the welfare of the patient, he showed how 
present-day anesthesia often diverges from this end 
for example, he maintained that the teaching of 
anesthesia is poor in both substance and aim. Many 
specialists neglect physiological fundamentals in favour 
of dexterity with mechanical gadgets, and their teaching 
tends to produce practitioners knowing a little about 
many methods, but without the critical faculty and skill 
It would be better, particularly 
in war, if a doctor could use one or two simple methods 
with safety, for while he is not expected to cope with 
major surgery it is tacitly assumed he is fully qualified to 
undertake major anesthesia. Preoperative sedation is 
often a hindrance and sometimes a danger. 
of sedative drug should not be excessive and it should 
be given at the right time, or respiratory depression may 
hamper the anzsthetist during induction and mainten- 
ance, and postoperative complications may become 
common. Basal narcosis is often given to pamper the 
patient rather than as something directed towards his 
welfare. He deprecated the use of ‘ Pentothal’ before 
administering a spinal anæsthetic in the sitting position. 
On the subject of endotracheal anesthesia, Dr. Magill 
had changed his original views and now felt that blind 
nasal intubation should be reserved for cases where oral 
intubation is contra-indicated ; it should not be used for 


These are applied to the 


The dose 


children or when an oral airway would suffice. Its-use 
to enable a lazy anzsthetist tg wander in and out of the 
theatre is to be condemned: whole-heartedly,, for it. is 
not free from risk. It has earned a good deal of dis- 
repute because of the hard work of bad prodders who 
fail to use the laryngoscope and admit defeat.” Dr. 
Magill deplored the use of one agent to the exclusion of 
all others, and holds that a mixture of agents —a balanced 
ansesthesia—is often more beneficial. He cited the 
dangers of the over-enthusiastic use of pentothal or 
cyclopropane, and pointed out how the judicious addition 
of ether can often prevent their abuse. 8 e 
Dr. LAN@TON HEWER stressed the importance of 
teaching in the attainment of a high standard of anses- 
thesia. The most useful method from the student’s 


point of view is not always the best from the patient’s. 


Prof. R. R. MAcInrTosH said that in travelling about 
the country he had found two common errors responsible 
for poor anzsthetic results—bad timing of premedication, 
and abuse of endotracheal tubes. Not only are tubes 
commonly used unnecessarily but they are often too 
narrow to provide adequate ventilation. He stressed 
the importance of the economic factor in attracting the 
right people to anzsthesia. Unless the rewards are 
adequate men of the best mental calibre will not take 
up this branch of medicine. | By 

Dr. M. D. NoswortuHy pointed out the dangers of 
teaching students what are fundamentally stunt“ 
methods, which may be satisfactory: in the hands of the 
expert but disastrous if used by the novice. 

Dr. R. BLAIR GOULD suggested that anzsthesia should 
be made a postgraduate study like advanced,surgery, 
and Dr. Magill agreed. „ oe a acs a 

Dr. GEOFFREY ORGANE and Dr. F. B. MALLINSON 
defended modern methods, and asked what should be 
done if a surgeon demanded a particular anzsthetic 
which the anesthetist did not believe to be the best for 
that case.— Dr. MAGILL advised a change of surgeon. 

Dr. RONALD JARMAN said he had anzsthetised, over 
700 patients for abdominoperineal resection of the 
rectum, by first putting them to sleep with pentothal 
and then giving a spinal in the sitting-up position. He 
had had five deaths. 3 


New Inventions 


PULSATOR VACUUM BOX 
FOR TREATING PERIPHERAL VASCULAR DISEASH 


THE mechanism here illustrated was devised for the 
application of intermittent negative pressure to one or 
both legs in the treatment of peripheral disease. A 
Hoover Dustette ’’ vacuum cleaner produces a nega- 
tive pressure in the box sufficient to. raise a column of 
water 34 cm. A clockwork contact-breaker makes and 
breaks the circuit every five seconds. When the circuit 
is broken air rushes back into the box past the vanes of 
the dustette fan. The negative pressure is therefore 
built up for five seconds and the pressure then rapidly 
returns to atmospheric during the next five seconds. 
The following case-notes will illustrate the mode of 
action and results attained., | i 

Case 1.—A man of 60 had undergone considerable priva 
tions in Spain. Malnutrition, and calcification of the arteries 
of both legs had combined to produce severe attacks of 
cramp for several years. An accident, in January, 1943, in 
which the great toe of the left foot was injured, resulted in 
an extensive gangrenous condition of the left foot and leg; 
the right foot was also mildly affected. I first saw the 
patient in March when he arrived in England. He was 
extremely depressed and suffering great pain in both legs. 
On the left side, the dorsum of the foot was cdematous ; 
the great, first and second toes and the distal half of the sole 
of the foot showed black gangrene of the skin; the leg and. 
lower half of the thigh Were cedematous, blotchily discoloured 
and absolutely cold, with the skin broken in many places. 
The right foot was cedematous, and the right leg up to the 
knee was in the same condition as the left. X rays showed’ 
all the arteries as calcified tubes. Amputation through both 
thighs had been advised both abroad and in England. 

Both limbs were sealed in the box and the mechanism set 
in action, first for 20 min. daily and afterwards for increasing 
periods up to 3 hours daily. After 2 months the black 
gangrenous casing of the second and third toes burst and 
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healthy skin was seen to be. growing underneath. , A line of 
demarcation formed at the pot of the great toe which was 
then ‘amputated. The. wofthd healed e Both legs 
regained ‘normal sensation. ry movement and both dorsalis 


pedis arteries could be felt pulsating.. The man. was able to 


stand after 3 months’ treatment and. he is now walking nor- 
mally. The arteries of the limbs can no. longer be detected 
on X-ray examination. 

Cask 2.—A woman of 53, a a diabetic: who had given up. Ea 
diet ſor. several months. She had developed rapidly spread - 
ing wet gangrene of both feet, affecting chiefly the great toes, 
bur ppreading up to the middle third of. both legs, which were 
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Pulsator aeuum. box in action. A. Hoover dustecte clamped on box: part of 


` the nozzle is shown cut away to disclose holes through which dustette 
communicates with the inside of the box. B. Box containing clockwork 

contacr- breaker making contact for 5 sec. and breaking for 5 sec. The 
. joint between che base and lid of the box is airtight. 


cold and ‘edematous. She was put back on her diet aaa 
brought into insulin balance. The pulsator vacuum box was 
used on both legs, starting with $ hour daily and rapidly 
working up to 3 hours. In 6 weeks / the gangrenous areas of 
skin; which had dried, shelled off, leaving healthy skin under- 
neath, - ‘After 2 months the: patient was walking normally. 


A f 50 had l 
Case 3 RS V padded plaster casts do not seem to be used. 


4 in. by 3 in. which had troubled her for 20 years, never healing 
over. 
leg daily, starting with $ hour and rapidly increasing to 2 2 hours. 
The ulcer quickly cleaned and’ was completely covered by 
firm healthy skin in three weeks. 

° . These results were most gratifying; and the apparatus 
should N useful i in a . of vascular disorders. 
E. O. eae MRCS. 


T Reviews of Books A 


Conscience and Society 

| RANYARD West, ‘DM, DPHIL OXYD. (Methuen. Pp. 260. 158.) 
BELIEVING that there are certain simple facts: of 
human nature which can be inferred from philosophy, 
- psychology and jurisprudence, but which have been as 
yet inadequately interpreted, Dr. West sets out to show 
how a total human society might be built. Much of his 
argument turns upon a criticism of Freud’s views about 
aggression: he is convinced that Freud had himself an 
obsessional character which biased his judgment and 
particularly coloured his theories about hate. Dr. West 
holds that men need the external control for their 
aggressiveness . which law provides, and that moral 
obligations. cannot be a substitutd for this. He pleads, 
therefore, for a world court utilising loyalty to a Total. 
Society, and built upon agreement between us and our 
enemies. He refuses, because of his clinical observations 
as a psychotherapist, to accept the view that there are 
hidden springs of cruelty and hate in human beings, | 
though he recognises that a people's revolution against 
nationalism or any other method of securing world-wide 
Jaw and order would have to mobilise forces strong 
enough to mainthin itself against attack. The thesis 
is elaborately developed, with much’ erudition and skill. 
Dr. West shows that psychological theories derived from 
study of the individual can be intelligently applied to. 
the problem of a world society ; ; whether the application 
would also be preatable and wise cannot now be decided, ' 
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- istic of. the human hand. 


S måle peli M it is always less than 90°.” 


Book Publishers; Lewis. 
IN this book, small and easy to handle, the. authors 


The pulsator vacuum box. was applied to the affected 


The make-up of the book is as good ds ever, and six really 
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Save by the event. The marriage“ ‘of A. ‘scientifically l 


established psychology of human nature to a sagacious 
political Philosophy. is not yet consummated, . however 
devoutly this is to be wished : neither Partner is nubile. 


A Synopsis of Regional Anatomy, 


(th ed.) T. B. Joungron, mD. (Churchill. Pp. 424. 162) 


Tux fact thab a new issue of this little bock is demande 
after an interval of only four years is evidence of i 


utility to the student who wishes to refresh his memory 
of the details of ‘topographical anatomy. The new matter 
included in this edition consists, we are told, -almost 
exclusively, of additional references to the functional 
_aspects of the subject. ‘Some of this functional anatomy 
is, however, a ‘little vulnerable for example, the 
statement: It must be observed that. the, palmar 
aponeurosis gives no slip. to the thumb, in contradistinc- 


tion to the arrangement i in the foot. The wide range of- 


the thumb, which is in part due to this fact, ‘is character- 
* In a book in which the whole 
Structure of the human body is described in sé small a 
compass, some dogmatism is imperative; but it. is 
somewhat daring to insist that the. subpubic angle in 
the female, pelvis always admits a set square, but in the 
It is not for these 


Pictorial Handbook of Fracture Treatment 5 


ame t ‘Epwarp L. COMPERE, MD, FAOS, associate professor of 


SAMUEL W. 


surgery, Northwestern University, Chicago; 
(Tear 


Marks, MD, associate in surgery in the. university. 
Pp.. 340. 278.)., 


have described the methods of fracture treatment which 
they have found most useful. The text is brief but well 
written, and the illustrations good. Operative methods 
appear at first sight to receive undue prominence, but 


non-operative methods are adequately described. Face 
and skull fractures are dealt with rather sketchily in a 


For internal fixation they have found many 
1 
‘Une 


few pages. 
uses for threaded stainless steel pins of small 
and use four of these for femoral neck fractures.. 


should be a useful handbook for student or practitioner. - 


Advances in Enzymology and Related Subjects ol. 
Biochemistry 
(Vol. III.) F. F. Norp, Fordham University, New, York ; ; 
C. H. WERKMAN, Iowa State College. 
lishers. Pp. 408. 85.50.) 
THE subject of enzymology. has 


advances in recent years, and Nord, and -Werkman’s 


treatise is perhaps the most up- to- date summary of the 


present position. The frontispiece is a-charming picture 
of Willstätter, and there is an appropriate quotation, 
from Arthur Stoll, on his work. The articles cover a 
great deal of ground including among other things 


chromosomes and nucleoproteins, the effects of tempera- 


ture on enzyme kinetics, X rays and the stoichiometry 
of the proteins, verdoperoxidase, recent progress in 
tumour enzymology, and the rôle of micro-organismis 
and enzymes in wine. making. The reviews are well 
written, though -naturally dificult to follow for those 
not familiar. with the details of each subject. The com- 
plex bibliography ` indicates the astonishing ` growth 
in our knowledge within the last few ,years—a point 
well illustrated by the good cece on „ 
metabolism by Guzman Barron. 


Diseases of the Skin 


(6th ed. ) OLIVER S. ORMSBY, MD ; Henna Mowncoumny, 
MD, Ms. (Kimpton. Pp. 1360. 70s.) 


AFTER six years a new edition of one of the standard 


textbooks on skin diseases is welcome. There has been 


no alteration in classification which has ‘always seemed 


one of the soundest features of this: work. Much new 
matter has been incorporated, but the cutting of out-¢f- 
date material has perhaps not been quite ruthless enough. 
For example, in the treatment of erysipelas alon account 
of serum therapy is given, while only three lines ‘are 
devoted to sulphanilamide, with no details of dosage. 


beautiful coloured plates have been added. 


This 


nterscience Pub- l 


pado considerable. 
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INFANTILE D AND V 


Enteritis kills more children under the age of 
=6 months than any other infection except pneumonia. 
It is the most dreaded of hospital cross-infections. 
5 No doubt the steady fall in annual deaths from 
r 36,000 fifty years ago to 3000-4000 in recent years 
a has helped to divert attention from the apparently 
. insoluble problems which this disease presents, but 

~ some recent happenings have brought it again into 
11 4 high light. Among these are the reported outbreaks 
of neonatal diarrhoea, an increased prevalence of 
a gastro-enteritis during the spring of this year, and 

a greater consciousness of the unsatisfactory infantile 

mortality-rates that still prevail among the poor. 
The outstanding epidemiological features of infantile 
7. diarrhoea, and vomiting, which masquerades under 

many synonyms, are summed up in its preponderance 
„among artificially fed infants of urban poor-class 
n districts. “Summer diarrhœa would now be 
regarded as a misnomer, but it must not be forgotten 
that the infection used regularly to recur in epidemic 
j Waves during the late summer, and that the greater 
ki number of cases still fall between June and October. 
k Its control demands much concerted investigation 
“and enlightened propaganda directed particularly 
1 towards etiology, treatment and prevention. 
w This apparently non-specific enteritis exhibits 
s many of the features of an infectious disease ; yet 
much painstaking research has failed to reveal any 
gene 00 accepted causal organism, although a 


variety of bacteria, among them Morgan’s bacillus, | 


Proteus, pyocyaneus, the paracolon group and 
ss a Clostridium welchii, have had their supporters. 
it Only a minority of cases can be attributed to specific 
© pathogens like the salmonellas and the dysentery 
group. A virus affecting the parasympathetic 
: , ganglia leading to abnormal intestinal peristalsis 
z has been postulated,' while the possibility of toxic 
= split-products being formed from milk P by 
`. intestinal bacteria that have acquired abnormal 
s enzymic activity ? cannot be ruled out. Indeed the 
» frequent liver damage seen at autopsy suggests that 
ë some toxic substance is absorbed from the gut; yet 
inflammatory reaction in the bowel mucosa is usually 
1 minimal or absent. These hypotheses are built on 
the assumption that the disorder is primarily in the 
alimentary tract, to which its preponderance in 
; artificially fed infants (in different recorded groups? 
less than 5% were breast-fed) and its pristine summer 


b prevalence give support. But there are many 


: " adherents to the view, advocated by MoKim Mar- 
RIOT T, that the gastro-intestinal symptoms are 
j secondary to parenteral infection, in particular 


1. See Crowley, N., Downie, A. W., Fulton, F. and Wilson, G. S. 
s Lancet, 1941, ti, 590. 
. Gale, E. F. Biochem. J. 1940, 34, 392, 846 
3. Cooper, E. D. Arch. Dis. Childh. 1937, 12, 339; Smellie, 
: M. Lancet, 1039, i, 969. 
4. Cam Dell M. and Cunningham, A. A. Arch. Dis. Ohildh. 
„1941, 16, 211. 
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infection of the respiratory system—otitis media and 


mastoiditis, upper respiratory catarrh, bronchitis and 
bronchopneumonia. Evans;® for example, noted 
that ward outbreaks of non-specific diarrhoea, among 
infants coincided with an unusual prevalence of 
respiratory infections among older children, while 
unequivocal parenteral infection at onset has been 
noted in 30-50% of cases by different workers.“ 
LEATHART® has lately maintained that mastoidec- 
tomy is justifiable in the infant with gastro-enteritis 
who is going steadily downhill, and certainly the 
operation is often followed by remarkable recoveries.. 
The minor epidemic wave this spring may also be 
cited as evidence supporting à primary respiratory 
infection, although a plague of flies at the time may 
have contributed to the spread. 

Treatment of infantile D and V has not advanced 
notably in the past decade or two. The different 
standards of assessment of severity make it difficult 
to compare the results of different methods of treat- 
ment, and the adoption of certain objective criteria 
is an essential prerequisite in any investigation.’ 
Evén so, the published figures -indicate that the 
fatality-rate among dehydrated infants under 9 
months is. usually over 50%. A preliminary ex- 
amination of the blood chemistry (chlorides, alkali 
reserve, plasma-proteins) and evidence of hæmo- 
concentration will help to decide the child’s fluid 
needs. Fortunately the intravenous drip has now 
become a routine procedure, and the dehydration 
plus the diminution in chlorides and bicarbonate 
which is usually found in infants with D and V 
can best be rectified by Hartmann’s half-strength 
Ringer-lactate solution with or without glucose, 
followed if need be by plasma or serum. The poor 
capacity of the infant kidney to concentrate waste 
or excrete chlorides must not be forgotten 8; codema 
of the tissues, in particular of the brain, is too common 


an autopsy finding in these cases. Even with the 
most assiduous attention, however, some infants _ 
show temporary improvement only tó relapse in & 


way suggesting that some irreversible change in the 
tissues has deprived them of the faculty of utilising 
water and minerals. It must be the duty of all 
concerned to prevent the child reaching this stage, 
and the early correction of dehydration by intravenous 
fluids needs a much wider application. Regular 
weighing of the infant is a good guide to success. 
Feeds by mouth should follow the lines recommended 
by FIELD and others.“ The rôle of sulphonamides in 
the treatment of gastro-enteritis is still ill-defined., 
Where there is parenteral infection a soluble and 
relatively non-toxic drug like sulphamezathine should 
be used. Succinyl-sulphathiazole deserves a trial 
in. view of its inhibitory effect on the coliform group. 
Good results with it ° and with sulphaguanidine have 
been reported in small groups of cases of neonatal 
diarrhoea. 

Obviously if progress is to be made in the control 
of gastro-enteritis the paramount need is for preven- 
tion—prevention in institutions u and prevention in in 


Evans, P. Ibid, 1942, 17, 130. 

L eathart, P. W. Brit. med. J. 1043 168. 

. Field, C. E., MacCarthy, D. and Wyllie, Ww. G. Ibid, 1943, 1, 371. 
Young, W. F. Proc. R. Soc. Med. 1943, 36, 219. 
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8 poor-class homes.. In hospital,’ open wards. con- 
taining a large. proportion of children under 2 years 
of age. must be avoided, for they; can be veritable 
death-traps if enteritis is introduced. Great Ormond 
Street, and certain Scandinavian and American 
hospitals have solved the problem of enteritis as a 


hospital infection by providing cubicle isolation for. 
Isolation accommoda-. - 


every infant under a. year. 
tion is desirable for all infants admitted with gastro- 
~ enteritis, for the danger of relapse in open wards, 
besides the risk of cross-infection, is considerable. 
Only the more severely ill cases should be taken into 
hospital. Prevention would ‘be largely achieved if 
all. mothers could breast-feed their. babies for 6-9 
months. The fact that only 30-50% of mothers 
feed their infants for even 3 months is due to a 
variety of causes. As CRUICKSHANK 12 says, “A 
longer period of rest after confinement, more home 
help, proper feeding of the mother, the care of the 


`- nipples before confinement, more frequent and 
complete emptying of the breaste during feeding to 


A 
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abundant rickettsiz and are promising in the labora- 


tory. They are.far easier to prepare than the Weigl 


vaccine ; especially is this true of the egg vaccine 
which-is being made on a: large scale across the 
Atlantic. We do not yet know, however, how far 
they protect man from naturally contracted ‘infection. 
Though. they probably, reduce the severity of the 
disease, they are not 100% perfect in preventing 


infection of typhus workers heavily exposed in the 


to answer all our queries. 


louse-gut vaccine . (Weigl); 


laboratory; but neither apparently does the Weigl 
vaccine meet this severe test. 

Now appears a paper from Germany 1 “which seems 
Groups. of persons were 
inoculated with. one or other of six vaccines: 00 
(ii) egg-yolk vacaine 


~(Cox) made at the Robert Koch, Institute, Berlin; 


stimulate lactation and prevent infection through - 


milk-stasis, and, in particular, education of both 


doctors and the lay public, about the advantages of | 


breast-feeding, would all help to ,secure proper 


lactation and ‘thus save a large: proportion of the 


3000 infants who die every year because they are 
not breast-fed.” Bottle-feeding in the newborn re- 
quires a vigorous ritual and a standard of aseptic 
technique as high as that of the operating table or the 
labour ward. 

The report by SakuLa on an outbreak of neonatal 
diarrhœa (p. 758) further emphasises the risk atten- 
dant on artificial feeding of young infants. Not one 
of. 12 babies who were wholly breast-fed contracted 
the infection, whereas all of 18 artificially fed infants 


became infected and 15 of them died. Similar 


findings were reported by Craic.4 In two outbreaks 
‘described by ORMISTON ™ only 7. of 51 affected breast - 
fed, compared with 20 of 30 artificially fed infants 
died in one maternity home, while in the other all 
the affected infants (case-fatality 38%) were artifi- 
cially fed. There is a tendency to regard neonatal 
diarrhcea as a disease sui generis, but it has many 
clinical and pathological features in common with 
the D and V of older infants and its ætiology is 
equally obscure. 
magnitude requiring concerted effort by teams of 
pediatrician, bacteriologist and biochemist working 
in close céoperation. l 


TYPHUS VACCINES 
A ORUOIAL EXPERIMENT 


‘Present knowledge of the value of typhus vaccines 
made from killed rickettsia may be summarised 
briefly. The Weigl vaccine made from the intestines 

of infected lice has been proved to have some practical 
value in the field, but it is very difficult and costly 


(iii) and (iv) weaker preparations of egg- Volk vaccine 
made àt Marburg and containing. murine as well as 
epidemic rickettsies; (v) rabbit-lung vaccine made in 
Paris (Giroud); and (vi) dog-lung vaccine from 
Rumania (Combiescu). The incidence and severity 
of typhus in the six inoculated and in two control 
groups are recorded. Age and. other factors were 
comparable in the various groups; the vaccination 
had been carried out, in the inoculated groups, 6 to 8 
weeks previously. The results were clear: the 
weaker egg vaccines from Marburg and the Rumanian 
dog vaccine were less effective than the others, but 
essentially there was no difference between the results 
obtained with louse, egg and rabbit-lung : vaccines. 
No. deaths occurred ‘in those receiving any of the 
vaccines except the Marburg ones, whereas the 
fatality-rates in the two control groups were 33% 
and 20%. The incidence of the disease was unaffected 
by inoculation, but its severity was much reduced 
as judged by height and duration of fever, extent and 
duration of rash, loss of weight, severity of circulatory 
and nervous symptoms, and incidenceof complications. 


We draw the important conclusion that. the. egg 


paper contains other significant information. 


Here is a problem of the first 


vaccines, on which Britain and the United States 
are relying, are, if not ideal, at least as good: as those 
of any other type. 7 

Apart from its more obvious 50 0 8 8 this 
First, 
its author, Dr. ERWIN Dina, describes himself as a 
storm-troop leader. Secondly he quotes ‘percentages 
throughout, but carefully refrains from stating how 
many persons there were in each group. Study of 
the percentage figures reveals that the groups must 
have been large, each comprising at least 20 to 50, 
and possibly many more; an incidence of complica- 


tions of 0:5% (table 7) suggests a number of the order 


to make: lice have to be infected and then reared on 


typhus-immune persons, and aè many as 100 or 200 
lice may be required to provide enough vaccine for 
one subject. Other sources of vaccine are yolk-sacs 
of infected developing eggs (Cox) and lung suspensions 
from infected mice, rabbits.or dogs. All these yield 
| 12. Cruickshank, R. Brit. med. J. 1943, ii, 159, , 


13; Craig, W. S. "Lancet, 1936, fi, 68. 
14. Ormiston, G. Ibid, 1941, ii, 588. 


of 200 in at least one group; and we may deduce that 
several hundreds were involved altogether. . Thirdly, 
he only includes, in this study of some hundreds, those 
people concerning whom he accurately knows the 
day of infection; which information would, one would 
imagine, be rarely obtainable in the ordinary, Course | 
of events. Fourthly, the incubation period was far 
shorter than is accepted for typhus, being as little as 
2.t0 3 days for most of his controls, and not: much 


longer for the inoculated. Thus, it seems that 


particularly heavy infections occurred in some 
hundreds of persons on known days during the in- 
vestigations of a storm-troop leader. We leave our 


readers to make their own deductions, 


1. Z. Aly). 1943, 124, 670. an 
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WORK FOR THE ‘DISABLED 


Ił was fitting that Mr. TomLINsoy should introduce 
the second reading of the Disabled Persons (Employ- 


ment) Bill, for the bill is based directly on the report 


made under his chairmanship by the Inter-depart- 


mental. Committee on the Rehabilitation and Re- 


settlement of Disabled Persons. This report discussed 
rehabilitation under three distinct headings—medical 
rehabilitation, post-hospital rehabilitation, and 
resettlement. The first covers the treatment given 
before the patient becomes fit (in theory) for any form 
of vocational training or reconditioning, and this stage 
of rehabilitation is not mentioned ‘in the bill. Post- 
hospital rehabilitation, bridging “ the gap between the 
completion of hospital treatment and fitness for 
employment or occupation within the scope of the 
disablement,” is dealt with in clauses 2—5 which sug- 
gest machinery for the establishment of vocational 
training courses and of industrial rehabilitation 
courses and for the care of the disabled attending these 
courses. it is specifically stated that such persons 
shall be under adequate medical supervision,” and 


it may be presumed that the medical supervision will 


be provided by the Ministry of Labour, since no men- 
tion is made in the relevant sections of any other 
Government department except the Treasury. The 
facilities mentioned under these clauses are in fact 
already available and form a substantial part of the 
Ministry of Labour’s interim scheme for the training 
and resettlement of disabled persons, introduced in 
October, 1941. The practical value of the scheme, 


although operated on all too small a scale, has been 


abundantly proved, and if in war-time it could have- 
been more widely applied and more widely advertised 
it is-possible that the more controversial part of the 
bill- would not have been thought necessary. This 
part concerns the third phase of rehabilitation, named. 
in the Tomlinson report “ resettlement.’ 

The Tomlinson Committee formed the opinion that 
in spite of medical rehabilitation and post-hospital 


rehabilitation a substantial number of the disabled 
would remain unable to secure satisfactory employ- 


ment. In order to protect them they made three 


recommendations, which are now incorporated in the 


bill, namely : (a) the introduction of a quota of dis- 
abled persons, and the imposition upon employers who 
do not satisfy the quota of a restriction on the engage- 
ment of workers ; (b) the scheduling of certain occupa- 
tions for the benefit of disabled persons ; and, (c) the 


_ greation of a Register of Persons Handicapped by Dis- 


ablement. Any employer who has 25 or more 


- employees will be required to-employ a certain pro- 
portion of disabled persons, the actual number depend- 


ing on a standard fixed for different types of work by 
an Order made by the Minister after consultation with 
organisations representing employers and workers. 
To satisfy the terms of the quota the employment 
must be given to persons who are on the register of 
handicapped persons. With the exception of pen- 
sioners of the last war, whose names are entered auto- 
matically, entry to the register can only be obtained 
after application by the person concerned ; and that 
means that a disabled man—say with an artificial leg 
—would not count towards his employer’s quota unless 
he had previously had his name entered on the 
The scheduling of certain occupations so 
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that vacancies in them shall in future be filled only by 
registered persons is of course a less novel idea. In 
Japan the practice of massage was restricted by law 
to the blind: the blind masseur paraded the street 
ringing a bell to advertise his whereabouts and his 
calling. 

The Tomlinson Committee’s proposals for a register, 
quota and schedule of accupations have not. passed 
without criticism. Last March representatives of 
various training colleges for the disabled wrote to the 
Times expressing their conviction that “‘ Success in 
the rehabilitation of the disabled depends very largely 
upon.the burning desire each of them possesses to be 
an object neither for sympathy nor for charity, but 
able to work independently for a living and to hold 
down his job by his own merit as a workman.” The 
same conviction appears in a memorandum by the 
Central Council for the Care of Cripples, which points 
out that the report was made by a committee of civil 
servants who were specifically forbidden to take evid- 
ence and therefore had to “ make proposals from 
their own personal knowledge. It was surprising to 
find that the committee had no members with long 
personal experience of the training and employment of 
the disabled. Indeed they emphasised their own tack 
of expert knowledge by drawing attention to the need 
for more information as to the suitability of particular 
disablements to particular occupations and suggesting 
that “the Ministry of Labour and National Service 
should examine this question and consider what would 
be the best way of collecting the information and 5 
making it available to the Employment Exchanges.” 

Actually much of this information was already 
available, and if the information had been before the 
committee they might not have made the recom- 
mendations of quota, register, and schedule. Apart 


from the work of individuals in this country, a 


vast amount of research has been done in the United 
States of America; for example the United States 
Civil Service Commission lists some 20,000 jobs prac- 
tised by persons with disabilities. The success of 
the work of rehabilitation by the State Departments 
on the lines covered by clauses 2-5 of the bill was such 
that last May the United States Office of Education, 
in a comprehensive analysis of the Employment 
Efficiency of Physically Impaired Workers, said : 

„Replies. were received from more than 100 employers, 
most of whom are large corporations engaged in the 
manufacture of war materials and equipment and are 
employers of a considerable number of persons with 
physical impairments. These replies indicate, con- 
clusively, that physically impaired workers produce as 
much or possibly a little more than the able-bodied 
workers. More Lp nificant, however, is the practically 
unanimous report that the ‘handicapped are dependable, 
regular in attendance, and careful in observance of 
safety regulations. 

‘Of the employers reporting on these points, 99%, 
said the handicapped worker sticks to his job as well as 
or better than the able-bodied worker, and 95% reported 
that their attendance record is as good as or better than 
that of the able-bodied. Only 2% of the employers have 


‘found their handicapped workers to be more accident- 


prone than the able-bodied. More than half of the 
employers reported their handicapped workers to be 
definitely better than the able-bodied in respect to fre- 
qudncy rates for turn-over, absenteeism, and accidents.” — 
Broadly speaking, the results of these investigations 
show that if a person has the stamina to remain at 
work during normal working hours, it is possible to 
place him, with or without special training, in 


N 
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e employment. Shere he can earn his 


` living on equal terms ‘with the ‘able-bodied. The 
great difficulty is to persuade the émployer to give 
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obtained a sample. of renin fron ioe Kidneys by extraction. 
‘in alkaline solution aud subsequent “treatment with 
trichloracetic- acid, ‘acetone, ethyl alcohol and am- 


pe because: he is forced to take labour. which through 


7 resented by his employer. 


us such that he cain give willing service. „ ge 


= able, and these should be permanently withdrawn: from 


: tary Medical. Committee. elected. the following’ officers : 


monium: sulphate. precipitation. ‘There is an activity 
of 4 dog units per mg. of nitrogen in the crude extract- 
and 130 dog units per mg. in the, final product, which ig 


* 
Paste. 


the man a chance. In Mr: Brvin’s bill the employer 
will be compulsorily persuaded. From the point of 
view of the injured person this is unfortunate and 
may even be disastrous, for both employer and dis- 


reviousl described, and chemical imvestig tions show 
_ abled «will become “ cripple-minded ”—the employer t A ations 


the: ‘product: to be a protein. Preliminary investigation 
of. its purity by Tiselius electrophoresis: suggests that it 
is homogeneous... Its pharmacological properties are the 
same as those of crude samples of renin: It is an interest- 
ing fact that the pure compound. has no effect on the 
blood-pressure in human beings.. „The South American 
workers originally suggested,“ that the production of 
hypertension from hypertensinogen is an enzymic re- 
_action, and that hypertensin i is a Proteose or polypeptide. 
This conclusion has been confirmed by a group of Scandi 
navian workers, and the enzymic nature of the reaction 
has been demonstrated: and studied in ‘some detail by: 
Plenti and Page.“ These latter workers, swith: Davis,“ 
have made an electrophoretic analysis of pig serum, 
which contains.. five distinct proteins. Fractional pre-, 
cipitation. with. ammonium sulphate allows. separation 
of y- and a-globulins. . The a- -globulin has an: eleotro- 
Phoretio pattern with two peaks, indicating the existence 
of two forms of a-globulin, and it is the a,-globulin which | 
is or contains hypertensinogen, since it alone acts as a 
Substrate for the production of hypertensin. Page 
and Helmer“ have already claimed ‘the’ production of 
orystalline salts of hypertensin. Croxatto and Croxatto;? 
in Chile, have been -able to purify considerably and to 
separate hypertensinogen and, hypertensinase from 
| ox-serum. It is evident that the isolation of the various 
factors in a state of chemical purity is proceeding rapidly, 


-OPIUM TRAFFIC IN THE FAR EAST 


IHE international control of drugs of addiction took 
its origin from the international opium conference held 
at the Hague in 1911-12. In the convention drafted by 
that conference it was. (by article 6) the avowed .object 
of the- contracting powers to. take measures for the 
-gradual and effective suppression of opium-smoking by 
` prohibiting the manufacture of and internal and external 
trade in “ prepared opium.” Those powers not yet 

ready to carry out this policy pledged themselves to do 
80 as soon as possible. Twelve years later at the opium. 
conferences at Geneva the delay in effectuating the pro- 
visions in regard to. opinm-smoking occasioned stormy 
debates, almost resulting in an impasse. 


ignorance he instinctively distrusts, and:the employee 
because he knows he is a marked man, distrusted and 
The. disabled man 
deserves of the state something better than this, and 
this something can only be Provided if he has a 
willing employer and if the: conditions of: service are 


The register, the quota and the schedule are 1 
0 method of providing pensions and they ‘will: 
always be regarded as such. What is needed is a big 
educational campaign: to teach the disabled, the 
emplovyers, fellow workers, doctors and public, that 
almost every disabled person can, if given a fair chance, 
de rehabilitated to earn his living in the open labour 
market in competition with the able-bodied. There 
will be an exceedingly small residue who are untrain- 


the open labour market and employed in sheltered 
N directly controlled by the- state. 


l : Annofations: = ss 
A e MEDICAL (COMMITTEE. .. 
„Ar its first meeting in the new session the Parliamen - 


Dr. A. B. Howitt, chairman. 

Prof. A. V. Hill, so D, PRS, end Major B. Noven- Spence, 
joint vice- “chairmen. ` l 3 

| Henry Morris-Jones, treasurer. j 

Mr. H. Linstead, PE o, secretary. ` 

Dr. Haden Guest will serve as Orare niati V on iis Central 

. Medical War Committee; he and Sir H. Morris-J ones on the 
Medical Planning Committee. 
Dr. ‘Howitt’s elevation to the chair follows on his devoted 
gervice over many years in the office of secretary. It has 
always been the practice of the committee to extend a 
welcome to University representatives, and Professor 
Hill brings the prestige of an ex-holder of a chair of 


physiology and a joint secretary of the Royal Society. 
Mr. Linstead’s presence will ensure happy relations with 
the pharmaceutical profession. The committee is now 
in a position to take an active part in the discussions oñ 
the Government’s proposals for the setting up of a com- 
"prehensive medical service. We may well hope that it 

will extend its influence in the House of Conimons to 
all matters with which the medical services are concerned. 


PURE KIDNEY FACTORS: 


Tun pharmacological work arising out of Goldblatt’s | 


discovery of the relation between renal ischemia and 


A protocol 

was signed, with the abstention of China, postponing ' 
any further measures, in accordance with article 6 of the 
Hague Convention, to a period of not more than 15 years 


from the date when a commission shall have decided that 


the export of raw opium from producing countries no longer. 
constitutes an obstacle to a reduction in the use of pre- 
pared opium. The representatives of the USA and China 
withdrew from the second Geneva conference partly 
on the ground of failure to. prohibit or restrict: the use 
of “ prepared opium and algo. because of the failure to 
limit the production of opium (and coca) to medical 


and. scientific needs only. . 

A writer in the Times of Dec. 11 doubts. both the 
possibility and the advisability of totally abolishing 
opium-smoking in the Far East. He takes the view 
respective collaborators. Using the South American that opium-smoking is rather more injurious than 
terminology which seems simpler and more logical. than -cigarette-smoking, but less so than the habitual 
Page’s it is now established that renin acts on a globulin , consumption of alcohol, and argues that by forcibly — 


chypertensinogen) in the blood to produce hypertensin, depriving the Oriental of thin 3 
which. is the actual substance responsible for the vgs0- SS ( ll nat aa 
2. Mujo: J un-Menendez, E. and Fasciolo, J. . Amer. J. 


constrictor properties of renin. A substance hyper- Bra 

med. Sci. 1340, 200, 608. 
tensinase has also been demonstrated which inactivates 3. Edman, P. v Euler, U. S., Jorpes, E. and Sjöstrand, O. T. 
hypertensin. These various factors are now the objects 4 J. biol, Cham, 11 7 i 42.138. 
of chemical investigation. Katz and Goldblatt 1 a . Ibid, 1943, 14 


920. t, 29. 5 
1. J. erp: Med. 1943, 78, 67. nah dowd. 5 Biol. Onin “Chile, 1940, 3, 83 


hypertension has been extensive. The most. important 
investigations have been those of Braun-Menendez in 
‘the Argentine and of Page in Indianapolis, with their 
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ticular constitution craves we may turn an amiable, 
introspective, hardworking labourer into a bellicose 
egoist, besides bringing back the smugglers and dope 
pedlars and opening up further fields for the illicit 
consumption of morphine and cocaine. The attitude 
of the Indian Government, following the Royal Com- 
mission of 1895, was to emphasise the evils of opium- 
smoking while justifying the prevalent Indian habit 


‘of eating 1 which the commission spoke of as 


the universal household remedy. But from 1912 onwards, 
in view of the appalling excess of production of opium 
and its products over any conceivable legitimate 
requirements, it has been evident that cultivation 
of the poppy and the production of raw opium 
must be reduced. The recent announcement in 
the House of Commons® that it has been decided to 
adopt the policy of total prohibition of opium-smoking 
in the British and British-protected territories in the 
Far East which are néw in enemy occupation and not 
to restore the government monopolies of prepared opium 
therein is highly gratifying. An ingenuous critic might 
be led to inquire why this salutary step was not taken 
while the territories in question were in British possession 
or under British protection. Ingeed the British repre- 
sentative at the Geneva conferences had in his report 
called attention to the fact that a very comsiderable 
proportion of the revenue of certain of the Crown Colonies 
is drawn from the traffic in opium for smoking, which 
is a criminal offence in the self-governing parts of the 
British Empire and which His Majesty’s Government 
is internally bound to suppress.” The reply of the 
Colonial Secretary also referred to steps to be taken to 
limit and control the production of opium and promised 
that the Government will consult with the governments 
of other countries cqncerned with a view to securing their 
effective coöperation in the solution of this problem. 
This too should gratify America. At last it seems that 
the fundamental prerequisite for the efficient restriction 
of opium and its derivatives to legitimate medical and 
scientific purposes is recognised to be the limitation of 
opium production. 


OTHER PEOPLE’S THUNDER ON- THE LEFT 


THe Communist Party has produced a memorandum 
on a national medical service? submitted to the late 
Minister of Health last August. One may hope Mr. 
Brown studied it carefully, for, while it contains little 
new, it has picked out from other plans much that is 
good. Indeed it is a strangely moderate’ document : 
with Left and Right rapidly approaching each other, 
the centre of the road may soon be uncomfortably 
crowded. The Communists want a whole-time service, 
but are prepared to start off on a part-time basis. Their 
major authorities are regional health boards, elected by 
constituent local authorities; but these are transitionale 
bodies only, pending the creation of multi-purpose 
directly-elected regional authorities. Health workers 
come on to the boards as non-voting members. Each 
board has a regional health office with six divisions— 
environmental medicine, epidemiological services, hos- 
pitals, health centres, mental health services, and 
industrial medicine. The present local authorities retain 
their medical officers of health, but their public health 
departments are stripped of all clinical functions, though 


they would still codperate in epidemiological control. 


Health centres and divisional health centres (the 
medical centres or local hospitals of Medical Planning 
Research) are on familiar lines. An original suggestion 
is that the first step towards periodical health examina- 
tions should be the examination of adolescents before 
they start work for the first time. It is recognised that 
much industrial medicine should be done by general 
a working part-time; so. it is suggested that 


See Lancet, Nov. 20, 1043, p 
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be made between these different figures. 


every student should have some training in industrial 
medicine, while postgraduate . facilities should also be 
widely available. No radical variations from Medical 
Planning Research proposals are made with regard to 
hospitals. At the centre there is still. the Ministry of 
Health, balanced on either side by a Central Medical 
Board to look after wages, appointments, and conditions 
of service, and an elected Medical Advisory Committee. 


CLINICAL TRIALS OF SULPHAMERAZINE 


SULPHAMERAZINE, a monomethyl derivative of sulpha- 
diazine whose pharmacology has already been discussed 
in these columns, i is absorbed readily from the alimentary 
canal but excreted slowly, so that an exceptionally 
high and persistent blood concentration can be main- 
tained with moderate and fairly infrequent doses, its 
chief olinical advantage. On a basis of equal blood con- 
centrations, its therapeutic activity and toxicity are 
closely similar to those of sulphadiazine. The solu- 
bilities of sulphamerazine and of its acetyl derivative are 
greater than those of sulphadiazine and of acetyl sulpha- 
diazine, so that the risk of blockage.of the urinary 
channels ought to be less than with sulphadiazine. Its 
therapeutic action in cerebrospinal fever and pneumonia 
has now been studied by Gefter, Flippin: and their 
collaborators ? in Philadelphia. They treated 45 patients 
with cerebrospinal fever, 36 of whom were adolescents or 
adults. An initial dose of 3 g.-of sodium sulphamerazine 
was given intravenously and then 1 g. was given by 
mouth every four hours until the clinical symptoms had 
disappeared ; the average total dosage was 56 g. during 
9-5 days. With children smaller doses were used. The 
average plasma concentration of sulphamerazine was 
about 13-16 mg. per 100 o. om.; but since the compound 
is unevenly distributed between plasma and red cells, 
this figure cannot be directly compared with figures for 
blood concentrations of the other sulphonamides. There 
were only 3 deaths, giving a case-fatality of 6-7%, 2 
of the patients being almost moribund when treatment 
was started. The case-fatality for cerebrospinal fever 
in Philadelphia during 1936-42 was about 40-57%, and 
in a previous series treated with sulphadiazine it was 
12-56%. But the fatality varies so much from one 
epidemic to another that too close a comparison cannot 
With this 
high dosage toxic symptoms were not uncommon—they 
occurred in 11 of the 45 patients; 6 had skin rashes, 4 
drug fever, and 1 acute loin pain and gross hematuria 
on the 14th day after taking 77 g. of the compound. 
This last case demonstrates that sulphamerazine may 
cause blockage of the urinary passages, in the same way 
as the other sulphonamide compounds do, even though 
(as in this series) a large fluid intake is maintained. 
Another report on the use of sulphamerazine in the 
treatment of meningococcal meningitis is given by 
Lepper, Sweet and Dowling? who treated 22 cases with 
sulphamerazine, and 22 alternate cases with sulpha- 
diazine. ‘The dose employed was somewhat higher than 
that used by Gefter and his colleagues. The thera- 
peutic action of the two compounds was practically 
identical (case- mortality 9-1% in each series) and so 
was the toxicity. Three of the 22 patients on sulpha- 
merazine had renal complications, and one of them 
required cystoscopy. 

In a lobar pneumonia series reported by Flippin, 
Gefter and their colleagues 80 patients were treated with 
sulphamerazine and 80 with sulphadiazine, alternate 
patients being assigned to either compound as they were 
admitted. For this infection the dosage was lower, 


1. Lancet, 1943, ii, 296. a Welch, A. D., Mattis, P. A 
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an initial dose of 3 g. being given by mouth (or by intra- 


venous injection in- severe oases) and then 1 g. every six 


or eight hours until clinical improvement was estab- 
lished ; 
23 g. during six days. With sulphadiazine an initial 
dose of 3 g. was given by mouth ‘and then 1 g. four- 
‘hourly, the average total. dose being 31 g. spread over 
seven days. The average plasma concentration of sulpha- 
_merazine was about 11-13 mg. per 100 c.cm., while 
‘that: ‘of: sulphadiazine was 8 mg. per 100'c.eni. Apart 
8 a slightly quicker defervescence among the patients 


treated with sulphamerazine, the clinical results of the 


two treatments were praotically indistinguishable both as 
regards therapeutic -efficiency and freedom from toxic 
reactions. Six of the patients on sulphamerazine and 8 
of the 80 on sulphadiazine died. Toxic. reactions 
were negligible, 4 out of the 160. patients having 
transient vomiting, 7 microscopic hematuria. and 3 
drug fever. 


the Average total dose of sulphamerazine was 


severe burns are apt to be long, it is generally convenient 
that this plasma should be in the dried form which 
keeps indefinitely. Dried serum serves the same purpose. 
To maintain the plasma Protein at à normal level over 
long periods. of recovery is less easy than it appears. A 
detailed study of nitrogen metabolism following burns by 


Taylor et al.’ showed that, to bring the plasma · protein 


i 


percentage to normal and thus relieve œdema in the 


later stages of the treatment of burns, some patients“ 
needed supplementary feeding by stomach -tube and 


a 
os ON 


Similar experience is. reported by Hall and Spink ta 


who used sulphamerazine in the treatment of 116 mis- 
-eellaneous. infections. They found 
activity and toxicity to be similar to that of sulpha- 
diazine, a. lower dosage being: required to produce. the 


same result. It was ess toxic than sulphanilamide, 


sulphapyridine or Zulphathiazole, but sulphathiazole 
appeared to be more effeotive in the treatment of 
staphylococcal infections. In spite ‘of its solubility 
being greater than that. of sulphadiazine, 
merazine caused symptoms of urinary blockage in 2 of 
these 116 cases. One of the. cases “required ureteral 


catheterisation ; the trouble in this case may have been 


brought on by a high acidity of the urine, owing to the 
administration of ammonium chloride. Hall and Spink 


recommend that all patients should be given enough 
fluid to maintain a large flow of urine and enough sodium 


bicarbonate, to- make the urine alkaline. Another series 
_ comprising-108 patients with miscellaneous infections. has 
been recorded by Hageman and others,’ whose thera- 


its therapeutic . 


veins up to a daily protein intake of 500 grammes. In one 
case, during seven weeks a positive nitrogen balance . 
equivalent to 6000 g. of protein was required to raise the 
plasma-protein level to normal and relieve edema; in 
this case nó impairment of liver function was noted. It 
is clear that more work is wanted along these lines, and 
if all hospitals cannot be equipped for protein estimations 
it looks as though all severely burnt patients should Be 
evacuated to ‘those that can undértake them. 


_ INDUSTR IAL H EALTH EXPLAIN ED 


Tue Industrial Health Research Board has carried out 
much fundamental research and -has published many 


detailed reports on the factors that promote or prevent 


efficiency in the worker. The board’s findings, however, 
have not been applied in praotice as quickly as they might 


have been, and some ‘critics have maintained that the 


sulpha- 8 


the second on lighting and seeing.“ 


peutio results with sulphamerazine compared favourably 


with those obtained with sulphadiazine and a lower 
dosage was adequate to maintain comparable blood 
levels ; 3 of the 103 patients had gross hematuria. Alto- 
gether sulphamerazine seems much the same as sulpha- 
diazine in practice, but it may be somewhat more 
economical and more conyenient to administer. . 


PROTEIN- REPLACEMENT AFTER BURNS" 


Söconss in the treatment of burn shock seems to 
depend chiefly on early and adequate replacement of 
lost plasma proteins, and subsequent maintenance of 
a normal plasma-protein level. . Speed in the treatment of 
burnt people is partly an administrative problem, which 
can best be solved by coérdination of the ambulance 
service with appropriate hospital facilities. At all 
hospitals materials and staff for immediate intravenous 
infusions must be constantly available and the staff 
should be warned in advance that the patient is coming. 
For the replacement of plasma proteins no real substitute 
for plasma has so far been found. Parkins and his 
associates ® have lately compared the effect of gelatin 
solution with plasma in dogs subjected to standardised 
severe burns, and found that, though hæmoconcentration 
was as well controlled with gelatin as with plasma, the 
plasma - infused dogs survived much longer. They believe 
that some factor may be found in plasma which, when 
added to gelatin, may make it as effective as plasma i in 
maintaining blood-pressure and thus saving life. How- 
ever this may be, the present need is that every hospital 
which may have to treat burns should keep a sufficient 
5 of 5 Land as the intervals between oases of 
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vision, and include some excellent photographs. 
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reports, which are presumably designed to be read by 
directors and works managers, have been written too 
much in the phraseology of. the statistician and the 
physiologist. A busy works manager, they point out, 
is unlikely to be moved by the niceties of a correlation 
coefficient. ' Evidently the Board has taken this reproach 
to‘heart, for it has now issued the first df a new series of 


pamphlets $ giving in non-technical form the main faots 


discovered by their investigators. “This pamphlet has 
two kections, the first on “ventilation and heating? and 
It will be followed 
by others; indeed it is proposed that in future the results 
of any important new research in industrial health shall 
be published both as a comprehensive scientific report 
and also more briefly in everyday language. The authors 
of the first pamphlet have made a careful selection of the 
important facts about ventilation, heating, lighting and 
One 
picture shows a blacked-out foundry with artificial 
“windows fitted in the roof by putting fluorescent 
tubular lamps behind window panes ; these windows 
are said to have desirable psychological effects on the 

workers and they are recommended for wider adoption 
in war-time factories. Other photographs show examples 

of good and bad lighting of factory workrooms and also 

methods of natural and mechanical ventilation. l 


` 


Wing-Commander KENNETH ROBSON will deliver the.. 
Goulstonian lectures at the Royal College of Physicians 
of London on Thursday, Jan. 13, Tuesday, J an. 18, 
and Thursday, Jan. 20, at 2.80 pm. His subject i is to be 
N pleurisy with ‘effusion. ur 


IN recognition of their work ‘on penicillin Prof. ALEX: 
G, FRS, and Prof. H. W. FLORnY, FRS, 
have jointly. received an award from the American Phar- 
maceutical Manufacturers’ Association for contributing 
most to the. advancement of medicine in 1943. Last 


Monday night, in a broadcast from Washington, Major- 


:discoverer of penicillin, replied. 


General Kirk, surgeon-general of the United States Army, 
expressed his congratulations, and Professor Fle » as 
Thanks to much work - 
on both sides of the Atlantic, he said, his baby penicillin 
was growing up with phenomenal rapidity. He foresaw 
a time when infections now untouched would be con- 
quered by more powerful new derivatives. P 


7. Taylor, F. H. L., Levenson, x M., Davidson, 0. B., B 
N. O. and Lund, G. 13. . 


O. Ibid, 
8. Conditions for Industrial Health and Efficiency. Tssued b 
Industrial Health Research Board of the -M oF aD 


Council. . Pamphlet No.1. HM di Office, 1943, 3d. 
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| Special Articles 


SOCIAL INSURANCE AND 
DISORDER 
RECOMMENDATIONS OF RMPA 


Sir William Beveridge's proposals on social insurance 
bear directly on mental health in the coming years. 
Feeling that much will turn on the way they are imple- 
mented, the Royal Medico-Psychological Association 
have prepared a memorandum discussing in detail how 
they might be applied so as to foster a healthy mental 
outlook, as well as physical well-being, in our country. 
The substance of some of their chief recommendations 
is set out below, with a few words explaining how they 
were reached. 


1. An efficient mechanism to re-establish the unemployed in 
industry as soon as possible would be the most im- 
portant factor in alleviating the psychological distress 
and illness due to want.“ The duration of un- 
employment which may be unavoidable and so, of 
necessity, “‘ allowed ” or “ condoned ” by the scheme 


NEUROTIC 


SOCIAL INSURANCE AND NEUROTIC DISORDER 


should be less than the period after which active 


job-hunting leads to a phase of active psychological 
stress, and should never be long enough for the final 
‘apathetic “ broken ” stage to develop ; studies should 
be undertaken at a suitable time to determine the 
usual durations of these periods in England. 


That the unemployed man goes through such phases 
has been shown by studies already made. At the loss 
of his job he experiences an initial phase of shock, fol- 
lowed successively by periods of active job-hunting, 
anxiety and apathy. During the anxious phase, it 
seems, he is still capable of being settled in a job, and a 
satisfactory remedial scheme would not let him go 
beyond this stage without finding him work. In the 
final apathetic stage he becomes fatalistic, sometimes 
resentful, and adapts himself within a narrower field. 


2. With full employment and.a comprehensive medical 
service, the so-called unemployable without physical 
disability will usually be a psychiatric as well as a 
social problem. 


Roughly speaking, the less able members of the popula- 
tion are the first to be affected by unemployment—those 
who are less intelligent, less skilled, or less ready to 
adjust themselves and persevere. 
is likely to be commoner in this group than among those 
play have been able to fit in with the ordinary demands 
of life. 


4. Safeguards against malingering must not be allowed to 
impair the efficient working of the scheme. 


Wilful counterfeiting of illness is not found to be a 
problem, probably because of the immense capacity of 
the mind to deceive itself. Schemes can therefore 
safely be planned for the benefit of the many. rather than 
to counteract the failings of the few. 

Work is essential to mental health and the Beveridge 
report assumes that employment will be maintained ; 
the memo suggests that insurance against loss of work 
as well as loss of income might be considered as part of 
the scheme. The offer of a training course after six 
months’ unemployment does not meet the case. A 
plan for keeping a pool of employed workers which 
absorbs immediately all who become unemployed would 
have a better effect on mental well-being. Labour 
could be drawn from this pool as it was needed. The 
choice of work on leaving the pool should initially be 
made by the applicant after he has been advised on the 
occupations available, and been told what they entail— 
that is, he would have some simple vocational guidance. 
Unpleasant work should carry compensatory advan- 
tages. Those falling out of employment should be 
examined to find out the.cause, and the information so 
collected should be analysed. 


6. A flat benefit rate is a sound principle, but also requires, 


if it is to further mental health, a minimum wage 
standard, provision to cover rent adequately, and no 
exception such’as that suggested for injured workers 
(i.e. those not permanently disabled), and for the aged 
during the transitional period of 20 years. 


Psychiatric disability 


\ 
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Fear of not being able to pay the rent is a cause of 

anxiety and neurosis, and should be eliminated either by 
full means to cover it, or dy some equalisation of rents. 
In dealing with the injured man the memo suggests 
that we should only consider how badly he has been 


hurt and what can be done for him; without linking these 


things to the question of who is to carry the responsi- 
bility. For accidents due to employer’s negligence an - 
injured person can recover damages at common law. 
On psychiatric grounds the memo suggests that the 
damages which can be collected for any such temporary 
disability should be restricted, so that the prolongation 
of temporary illness cannot bring financial advantage 
to the sufferer. Thus the defendant’s responsibility 


would be mainly for treatment and rehabilitation rather 


than for compensation. 


7. Earnings extra to the benefits should be permitted, with 
medical approval and supervision, for any only. partly 
disabled, in order to encourage the most effective 
rehabilitation—suitable adjusted work. 


In the interests of both patient and nation any man 
who can work without harm to his disability (even 
though entitled to benefits) should be encouraged to 
do so. Workers should therefore be allowed to keep 
what they earn, and social security payment should 
not be reduced, the RMPA consider, until the total 
receipts exceed (say) 66-90% of the usual earnings. 
There would thus.be a clear advantage in taking work. 
For the same reason training benefit should be at a higher 
rate than flat disability or unemployment benefit. 

Subjects who, through weakness or badness of 
character, fail to comply with the conditions for 
insurance henefit will pass to-the care of the National 
Assistance Board. Such cases, the: RMPA feel, may 
reasonably be dealt with on the basis of a means test: 
but it is unlikely that different financial treatment will 
cure the character defect. The memo suggests that 
psychiatry can help here. 


8. War service disabilities should be dealt with as a special. 
variety of industrial injury. | 
This would avoid disputes about whether the dis- 
ability was really due to war. Any disability occurring 
in employment involving war risk (e.g. in the armed 
forces) or arising out of war risk, whatever the employ- 
ment at the time, should qualify people for this benefit. 


9. Old age should be dealt with as a disability (either partial 
or complete according to the age reached, unless there 
is overriding medical evidence, and payments, unless 
based on complete disability, should be uninfluenced 
by continuance at work. 


The memo points out that there is no justification 
other than an actuarial one for treating the eluerly 
differently from those of working age. The claims of the 
aged are comparable to those of the partially or totally 
permanently disabled, and they should be entitled to a 
pension equivalent to loss of earning power. Retirement 
should not be the condition required before payments 
can begin. 

11. Care of injured workers under the proposed scheme 
should lessen the tendency to neurosis. Abolition of 
` lump-sum payments and concentration on the pro- 
vision of adequate medical care and social rehabilita- 
tion are desirable for the same reason. Much that 
is at present dealt with by litigation should be referred 

to medical] tribunals. 


Many psychoneurotic states are caused or aggravated 
by the Workmen’s Compensation Act. The prospects 
of a lump sum may lead a man to prolong an incapacity 
and disturb his social life, while failure to receive what 
he expected may leave him bitter, and his anxiety 
symptoms are aggravated by worry. ‘The proposal in 
the Beveridge plan that liability should fall on the state, 
and that lump-sum payments should be abolished, 
would, the memo suggests, permit of the same disturbing 
situation in a modified form. . å 

If neuroses are to be avoided compensation must: 
begin at the time of the accident; furthermore occupa- 
tion counteracts preoccupation. Each case, the memo 
suggests, should be under the care of a social worker 


who will act as a link between patient, hospital and 
employer. Emphasis should be on the physical environ- 
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ment, which should be made safe, rather than on minor 
signs of disease in the workers. Oft-repeated medical 
examinations are alarming and favour pochen 


12. The details of administration, Whatever scheme is adopted, 


should be so devised that their Psychological effects . room: With my partner an d dispenser both down with 


flu I had to. get on With it. 


on the individual will be favourable. 
The memó récalls that much of the stigma. attaching 


eg to the Poor Law in the last century derived from the 


atmosphere, and the buildings, in which it.was adminis- 
tered. The labour, exchange should not only do the 
work, but have the aspect, of a human self-respecting 
and” respected. public service. Men should not be 


about her blood-pressure. 


' provoked by often-repeated questions or discouraged by 


unnecessary delays. And both doctor and patient 


deserve some alleviating measures over the question of 


certificates. 


13. There should be a committee which . will concern 
itself with all persons receiving benefit longer than: a 
stated period. Psychiatry should be represented on 
this advisory committee. 
‘Some patients may seem to be unemployable, and 
1 some may develop what is called in the memo, for con- 
venience, benefit neurosis.“ Those in the first group 


will be mainly cases of mental deficiency and psycho- 


pathic personality and must be allowed for; and every 
Possible effort: must be made to prevent cases of the 
second type: developing.. The next two recommenda- 
tions suggest how. 
14. Any individual Who has been’ receiving benefit longer 
than the stated period should have his case referred 
to an officer, with specialised sodial training, who 
Will have medical advice at his or her disposal; and 


i ` whose. business it will be to decide whether the worker. 


E B should be examined by a psychiatrist. There should 


be arrangements for the psychiatrist to review persons ` 


with a persistent illness whenever there is doubt 


whether this illness is cee physical cause for their 


i disability. 

ö 18. The scheme envisages various methods —e. g., n 
by employment exchanges, re-training and rehabilita- 
tion, for facilitating re-entry into .employment—and 
„these will need coördination. The normal method of 
re- entry. via the employment exchange should entail 
` some form of vocational guidance, and a social worker 
should coördinate this: with the’ other methods men- 
tioned, since the whole procedure involves watching 

what is medically advisable to what is available. 


__Paychopaths and defectives, it · is felt, could not be 


dealt with adequately at the training centres without 
Spoiling the atmosphere; and the memo suggests that 
a rehabilitation centre might be set up to deal with TeS 
more, difficult” “fit unemployables.” >, 


. OOOO 
Oui ‘LENGTH OF GESTATION 
' SEARCHING the literature diligently Dr. Kenneth bas found 
some 350 references to gestation periods in animals varying, 
alphabetically, from the agouti to the zebra. The results of 


these labours have been issued by the Imperial Bureau of 


Animal Breeding and Genetics and form a useful book of 
reference. The information given comprises the average 
period recorded for different species by different, workers, and, 
when available, the minimum and maximum times that have 
been noted. When the average is. based upon a single 
observation Kenneth draws attention to the fact, but beyond 
this he passes no comment upon the worth or sale of the 
data. Circumstances, he says, prevented such inolusions. 
Even for the domestic cat, for instance, the average times 
given by different observers vary by as much as 20% (from 
52 to 63 days) and one would. need to consult the original data 
to find reasons for such discrepancies. Kenneth makes it 
easy to do so, but it would have been an advantage to have 
had the number of observations contributing to the figures 
and thus some scale of relative values for them. For a 
‘description of the variability round the average the.standard 
deviation would also have been useful but this was e 
lacking in the original papers. 


1. Gestation Periods, a table and bibliography. J. H. Konne; 
MA, PHD. Oliver and Boyd. Pp. 23. 28. 


Messrs. CALTOS Ltd., 15, Kingsway, London, W.C.2, have 
a limited number of pocket diaries (1944) which ey offer to 
doctors who send 1d. stamp. . 


— 


less than J admire or envy the chap with red hair. 


their pattern.“ 


% Oh. come now, I can't im ally, Sir an 


have been. 


‘known as Dopey in his Scouts. 
get along all right, have lots of fun. 


aa being too modest ?’’ -he asked.. 


don't for et.. 
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A Running Commentary by Peripatetic orende t 
I ESTIMATE that there were forty head in the waiting- 


First one, please, 1 
shouted. It Was Mrs. Blight, multiloquent, menopausal 
and melantholy, wanting one-of her periodic long chats 
I steeled myself to listen. 
The telephone rang. Would the, doctor please to call to 
Frogmire to see maister, missis and three children all to 
bade? I hung up and turned to Mrs. Blight. ‘‘ You | 
were saying? The telephone rang. Would the 
doctor come at once to With d (five: miles in the 
opposite direction) to see granfer who was took turrible 
tight on his chest? I replaced the receiver. Some of 
the coughs in, the waiting-room sounded ominously 


like ` growls. ‘I’m sorry, Mrs. Blight, you were just 
saying— The telephoné rang. Would the 
doctor... Eight times did I try to hear Mrs. Blight's 


old old story. and eight times were we interrupted by that 


dreadful bell. At. the ninth ring I smiled a rueful smile. 


We don’t: seem to be getting on very fast, do we, Mrs. 
Blight ? ' There was a certain forced brightness in my 
tone. Perhaps you'd like to wait a few days till things 
are. a little easier.” (A fond and > pious hope. ) Mrs. 
Blight rose reluctantly more in sorrow than in anger, and 
then, as one conceding graciously and much, Very well, 
doctor,” she said. -To the accompaniment of the tenth 
ring I bowed her out- 55 „ „ 
. 5 . = 

In spite of. several 8 spells of e 1 ask 
the i impression that the lecturer was definitely in favour 
of efficiency. Not for. the first time I felt grave mis- 
givings in all directions. Finding myself opposite] him at 
tea, I plucked up courage, Sir, I said, This business 
of efficiency—how. can it be acquired? Can one acquire’ 
it? or is one just. born with it or without it, like red 
hair? He laughed. teethfully. No, I should Say 
it is an acquired characteristic. You. can’t. blame your 
chromosomes. It's an acquired characteristic which 
can be developed’ by practice.” Im not blaming 
anything, Sir,” I replied patiently. “ You'see, I’m not 
sure I admire or envy the efficient ‘person any more Or 

y 
point is this. Obviously some people have got it and 
others haven’t. If it’s a question of development, then 
some people can develop it-more easily than others can, 
like a facility for ball-games. It must be ‘inherent in 
‘*'Ye-ss. I suppose that. may. be so.” 
must a total lack of it in others.? ” 
one. being totall 
inefficient! Can't you re ” ILSsaid, Well 
can. In fact, I myself am totally inefficient and always 
No, please don’t apologise . or anything. 
My earliest memories are of being ‘chided for ‘it by 
parents and siblings ; only it was called Irresponsibility 
in those days. Masters at school beat me up for it asa 
dreary sort of routine. It was preached at me hard 
throughbut my tender formative years without the 
slightest effect, excépt of course to make me feel inferior. 
But I managed to get over that in time.? 

The man was obviously interested. He proffered’ his 
cigarette case. My lighter worked at the first attempt. 
I gazed at it with genuine astonishment. ‘That’ does 


e > o and SO, Sir, 


happen sometimes, Sir, I explained apologetically, 


0 bat not often. Usually the trains I look up turn out 


to run on Saturdays Only; I find unposted letters in my 
pockets weeks afterwards ; 
people's ‘names or telephone numbers; my best salutes 


I can never remember 


come off when I’m not wearing a cap, It's transmissible 
too, you know, Sir. My boy is just the same; he’s 
And yet we manage to 
Life is one series 


of glorious unexpected adventures. And ‘now after 


‘years and years of inefficiency Lam told J must acquire 


efficiency. You know, Sir, Tma bit frightened; because 
I'm afraid it can’t be done.” 

He became very kind and encouraging. “ Aren't 
$ Modest È. Not a 
it of it, Sir. There are other qualities besides efficiency, 
Goodness is one; piety is another 


San Luis Rey, you know—and, I would ane e too. 


would be an impertinence. 


-I should never make an efficient soldier. 
have told him that. I resumed my woolgathering, and 


getting up at about 6.30 am. For 
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I don't mean mere physical beauty. I’m sure one can 


have a beautiful nature without being efficient. Just 
because I am deficient in one particular quality, and one 
which I have long since debunked to my own satisfaction, 
doesn’t bother me. I might just as well weep because 
I haven't got red hair. I can take it. But it looks as if 
the Army won't be able to. What do you think, Sir?“ 
‘ What did you do in Civvy Street? he asked, anxious 
to make a diagnosis of some sort. I told him. Oh 
come. I can’t imagine that you are so very inefficient if 
you can run a show like that. It’s inconceivable.’’. 
“I’m not so sure that I did run it, Sir, I said, “I 
rather think it ran me. I had clerks and secretaries 
and things to look up my trains and see about letters 
being posted and all that. Expensive? I know; but 


. nothing like so expensive as if I tried to do that sort of 
thing 


myself. My own work was purely clinicall 
But let’s get back to efficiency in the Army. Is it any 
use pretending to be efficient ? Do you think I could do 
that and get away with it. Like dyeing red hair black ? ” 
He frowned thoughtfully and I wondered what he was 
going to prescribe. ‘‘ No,” he began slowly, I should 
say it’s no good pretending to be anything you aren’t. 
You’d get found out very quickly. But I do think a 
—er—conscious lack of efficiency can be concealed. A 
man who displays keenness in his job and interest in his 
men can’t fail to get on.” A brace of contradictions 
and a non-sequitur seemed to brighten him up no end, 
and he proceeded apace, I always maintain that a 
man who always tries his damnedest and puts up the 


best show he’s capable of. 


But he was becoming lyrical just like he was in his 
lecture; and I suddenly remembered something else. 
But, Sir, I cut in as soon as it was decent, Let's 
take that business of getting to know the men, and 
asking them about their wives and children, and wanting 
to see their i that really necessary? I 
mean, need I do it? Of course there is no necessity, 
my dear man,” he replied, but you will if you're 
wise. You'll find it a damned useful tip I can assure 
‘you from personal experience. Well Sir, you really 
do surprise me,” I said. 
I'd never dream of going 
into all those matters unasked even with my closest 
friends. They may have seven wives and four hundred 
children apiece for all it concerns me. And I know I 
personally should feel pretty snooty if anyone of any 
rank whatsoever started interrogating me on my private 
life. In. fact I can imagine a unit—of chaps of my 
persuasion—getting utterly exhausted and going on 
strike because of these tender inquiries. Can’t you 
imagine our back-stage conversation in the barrack- 
rooms? ‘New subaltern arrived in camp tonight, 
chaps. Parade tomorrow with family photographs at 
the trail’? ” No, I can’t,” he snapped, and I 
couldn't help wondering whether something had gone 
wrong with his sense of humour. (Moreover, what the 
Bellman said three times was true, I reflected.) “I 
wonder,” I mused aloud, 


imagination. Is it acquired? Can one acquire it? 
Or is one just born 
But he had left the table. All my misgivings returned. 


I was not being a success. He wouldn't remember 
because he was in his pram at the time, but the one 
thing which the last war proved conclusively was that 
I ought to 


forgot all about the evening PT parade until it was too 
late. I learned afterwards that when my name was 
called three colleagues answered, Here, Sir, and one 
gabbled ‘‘ Excused-PT-doctor's- orders; which wasn’t 
so very efficient either. 
2 * s. * 

- My job is definitely a Good Thing, but it has Some 
Bad Features, chief among which is that it involves 
years I have not 
seen the sun rise because I went to work too late. Now 
-I don’t see it because I go too early. The other day we 
started late (at 9.15) and I did see the sun rise and was 
most impressed by the forgotten phenomenon. The 
workers at the factory start at 7 am and finish at 
6 PM, so we can’t complain. The assembly shop is a 


most impressive sight, with all the aircraft facing up 


to the far door, through which they will go when finished. 
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- structive and 


My own feeling is that it 


“ about this business of 


~ 
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It is an enormous shop, with I don't know how many 
planes in it (and of course I wouldn't say if I did), 
their tails and fuselages separate at first, and both 
skeletons, then getting clad in their outer coverings, 
then joined together, and so on through all the final 
stages until at the far door they are complete and read 

to take the air at the flight-shed just across the road. 
A macabre lot the human beings: they have yellow 
‘skin and. purple lips, with any facial veins showing up 
as purple; owing to the mercury-vapour lighting. Inoi- 
dentally I doubt very much whether this is a good 
form of lighting for factories, since—at any rate here— - 


there is a good deal of glare. 


— —— — — — 


Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP | 


THE debate on the Labour amendment to the address 
showed a House prepared to be conciliatory and con- 
et ready to be critical of the lack of 
definition in Government proposals for dealing with | 
the strategy of peace. Now that the Government have 
declared that the time has now come for definite pro- 
posals for postwar legislation to be put forward, the 
House wishes to see these proposals as soon as possible 
in the form of bills for discussion. Since the declara- 
tion of peace prospects, as one may say, there have been 
three stages in the Government’s presentation of their 
views. Stage one is the general adumbration of an idea, 
of which Assumption B in the Beveridge report that we 
need a comprehensive and unified medical service is 
anexample. The second stage is the white-paper which 
serves as a basis for Parliamentary discussion. The 
third stage is a bill embodying specific proposals. In 
general, apart from education, the House has not yet 
reached the white-paper stage. The white-paper on 
the medical services is still delayed to some time early 
next year” and any prospect of a bill is in the 
indeterminate future, but the Education Bill is to appear 
before these notes reach my readers. 8 

The most interesting debate last week was on the second 
reading of the Disabled Persons (Employment) Bill. 
Mr. Tomlinson spoke in a forthright and interesting way 
on the practical application of rehabilitation on a large 
scale. The Minister’s speech stressed the psychological 
and sociological aspect of rehabilitation. To -contact 
a man in hospital shortly after an accident and let him 
know that someone is interested in his recovery, waiting 
to help him and ready to train him may do more than 
anything else in making the skill of the surgeon effective. 
The first clause of the bill is comprehensive. It defines 
a disabled person as one “ who, on account of injury, 
disease, or cangenital deformity, is substantially handi- 
capped in obtaining or keeping employment or in under- 
taking work on his own account.” This includes not only 
the victims of war or accidental injury, but those handi- 
capped by such disabilities as blindness or tuberculosis. 
The Minister mentioned Papworth with approval and the 
bill makes it possible for every tuberculosis hospital 
to adopt the Papworth methodiof post-treatment train- 
ing. Rehabilitation after accident or injuries has been 
widely extended during the war. Once established.as a 
generally recognised method of treatment it is not 
likely that we shall allow it to lapse. The Minister spoke 
as though rehabilitation was a discovery of his depart- 
ment but it is in fact the application of medical and 
surgical knowledge over a wider field. than has hitherto 
been possible because of the lack of hospital facilities 
and the necessary organisation. is 

In the debate on reconstruction problems in the 
House of Lords Lord Woolton confined himself to a 
cautious general review and he said nothing about a medi- 
cal service. Lord Horder assured his listeners that the 
medical profession were anxious to help on Assumption B 
but said he thought we should begin with the machine 
and not the man who drives it. In the voluntary 
hospitals we have “ a large body of highly efficient well- 
administered institutes.” Teamwork is based on 
hospitals and modern medicine is teamwork. The 
machine should be improved by regionalising hospitals. 
Lord Horder's scheme was: regional hospitals, setting 
up centres to deal with positive health, and expanding 
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the NHI to include: dependants: This would be better 
than making the doctor a civil servant. Parliamentary 


r 


opinion would probably be that this scheme was not 
comprehensive, for it does not deal with the public-health 


services, with those of the education authorities or with 


~ 


of Lord Woolton’s advisers at the. Minist 


industrial medicine. There are indeed many fields to be 


covered, and as, the white-paper ‘stage of medical: re- 
organisation is postponed to next year will it be possible 


to introduce and pass a bill commanding general consent? 


The probabilities point to a temporary compromise.. * 


FROM THE PRESS GALLERY 
Back at Scratch oi 


IN the House of Lords on the second day of the 
debate on reconstruction Lord HORDER (speaking as one 
inistry of Food 


during the last four years) said he was sure the Minister 


of Reconstruction could face possible disasters in the 
economic, fleld with as much success as he had done in 
the field of the country’s nutrition. It might be appro- 


priate, Lord Horder continued, to remind the Govern- 
ment at this moment that they were back at scratch 


in the matter of the. health services. A white-paper- 
had been promised, and it would be encouraging if they 
could be told that it would be forthcoming soon. He 


understood from Lord Woolton’s speech that they had 


to look- primarily in the matter of health services to the 


Ministry of Health, and in the name of the medical 
‘profession he welcomed Mr. Willink as the new minister... 


Though he spoke for no official body Lord Horder felt, 
certain that, as a profession, doctors were anxious to 


‘help in implementing Assumption B, which had already 
received in principle the Government’s support. 
Was a little surprised and disappointed when he learned 


He 


that the new Minister of Reconstruction would not 
initiate policy. He would like to feel that at least 
Lord Woolton was free to suggest policy, and would 
keep a watchful eye on the negotiations between the 
Government representatives and the bodies representing 
the profession and the voluntary hospitals. (Lord 


-'WOOLTON interposed that what he had said was that the 


primary responsibility rested with the departments for 


formulating plans, and he was certainly free to suggest 


policy.) 


the word guidance) in regard to the reorganisation ‘of | 


ance scheme. 
arily to mean something like 49-10 million a year. 


Lord Horder expressed his ‘satisfaction that there 
would be conference and suggestion (he would not use 


the medical services; consideration as to how the 


conversations should take place, how the stage should be 
set, and possibly beginning not with the do¢gtors—not - 


marching the doctors up the hill and marching them down 
again, and then pausing as if to say, I have made a 
beginning in. reorganising the health services.” Lord 
Horder thought that to begin with the machine rather 
than with the man who drove the machine might next 
time be more fruitful of results. As regards the machine 
they had in the voluntary hospitals a body of efficient, 
well-administered institutions. Modern medicine was 
teamwork, and teamwork was based on hospitals not on 
individuals. Therefore until there was proper linking, 


‘extending from -the domiciliary- medical service up to 


and including the: big teaching. and research centre 


based on a university, a large part of the doctor’s time, 


especially the country doctor’s time, would be absorbed 
in making the necessary contact to get what his patient 


‘required. Until the machine was improved by region- 


alising the hospitals, the body of skill and knowledge 


‘in. medicine ‘would not be available to the citizens. 
‘Doctors had been pressing for years that the dependants 


of the workers should be included in the national insur- 
He thought it had been worked out actu- 


security as to the treatment of his dependants would 


be relieved at once if the same facilities were given to 


the dependants as to the workers. Health centres, 


preventive medicine, positive health—that was becoming 
‘a cliché, but they were doing nothing about it. It 


would not be difficult.to duplicate and triplicate—in fact 


‘to-do.one hundred times over—what was done at Peck- 


ham ten years ago with great success. Peckham, the 
pioneer health centre, had unfortunately gone into cold 
storage, but this should not be a parochial effort, it 


i 


“PARLIAMENT 


: In the House of Commons on Dec. 7 replying 
criticisms in regard to the length of time which the 


` remark, Sir William Beveridge says so; ö 
must be all right”? Nobody would say that, and so 
the: Government thought it right to examine 


. conclusions ; 
them; in many cases they had, in fact, reached their own 
But he 
_ begged those who had: been talking glibly about the 
Government having murdered the repart, or buried or 


‘simply not true. 


“would 


4 
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should be a national effort: Regional hospitals, setting 


up centres for dealing with positive health, expanding 
the national insurance scheme to include the dependants 


‘through larger contributions—by these means the re- 
organisation of the medical. services could be obtained 


more satisfactorily and quickly and with less bitterness of 


heart than by Saying to the doctor, We wish you to be & 


civil servant.” He did not think it was in the public 
interest to convert the medical profession into a civil 
service, and he thought by now the public shared that 


‘feeling. But if they were going to hand over the hos- 


pitals to local authorities, and hand over the doctors as 
well, ought not something to be done to prepare the local 
authorities for exercising those new powers ? He had 
already reminded their Jordships of the. efficiency of the 
large voluntary hospitals. r 
that quite early in one of the conversations—s0 he was 
given to understand—there was a feeling that a proper 
spirit of partnership was not being: exercised. between 


the representatives of the local authorities and of the. 


voluntary hospitals, and so the conversations broke down? 
Now they were back at scratch, and a great opportunity 


was offered to the new Minister of Health, backed by 
the sympathetic support, suggestions and even guidance 
of. Lord Woolton. | * e pte 


The White Paper - 


Government were taking in making public their policy 
in regard to the Beveridge report, Sir WILLIAM. JOWTIT, 
Minister without Portfolio, reminded the House that 


Beveridge took 18: months. to prepare his scheme. 


He had the benefit of a lot of highly skilled civil servants 
assisting him, but he had the great advantage of not 
having to get their agreement in drafting his report. 


He made three assumptions—full employment, children's. 


allowances and a comprehensive médical service. Did 
the House say that the Government, just because 


. Beveridge was a very eminent person who knew a great 


deal about the subject, should accept his report with: the 


his con- 
clusions. In their investigation sometimes they came 
to the conclusion that Beveridge was right, and they had 


spent a good deal of time in proving that he was right. 


But they had to fill in the details and they.were not able 
to make assumptions. For instance, they had to turn 
the phrase comprehensive medical service into a 
reality. He regretted the delay in the issue of the 


promised white-paper, but he hoped that early in the 


New Year they would be able to produce it. The House 


would see that they had covered a vast field. of 
In many cases they had confirmed Beveridge’s 


work. 


but they had not slavishly copied 


conclusions, and they thought they were better. . 


mummified it, or who had been saying that the Govern- 


ment scheme was a thing of shreds and patches, to wait 


for the white-paper, because all these allegations. were 


Replying to questions, Sir W. Jowitt said that there 
e two or more white- papers — certainly. one on 
the comprehensive medical service and possibly one on a 
-workmen’s compensation. * % 


Rehabilitation and Resettlement 
In the House of Commons on Dec. 10 Mr. G. 


l Ton- 


LINSON, parliamentary secretary ta, the Ministry of 
} Labour, in moving the second reading of the Disabled. 
The worker's anxiety because he had no feeling of Persons (Employment) Bill: said the object of reha bili- 


tation was to fit a person for employment which he 
could. keep in normal competition with his fellows. 
‘War-time experience had proved that it was possible 
for all but a small minority of the disabled to find work. 
The bill did not provide for medical rehabilitation, 


. which would: naturally develop as part of a compre- 
-hensive medical-service. 


The proposals fell under three 
heads: first, courses of industrial rehabilitation to tone 
up the disabled person before he returned to his former 


employment or took a vocational training course in a 


N 


therefore it 


as it to be wondered ‘at. 
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me new occupation; secondly, a statutory obligation upon 
n> employers to accept a quota of disabled from a national 
register which would be set up; thirdly, the creation 
d Of special facilities for the minority who required shel- 
» tered conditions. The bill was intended as a permanent 
ut. addition to the country’s social services and was designed 
to cover the casualties of peace as well as war, of industry 
„ aS well as the battlefield. 


= - QUESTION TIME 
Reorganisation of Health Services 


F Replying to questions, Mr. H. WILLINK stated that the white- 
k: Paper on the reorganisation of health services is in preparation. 
He must have sufficient time to study closely the many difficult 
issues involved, and for that reason it was not yet possible for 
bi the date of publication to be fixed, but there would be no 
im avoidable delay. | , 
t Mr. H. MoNEIm : Do I understand the Minister to inform us 
i: that he is initiating new conversations, and that he will not 
rét produce the white-paper which was previously in draft ?— 
wt Mr. WILLINK : No new consultations are being initiated, but 
‘i the questions involved in this matter are of first-class import- 
iy ance and of great complexity and great delicacy, and I 
-= should not be doing my duty unless L put forward to my 
colleagues proposals for which I feel I can take the fullest 
and most. real’ and personal responsibility—Mr. GRAHAM 
i Warme: Can the Minister give us a little bit of enlightenment 
n. as tothe period of time? Will it be six months or next year? 
r» Mr. WILLINK: I hope it will be quite early next year.— 
J? Mr. G. C. Hurcainson: Will this House have an opportunity 
w: of debating the white - paper after it has been published tome 
2 Mr. WILLINK : Yes, sir. 
n Major B. E. NIEwp asked the Secretary of State for War if 
%. he was aware of any approach having heen made to members 
m Of the medical profession now serving in the Army to ascertain 


i their views upon the question of a state medical service; and 


r. if, when the white-paper upon the subject was issued, he 
ta would facilitate arrangements whereby their views might be 
42 expressed. Sir James GRIGG replied : The answer to the first 
xi: part of the question is no, and to the second part, yes. 


. 
Ve 


Medical Man-power 


Wt Sir Leonarp LYLE asked the Minister of Health if he was 
+a aware that owing to the calling up of doctors engaged in 
4 practice among civilians, there was increasing diff culty in 
; z securing medical attention, especially when Government war 
xë enterprises requiring labour were brought into any district; 
„r whether he could give an assurance that present arrangements 
gi would be adequate to deal with an epidemic ; and whether he 
g would arrange for the coöperation of service doctors stationed 
aiin the area, but at present relatively unoccupied, to assist in 
e civilian work.—Mr. WILLINK replied : The necessity of supply - 
.4 ing the Forces with doctors must in certain arcas cause some 
„y inconvenience to the public, although every effort to mitigate 
+p this is made in selecting doctors for recruitment and arrange- 
„o ments are made to secure that essential medical attention will 
yt be available. The Service Ministers have always been ready 
to give what help they can from their medical departments 
z and in the present epidemic they are coöperating in arrange- 
„ ments under which their medical officers will give as much 
f help as their essential service duties permit to general practi- 
\ tioners, factory doctors and hospitals in urgent need. ) 
Sir L. LYLE asked the Minister whether he would, in con- 
,sultation with the departments concerned, investigate the 
t: possibility of forming a pool of medical men attached to the 
„ services in any particular area in this country to ensure that 
* the number was kept at a minimum and their time and 


hd 


experience fully utilised.— Mr. WILLINK replied : A suggestion 


for. pooling medical officers of the Services has already been 

explored by the Medical Personnel (Priority) Committee. 
J The committee recommended that coöperation between the 
JT medical departments of the three Services, already carried 
out to a considerable extent, should be developed to the 
? highest possible degree, but they felt that complete pooling 
i ould not be practicable. 
Sir RarrRH GLYN asked the Minister whether he would con- 
e gult the medical committees of the London general hospitals 
as to steps to be taken to meet the most recent requirement of 
t doctors to join the Services, thus reducing the hospital staffs 
* to a proportion which did not provide civilian patients with 
proper medical treatment; and, in view of the fact that there 
as now an average of only one doctor to every 3000 civilians, 
í what was the proportions of doctors to men in the Services. 
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Mr. WILLINK replied: My medical officers will be prepared, as 
always, to consult with, and so far as possible advise, any 
hospital which is in special difficulty with regard to medical 
staff. The decision to accelerate the recruitment of a certain 
number of recently qualified doctors holding house-appoint- 
ments in hospitals affects far less than half the total of doctors 
holding such appointments, although in individual hospitals 
the proportion may be as high as half of the house officers. 
The house officers are, of course, only a proportion of the 
medical staff of a hospital and I am advised that the-recruit- 
ment referred to should not result in depriving civilian patients 
of essential treatment. The average number Of civilians per 
general. practitioner is rather less than 3000 over the country 
as a whole, 
Tuberculosis Allowances 


Mr. STEPHEN Davies asked the Minister if he would now, in 
order to avoid confusion and make it more effective, extend 
his scheme of allowances to tuberculosis sufferers and their 
dependants so as to include non-pulmonary and chronic 
cases.—Mr. WILLINK replied: The special arrangements 
were authorised to enable persons to give up work temporarily 
for treatment which is in the interest of the public health no 
less than their own. The association with the war effort 


Which has been the justification in such cases for making 


repayment from Exchequer funds under emergency powers 
is not applicable to the other cases referred to in the question, 
but the fact that certain limitations must on this ground apply 
to such repayment from the Exchequer does not affect the 
power of local authorities to grant assistance within the scope 
of their statutory powers, and I shall be glad to consider in 
consultation with representatives of local authorities how the 
objective of ensuring adequate assistance can most effectively 
be secured. | 
Control of Voluntary Hospitals 


Dr. E. SUMMERSKILL asked the Minister what measure of 
control he exercised over the policy of voluntary hospitals, 
in view of the fact that public money was now used to sub- 
sidise wages in these institutions.—Mr. WILLINK replied : 
I assume that the question relates to the Exchequer assistance 
available to hospitals in respect of additional expenditure 
incurred as a result of their adopting the recommendations of 
the Nurses Salaries Committee. The only condition attaching 
to the receipt of t is that the recommendations of the 
committee shall in fact be observed, 


University Grants Committee 


Mr. T. E. Harvey asked the Chancellor of the Exchequer 
the nature of the changes made in the University Grants. 
Committee and the names of the present members.— Sir J. 
ANDERSON replied : I have increased to fifteen the number of 
members of the committee, in order that their advice to the 
Government on the important problems that lie ahead may be 
based on the widest range of experience. Before the war the 
committee numbered ten, but had been reduced by deaths and 
resignations to five. Arrangements are being made to hold the 
first meeting of the new committee at an early date. The 
following is a list of the members of the committee : | 

Sir Walter Moberly, LITT D (chairman), Mr. E. A. Benians, 
LITT D, Prof. W. E. Collinson, PHD, Sir Charles Darwin, SO D, FRS, 
Miss Margery Fry, LL D, Sir Robert Greig, D 80, Prof. A. V. Hill, 
D S0, FRS, MD, P. D. Innes, D80, Sir Frederico. Kenyon, 
D LITT, Prof. P. S. Noble, Princi Andrew Robertson, D SO, FRS, 
Prof. E. J. Stitsbury, PD 80, Ens, "Prof. J. O. Spence, MD, Prof. R. H. 
Tawney, LITT D, Sir Henry » FRS, FRAES. 

Mr. Harvey: Do the rules still preclude members who are 
in the employment of universities from being members of the 
committee ?—Sir J. ANDERSON : That rule has been changed. 


. Tuberculosis in Belgium 
In answer to a question, Mr. DINGLE Foor said that accord- 


‘ing to his information it was correct that 109,511 supplement- 


ary ration books were issued in Belgium in February, 1943, 
to persons certified to be suffering from tuberculosis. 


Deaths in Greece 


Replying to a further question, Mr. Foor stated that precise 
figures of deaths in Athens and Piraeus during Ootober are 
not yet available. In the opinion of the Swedish supervisors 
of the relief scheme the figure of 1800 deaths resulting from 
starvation or undernourishment is incorrect. It is possible 
however that the total number of deaths from all causes during 
October was in the neighbourhood of 1800. 
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Letters to ae Editor 


COMMON) SENSE IN. ANÆSTHETICS | ane 


sm. We agree with part of Dr. Mallinson's article 
in your issue of Dec. 11 „ but, we cannot allow to pass 
unchallenge 
ether, nor, some other statements which would be.danger- 
ous if the 1 
at their face value. The ether charts produced by Dr. 
“Mallinson. are striking, ‘but whether they. incriminate the 
administrator or the agent is open to question. At the 
Radcliffe I we use ether extensively in routine 
lists, in major thoracic surgery and for gravely. shocked 
. patients, and have had no cause to regret having done 80. 
Records are kept. and there is a member of the staff whose 
sole duty it is to visit each case daily. until their discharge 
to make sure that 10 Wal or remote postoperative 
sequel are not overlooke 
That we are not alone in our views that ether properly 
used is not as lethal as Mallinson suggests, is. shown by 
the following two extracts: 
That realist Trueta, 1 referring to the qualities dired 
in an anæsthetic for operations performed under war con- 
`- ditions, writes: “The anesthetic which fulfils these require. 
ments most closely is ether. The italics-are Trueta's. 
Halford, 2 referring to anæsthesia of the Pearl Harbour 
casualties, finishes up his article with the following para- 
graph: It was the consensus of all civilian surgeons con- 
cerned, that, considering all the hazards of patient, aneesthe- 


tist and anæsthetio, open drop ether still retains the 


primacy |” 


Mon Pentothal,’ properly used, is an excellent drug, put 
Mallinson's reference to it as almost entirely non- 


toxic and his statement that its use is the safest’ way 


of avoiding the terrible mortality of other methods 
is not in accordance with the fatalities which have fol- 
lowed. its use. Halford, writing on the use of pentothal 
for Pearl. Harbour casualties, states: let it be said that 
intravenous anesthesia is an ideal method of euthanasia.” 
| t a misuse of any drug can:have grave consequences 
is common knowledge and: applies as much to pentothal 
as to any other drug; indeed it. has been aptly said : 
It. is ‘fatally: easy to give an overdose of pentothal.“ 
Mallinson says that postoperative pulmonary complica- 
tions are commoner after ether than after, other agents. 
„again, is at.variance with modern views clearly 
‘expressed by Brock, Marshall 4 and Bird,’ who show that 
whether the patient develops a postoperative ‘chest 
condition or not depends primarily on whether the 
abdomen is opened or not. In support of his contention 
| Mallinson refers to Kaye’ 8 figures, from the Middle 


East, but on looking up the reference we find that what 


| Kaye really says is The patients .. . suffer from dust— 
and tobacco pharyngobronchitis which is almost 
universal amongst soldiers. +: Further, it is the 
. abdomina, and near-abdomina in which respiratory 
movement.is restricted by after-pain, (such as herniotomy 
or gunshot wounds of the chest wall) in which respiratory 
, 3equelee have developed; limb cases; tonsillectomies and 
the like have thus far come off scot-free.” We have not 
investigated Mallinson's other references. 
ä It is profltless to compare figures for postoperative 

= chests of different anæsthetists because of the varying 


diligence and frequency with which these complications. 


are sought, and the yardstick by which they are deemed 
worthy of recording. Mallinson would appear to have 


achieved a world record if out of his 170 abdominal cases 


the only chest complications were two, slight bronchitis” 
and one “ ateléctasis’; an alternative explanation is 
that the mesh of his net was large. 
We are well aware of the virtues inherent in modern 
forms of local and general anzesthetics expertly exploited. 
In our hospital pentothal and cyclopropane are in daily 
use, and in abdominal cases regional anesthesia is em- 
ine p almost routinely to give the necessary relaxation: 
e — world, however, is beset by practical 


` 2 y, 1943, 1, 69. 

3. Brock, R. G., Gauss Hoc. ep. 1936, 86, 1. 
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TUBERCLE: AND: THE CHILD 


Bis almost hysterical condemnation . of 


experienced ansesthetist were to, accept them 


rate from pulmonary tuberculosis in 1941, as com 


feeling of an incipient cold comes alo 


p. 18, 1843 


difficulties. -Inexperienced angesthetists now have to 


undertake the responsibility of anæsthetising their fellow 


men, on board ship or in the desert where conditions are 
ret © eon ideal. Mallinsoh’s technique of combining in 
the one patient pentothal, spinal analgesia and nitrous 
oxide no doubt. gives..good results used by himself in 
ideal circumstances, byt is hardly to be recommended to 


the novice in the pitching destroyer,or in the desert tent. 
His achievement in dispensing with ether in any circum 


stances could be equalled: by:.a similar bigoted attitude 
on our part claiming. that, any operation could be done 
(barring the explosion hazard) under ether only. 

‘While we do not doubt his admirable results with his 
elaborate technique and apparatus, we do feel he is 
wrong to suggest that it is heresy for anyone to use ether, 
As you suggest in your leading article in the same issue 
(p. 737), the skill of the anesthetist is more important 


than the agent used, and we hold that equally good 


results are obtained. from most of the anesthetic drugs 
in common use, provided they are expertly admi 

If the experienced anesthetist is not available-it is highly 
desirable that the method should be a safe one, and 
surely no-one doubts that ether offers a greater range of 
safety than any’ other anesthetic. It is probable that 
many. more patients would be alive today if modem 


_ ansésthetics,’’ despite their excellence in the hands of 


those who know how to. use them, had not been discovered. 


„ R. R. MACINTOSH, 
ortord. „ tae WILIA W. MUSSE., 


TUBERCLE AND THE CHILD >> 


SiR, —Inù your annotation of Nov. 6 under this heading 
(p. BT 7) appears the following sentence :-—- | 


“ A year ago the incidence of tuberculous: meningitis. had 
risen by a half and it may be.more now ;. in London the oor 
1938, was quadrupled in children under 4, and trebled in 
children between 5' and 14—the accuracy: of the Populatic 
figures having been carefully checked.” 

These figurés of death rates, as Dr. Allen. Daley and Mr. 
Benjamin point out (Brit. med J. 1942, ii, 417), depend 
upon the accuracy of population estimates.” Are we 
not on firmer ground if we take actual numbers of deaths 
instead of death- rates? Published figures are as follows 
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Supplied to Lancashire 

Re 5 the “Committee on Tubercdoioais m 

The 1942 figures for London have, just been published 
(Brit. med. J. Dec. 4, p. 713). In the age-groups 04 
and 5-14 there were 39 deaths. In 1941 66. and in 
1938 55. Thus, the almost astronomical i ‘increases in the 
death rates in the annotation are based on the fact that 
66 children died from pulmonary tuberculosis -in London 
in 1941 as compared: with 55 in 1938. Further ‘comment 


appears superfluous. 
_ Lancashire Y County Offices, -— G. LISSANT Ox. 
' tor. Contrai Tuberculosis Ofer 


THE COMMON. ‘COLD. 


Sim,—The most effective method. I have found of 
aborting colds is, directly the well-known unpleasant 
ng,'to take abouts 
teaspoonful of saline or a weak antiseptic.into the mouth, 
tilt the head back as far as convenient and let this liquid 
run as far down the throat as possible without swallow 
ing; then, while still holding the head back, cough 
violently. This causes a sort of explosion in the throst 
which throws the solution over the surface of the throsi 
generally, and also—which is apparently more important 
over the internal surface of the nasal cavity. The di- 
persed liquid apparently dilutes any mucus lying on that 


e T 
mare 
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into a handkerchief although this was impossible before. 
aborts a cold completely within a day or a day and a 


more. I call it the explosive gargle . and I have 
found it far more effective than brdii argling or.any 


i n ee F. IJ. Bie ne Sf 


are to be used for the administration of patulin, SO 
perhaps this idea may be useful. 


WB Spalding, Lines. HE. PIOKWORTH FARROW. 


THE NURSE IN CHARGE 


it . Sm,—Your leading article mentions one of the diffi- 
* culties in the medical treatment of the junior nurse. 
Most adults, when they feel the need of advice, can go 
2 direct to a doctor. Surely the nurse should be able to 


S. 


a do the same, without the intervention of the nurse in 


"s charge and the home sister? When the probationer 
a; reaches the doctor she may be shy of discussing her affairs 
te before a sister and, as you say, in the absence of a specta- 
e: cular rise in temperature, she may feel that she is con- 
4 sidered to be making an unnecessary fuss. In such an 
in atmosphere it is difficult for the doetor to do his best 
1+ for the patient. 
k +I believe the junior nurse would be more likely to seek 
0 early: treatment and to benefit-by it, if her contact with 
t the. doctor were direct. If she wished, she should be 
able. to take a friend with her and the family doctor 
) relationship. should be established as nearly as possible. 


R. Oxford. VIC ᷑ORIA SMALLPEICE. 
„ THE NURSE'S“ PAY 


. S;—Thė scales ublished in the second Rushcliffe 
report have. received the approval of the general press 


awe 


but there are TETEE particularly in regard. to 
the salaries of ward sisters and women staff nurses: 
1 AS Jour annotation of Dec. 11 (p. 740) points out, 
i, discrimination in favour of men is very marked, and 
1 as before the ward sister comes off poorly. Under the 
London County Council, the male student nurse, when 
3 he becomes state-registered, gets a higher salary in his 

fourth year of training than the ward sister in her first 

~ year, and the staff nurse in her tenth year in that grade 
d (i. e., after fifteen. years of service). In the same way, 
the male charge nurse, who corresponds to the ward 
1 sister begins under the LCC at a salary of £300 68. a 
— year, while the ward sister's maximum only reaches 
y £300 after ten years’ service in that grade; and: the 
male assistant nurse after only two years’. training starts 
fat a salary of £232. 14s. a year, while the ward sister 
‘« With probably four years’ general training, and. at least 
one year’s experience as a staff nurse, only.. begins at 
- $230. Surely the fully qualified woman should receive 

more than the less highly qualified man. You. note 
a ‘that the health visitor receives a higher salary than the 
district nurse; she also has the advantage over the 
ward sister. 


m 


4 sister’ s £230 rising to £800. A health visitor in the 

provinces gets £270 risin to £360. The report states 
4 é that the salary is designe to induce suitable candidates 
3 to enter and stay in this branch of work: 
y, equally important to induce suitable persons to become 


« ward sis 
ters. KATHARINE F: ARMSTRONG, 
( Nursing Times, Editor. 


' © SPINA BIFIDA,. HYDROCEPHALUS AND 
ooo, OXYĠEPHALY Tr 


5 SiR It is with pleasure we read your leading article 
of Nov. 27, not only because you envisage a more hopeful 
prognosis in suitable cases by reason of endoscopic 
electrocoagulation and other means, but also because 
you. focus attention upon aspects of these diseases 
which are so little known. However, we suggest that 
) the. subject is even mote intricate than you describe. 
Thus it is not generally appreciated that the .“ con- 
volutional | thinning to which you refer in association 
with craniostenosis is N common in cases of 
spina, ‘bide and homie alus, and is sometimes seen 


OBITUARY i p 
aie for a considerable quantity may.be blown out 
Repeat this process every two hours. I find that it 
half, whereas otherwise it would have lasted a week or 


form of nasal spray. I understand that nasal sprays 


are closed, exaggerated, or normal in width. 


and the nursing profession will welcome them as a whole, 


of the university in 1933, he gave 


vacations walked and climbed 


Under. the LCO a health visitor receives- 
F £300 a year rising.to £390 a year compared to the ward 


surely it is 


judgment of uncommon 
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even in normal infants. “Indeed, it is doubtful if the 
thinning is ‘‘“ convolutional,” since careful examination „ 
shows that the areas of thinning do not correspond in 
position to the gyri, and also they differ markedly in E 
radiological appearances from those seen in thumbing ” 

of the skull, which are due to convolutional pressure in 
known cases of cerebral tumour, Sc. In many cases, 
such as myeloceles, the intracranial pressure ‘cannot be 
increased and yet. the convolutional thinning may 
be very pronounced; other evidence of raised Pressure, 
such as the increased size and width of the fontanelles 


and sutures, may not be present, the thinning having 


been shown to be independent of whether the sutures. 
Moreover, 
the bone formed between the areas of thinning may be 
twice as thick as the normal skull, so that pressure 
atrophy. ‘cannot be the. whole story. Finally, this N 
„ convolutional thinning,” which has- been called cranio- — 
lacunia or craniofenestria ‘according. to its degree f 
development, ‘offers a valuable guide to the prognosis’ 


of operations, and will help other surgeons to select 


favourable cases and to approach the excellent figures 

of Ingraham and his associates, which vou quote. 
Manchester. J. BLAIR HARTLEY." 
Isleworth. DO. W. F. BURNETT.” | 


. 
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Ce — CE Obituary a. 8 
JOHN MICHAEL -BARKLA | 
MB EDIN, FROSE; FLIGHT- -LIEUTENANT ‘RAR ae 


J. Michael Barkla was born in 1915, two years after his i 5 
father Prof. C. G. Barkla, a Nobel laureate, had left the 


` Wheatstone chair of physics in London to e the 8 


chair of natural philosophy in 
Edinburgh: . Michael entered 
Merchiston Castle School in 1925 
where he took a prominent part 
in games and in the musical. activi- 
ties of the school. He was wing - 
three-quarters in the first xv, and 
in his last year won the 100, yards — 
and the quarter-mile, equalling the- 
school record in the former. But 
after entering the medical school 


up all formal athletics; and i in the 


with student friends in this country - 
and on the Continent. His uni- 
versity course, was a series of 
successes. In 1938 he was 
awarded the Ettles scholarship as 
the most distinguished graduate of the year, and in the 
following year the Allan fellowship for clinical medicine 
and clinical surgery. After graduating he worked at the 
Royal Infirmary as clinical assistant and house-physician 
to Dr. Fergus Hewat and. as house-surgeon to Prof. 
J. R. Learmonth, later becoming clinical tutor. Fora- 
time he lived at the Eastern General Hospital, where he 
was resident surgical officer—to deal if need be with civil 
air-raid casualties. He was also university demonstrator 
of anatomy under Professor Brash from 1939 to 1941. 
In the autumn of 1942 Barkla joined the RAF and the 
following spring He went to North Africa as surgeon with 
a mobile field hospital. He spent a short time working 
in the hospital on Lampedusa, but after returning to the 
neighbourhood of Tunis he lost his life in a motor accident. 
Professor Learmonth writes: With Michael Barkla’ 8 
intellectual ability went practical capacity and wise 
degree; and all these gifts 
he wore with a modesty that was an example to those less 
fortunate. He gave scrupulous care to every aspect of 
his work, and gained at once the respect and the confld. 
ence of those shrewdest of judges, his patients and his 
students. When he left to go on service, he had a fine 
record in the surgery of emergencies, and these practical 
successes depended as much on his devotion to his 
patients as on his operative dexterity. e was à gay 
and stimulating colleague, whose untimely death robs - 
the Edinburgh school of a career that could not but have 
adorned it, and his associates there of a lovable friend. 12 
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| j THE, INFLUENZA.. EPIDEMIC 


IN the week ended Dec. 4 the Registrar-General for 
England and Wales was notified of 709 deaths in the great 
towns attributed to influenza, the largest number reported 
in a single week since Jan.-Feb. 1937; the R.-G. for 
Scotland was notified of 50 deaths. It should be re- 
marked at once that it was chiefly the elderly who died, 


— a 


the age-incidence for the 72 London -deaths being 


whereas the peak i is not yet within sight in 


Sive wee 


0-1-0-0-2-3-3-8-11-18-26, with no hint of the shift-to-the- 
young of the epidemic of 1918, the fourth year of the last 
war. Available reports all speak of short sharp attacks, 


with few complications and rapid -. convalescence, 


although the hardship of wide-spread’ illness at such a 
time as this has been keenly felt. The epidemic was 
unexpected becausé the story of a 4-yearly cycle was still 


widely believed, despite the non-appearance of a peak ` | 
in 1941, and the fact that a regular cyclical’ recurrence 


WAS unknown i in other countries. 


Week EN NORTH | IDL. |Manc.| B’td |B’hm Bol 


ended AR. Lond. 
Nov. 13] 46 1619 12 4 2 2 4 
20 106 16 56 24 4 1 1 1 9 
27 375 1671 | 172 81| 44 | 17 | 20 | 18 
Dec, 4 a 181 | 288 157 47 | 11 | 57 16 


Weekly deathe from influenza in the areas townsof England and Wales. 


‘The course of the epidemic in various parts of the 
country 


where it started, the epidemic shows signs of abating, 
thé. Midland 
area and in Greater London. For, the aggregate figures 
of the country as & whole the incidence curve has become 
less stee ony we rises being x 2:3, x 3:5, x 1:9 for succes- 

on the previous one. It would be unwise to 
predict what height the peak will reach, Dut a comparison 


NUMBER OF DEATHS 


NOV bc _ JAN ’ lers MAR . 
Course of present epidemic of influenza alongside those of 1933 and 1937. 


with the completed course of the 1933 and 1937 epidemics 
(shown on the accompanying graph) suggests that 
1943—44 will come to rest somewhere between the two. 


MEDICAL CARE ON. THE FLU FRONT ; 


Asked in the House of Commons on Dec. 9 what steps - 


he was taking, in view of the shortage of doctors and 
nurses, to mitigate the severity of influenza attack the 
Minister of Health said he had made arrangements with 
the Services for temporary deferment of the call-up of 
doctors. In the difficult conditions of war-time, he 


N 


can be seen at a glance from figures. extracted 
' from table 3 of the R.-G.’s returns for the last four weeks. 
They confirm the impression that in the Northern area, 


added, we must all help one. another and in consultation 


with official and voluntary orgenisations he had made 


suggestions for special help i in the home, not forgetting 
the provision of meals. In a circular. letter with the 


same date Sir Wilson Jameson put the initiative on the 


county or*county-borough MOH; suggesting that some 
such: scheme as the following might. prove practicable. 


General practitioners and factories. with doctors in urgent 
need of assistance would apply to the secretary of the Local 
Medical War Committee stating. the kind of help required 

. —e.g., holding surgeries or visiting patients. The Seare- 
tary of the Committee, if satisfied as to the urgency of the 

' - need, might telephone the request to the County MOH 
~ unless it had been decided .to decentralise the . 
ments to the District MOH. The County MOH will 
apply to the ADMS.(or the District MOH to the 
appropriate officer, probably to a particular miiltary 
medical unit in the neighbourhood). In some areas 
the Secretary of the LMWC should apply to nearby 
military medical units direct. 

The Regional MO is discussing with the Royal Naval and 
RAF medical authorities the machinery to be adopted if 
help is required from them, and he will inform the on 
MOH of the arrangements to be made, | 


PROBLEMS IN THE HOME 


For helping suffering households the 5 to the 
Ministry has asked local. authorities to consider how 
temporary assistance can be given by the diversion or 
adaptation of existing services,—e.g., first-aid post or 
rest centre personnel, health visitors, schobl-nurses. 


The Ministry of Food and the Board of Education will per. 

mit arrangements on a payment basis for the provision of 
meals from British restaurants and school. canteens, 
with as few restrictions as possible for the next few weeks. 
Where transport is a. problem Civil. Defence: ambulances 
and vehicles. may be used, or any existing organisation 
for the transport of meals to agricultural worken 

Local voluntary organisations and individuals of good- 

vill may be able to assist. Where such arrangements 

are insufficient, meals may have to ‘he provided from rest 

centres or mobile canteens, with the. consent of. the 
b Divisional Food Officer. 

Maremity and Child: Welfare | authorities have powers to 
provide home.helps; the Red Cross Society, the St. John 
Brigade and the:WVY have offered to help within their 

scope on request from medical practitioner, district nurse 
or hospital. The organisation for mutual help after ait 
raids may be on a sufficiently definite basis for -voluntary 
offers. Nursing help within the home, possibly by. way 
of assistance to the district nurse, or at. hospitals, may be 

Provided by the whole-time: staff and volunteers in the 
first-aid post and rest centre service. The rest centre 
service might also provide volunteers for other. help within 

the home and solve the difficulties of shopping - witb 

reduced deliveries and the need to present ration books. 
Additional. help might be forthooming rom the local 
youth services. 

Ty is inevitable that ‘for all these domestic. matters 

arrangements will vary from place to place. Doctors and 
100 should therefore keep in Lee with the local 


s 


Local Colour 


Influenza in the West Country has been brte 
widespread and characterised by a sudden onset—some 
patients have been struck down in the streets. Generally 
the disease has run a short and uncomplicated course, 
requiring absence from work of about a week or 10 days. 


Fever upto 103° F. has been usual but temperatures of 


105° F. or over have sometimes been noted, especially in 
children and young adults. The pyrexial phase i is usually 
over in 8 or 4 days. Bronchial -catarrh has been an 
almost universal complication; gastro-enteritis and 
sinusitis have been not uncommon ; bronchopneumonis 
rather rare; cedematous pharyngitis and acute otitis 
media rarer still. Afew days’ rest in bed in a warm room, 
with a little reassurance from the doctor, provide all the 
treatment necessary’ in most cases, though it must be: 
admitted that many busy and conscientious persons have 
worked through the disease without apparent: ill effect. 
Asthenia and a tendency to sweat easily have been tire 
some features of convalescence. Relapses have sd far 
been rare and not often serious. Apprehension has been 
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THE LANCET] 
as well-marked as ever ana pisunioniphobla rife. 
word, this disease continues to prove a g and 
exhausting to the patient, and boring to the doctor. The 
peak, or at any rate one peak, now appears to have been 


I 


In Aberdeen there is a widespread epidemic of upper 
respiratory infections, with varying patterns of coryza, 
sore throat and tracheo-bronchitis, the cases being on 
the whole much milder than in the Midlands. There have 
been no cases of the grave form of influenza seen in the 
1918 epidemic, and apart from pneumonia the only com- 
plication which seems at all common is acute otitis media. 
In the fatal cases sulphonamides have lowered the tem- 
perature but have had no effect on the pulse-rate or 
toxic symptoms. For the week ending Dec. 11 there 
were 6 notified cases of influenzal pneumonia and 7 
deaths, and 5 deaths from non-pneumonic influenza ; 
these figures show a fall from the week before, when there 


were 10 deaths and 19 new cases of influenza] pneumonia 


and 5 deaths from non-pneumonic influenza. 5 

As an example of conditions in the Northern area, in 
Leeds practitioners are working at high pressure. There 
is quite an epidemic of influenza, but so far it is a rela- 
tively mild illness lasting 4-5 days and with few com- 
plications. At the General Infirmary 64 out of the 432 


` purses have been off duty with influenza in the last six 


weeks. Most of them had coryza and/or tracheitis and 
bronchitis ; there were 3 cases of sinusitis and 1 of otitis 
media ; no deaths. Some patients over 60 now being 
admitted to the Infirmary have developed either epi- 
staxis or atypical pneumonia as a sequel to flu, and 
people have been admitted in a state of collapse after 
returning to work too soon after an attack. The rise in 
deaths. certified as influenza is not very steep—the 
figure for week ending Dec. 4 was 12—but this may be 
accounted for by a tendency to certify under broncho- 
pneumonia or pneumonia instead. Notifications of 
influenza] pneumonia for that week totalled only 5, and 


doctors being. influenza-conscious probably notify in- . 


fluenzal pneumonia more readily now than they did 
before the epidemic. So far there have been no cases of 
influenzal pneumonia clinically resembling the 1918 type, 
and the autopsy findings’ co onim this view. 

In one North-Western Area the influenza has appeared 
in three types. The first, the “ official ” type, starts 
suddenly with malaise, headache, generalised pains and 
pyrexia ; within 24 hours the victim is feeling better and 
in 8 or 4 days is able to return to work; there do not 
seem to be any unpleasant sequelæ. The second starts 
like the official type, but pyrexia often reaches 103° F. 
and takes several days to settle ; if the victim tries to 
get up too soon the pyrexia is liable to recur; this type 


- may last 7-14 days, and is accompanied by a painful and 
- persistent cough due to tracheitis ; the patient needs a 


period of convalescence and may be away from work for 

10-20 days. The cough tends to be recurrent. Elderly 
patients may have an irregular rapid pulse. The third 
is a true influenzal bronchiolitis with patches of broncho- 
pneumonia. This is a severe type and has been respons- 
ible for some deaths in young as well as old patients. 
The illness starts as usual but in a day or two rales and 
crepitations appear at the bases, and gradually spread 


until most of both lungs is involved. The radiographic 


* 


picture is of thickened bronchi with only a few small 
scattered patches of consolidation. The patient becomes 


severely cyanosed and requires oxygen almost continu- 


ously. Sulphonamides do not appear to have much 
effect. In fatal cases death occurs from respiratory 
failure within 7 days. In cases that recover, convalesc- 
ence is slow; cough is persistent and troublesome. 
Patients with previous chronic bronchitis or other lung 
diseases seem specially prone to develop type 3. In 
this area it is type 1 that is most common; type 2 has 
occurred sufficiently frequently to be serious ; type 3 has 
so far been unusual. This incidence is well-known to the 
lay as well as medical population and has caused some 
sarcastic comments on the Ministry of Health’s attempts 
to minimise the outbreak. As the Manchester Guardian 
said; if you’re still in bed after 2 or 3 days, you have only 


| yourself to blame ; you have allowed a virus not approved 


by Whitehall to get you ! 
Manchester is being visited by an epidemic which, if 
not to be compared’ with that of 1918 in ‘severity, 


probably surpasses it in the number affected. Perhaps 
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it is now on the wane, but in 1918 there was & mild 
onset, a remission in the number of cases, and then an 
outburst as unexpected as it was severe. The present 
attack has on the whole been mild, and the alarming 
feature in 1918, of young active folk being struck down 
with fatal result, has been absent. Deaths from in- 
fluenza and influenzal pneumonia reported for the 
weeks ending Nov. 20, 27, and Dec. 4 were 4, 41, 39; . 
but these figures give no idea of the numbers affected, 
for the disease itself is, of course, not notifiable. Perhaps 
this is good in view of paper shortage and for the sake 
of overworked practitioners who would have to. fill in 
endless forms. Factories, business concerns and hos- 
pitals have been depleted of their staffs. A ward has 
had to be opened to take in sick nurses at more than one 
big hospital, and of an outpatient clerical staff. of. 7, 
only 2 arrived on one day. At one big works in the 
district 1200 workers were absent at a time. Doctors 
have also suffered. The most common type has been 
one with a three-day fever, followed by catarrh of the 
nose and chest. Many folk have had to return to work when 
a rest for convalescence would have been more fitting. 


Infectious Disease in England and Wales 
WEEK ENDED DEC. 4 : 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 2694; whooping-cough, 1757; diphtheria, 610; 
paratyphoid, 2; typhoid, 8; measles (excluding 
rubella), 451 ; pneumonia (primary or influenzal), 2291 
(last week 1661); ; puerperal pyrexia, 136 ; cerebrospinal 
fever, .60; poliomyelitis, 4; polio-encephalitis, 1; 
encephalitis lethargica, 3; dysentery, 144; ophthalmia 


neonatorum, 82. No case of cholera, plague or typhus a 


fever was notified during the week. 
The number of civilian and service sick in the Infectious Hospitals 55 

of tho London County Council on Deo. 1 was 2001. During the 

2017 d week the following cases were admitted : "scarlet fever, 
01; diphtheria, 43; measles, 9: whooping-cough, 73. 


Deaths.—In 126 great towns there Were 1 10) deaths 
from an enteric fever, 1 (0) from measles, 5 (1) from 


scarlet fever, 16 (2) from whooping-cough, 21 (1) from 
diphtheria, 46 (5) from diarrhœa and enteritis under 
two years, and 709 (72) from influenza. The figures in 
parentheses are those for London itself. ö 
Exeter reported the fatal case of enterio fever. Besides 57 
deaths from influenza Birmingham had 6 from diarrhea, 3 from 
whooping-cough and 3 from diphtheria. 
The number of stillbirths notified during the week was 
169 (corresponding to a rate of 29 per thousand total 
births), including 23 in London. 


E Births, Marriages and Deaths 


BIRTHS 

AUBERT.—On Dec. 7 ai Nottingham, tho wife of Dr. Edward 
Aubert—a daughte 

i —On Dec. 5, ‘at Nicosia, Cyprus, the wife of Dr, Alan 

Fawdry—a da ughter. 

HOwWwARD.— On Deo. 4, in Norwich, the wife of Flight Lieutenant 
Richard Howard, FROSE, RAF—a daughter. 

Lopa: —On Dec. 4, "at Oxford, the wife of Surgeon Lieutenant 


Lodge, RNVR—a 8 
_O’DONOVAN. —On Dec. 6,in Dublin, the wife of Dr. D. K. O’Donovan 


—a daughter. , 
PRUNTY.—On Dec. 8, at Hindhead, the wife of Dr. Garnet Prunty 
— a son. 
SMALLSHAW.—On Dec. 9, at Epsom Downs, the wife of Dr. D. B. 
Smallshaw—a daughter. 


MARRIAGES : 
BENNETT—ALDRED.—On Dec. 4, at Wroxham, Ronald Campbell 
Bennett, MB, to Bafbara Aldred. 
LONGMORE—CENTLIVRES.—On Nov. 10, at Cape Town, John Bell 
Longmore, BM, surgeon lieutenant RNVR, to Virginia Oentlivres. 


DEATHS 

Grsson.—On Dec. 4, at Ealing, Francis Maitland Gibson, Bsc, 
MB EDIN., formerly director of the King Institute of Preventive 
Medicine, Madras, aged 80. 

GOSSAGE. 5 wee io, at Chertsey, William Horbert Gossage, 
MRCS, age 

HrromNds.— On Dec. 8, at Oxford, Robert Hitchings, MR 

JAOKSON.—On Dec. 6, at Boscombe, ants, ingberd 
Middleton J. ackson MD DURH., DPH, late rr 5 — y of 
ir age 
VITT.—On Deo. ay Herbert Knevitt, mros, of Ealing Green, 


aged 

LAUDER.—On Dec. 7, at Southbourne, Bournemouth, Thomas 
aO Lauder, MB EDIN., LROPI, DPH, DTM, lieut-colonel 
RAMC re 

SHARROD. —On Dec Arthur Richard Sharrod, MB LOND., of 
‘Stourbridge, aged: 986. 

WILSON. —0On Dec. 12, Roger Parker Wilson, CIE, FRCS, licut.- 
colonel rus retd, 


and similarly for the anesthetist, 3 guineas, 2 guineas, and 


hs 


During November the title of the degree of MD was con- 
ferred on W: F. Young. l = por 
- University of Dublin 


Mary E. * Millidge, I. B. 
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University of Cambridge 
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On Dec. 8, at the school of physic, Trinity College, the 


degrees of MB. B oH, BAO were conferred on the following: 


Wi. E. C. Allt, w. H. Ashmore, Mary B. Kelly; Harold Links; 
vE N O. Ogun, Owolabi Onibuwe, Margaret S. 
O Riordan, A. K. D. Rutherford, Sheila Sheehan, D. H. Sidebottom, 
J. T. Sweetnam, A. P. Whyte and F. B. B. Woods. ` 
Royal College of Surgeons of England ; ; 
At a meeting of. the council held on Dec. 9, with Sir 
Alfred Webb-Johnson, the president, in the chair, Sir Girling 
Ball was appointed Bradshaw lecturer for 1944. 

- Diplomas of fellowship were granted to.thé following: 
R. B. K. Rickford, George Wynn-Williams, K. W. Powell 
d.. 11 M. P. M: O'Callaghan. D. M. Jackson, B. P. Moore, 
de e eee ME Begla $. Er 

. D. „W. G. Holdsworth, A. D. „O. B. 
Dickinson, B. A. CEristiansom Margaret R. Bir and J: D. Jones. 
A diploma of membership was granted to T. A. Quilliam 
and diplomas in anæsthetics were granted jointly with the 

Royal College of Physicians to the following 

orge Bellman, James Butler, J. A, Cochrane, Doreen M. E. 
Sch J. M. Cribb, H. W. Davies, R, G. B. Gilbert, L. M. Hampson, 
R. L. H. Harris, K. O. Harri ksley, R. A. C. 


B. I. Montgomerie, F. U. E. Musgrove, Albert Pearlman, J. M. Piney, 
E . ; : G. Sheppard 


admitted to the fellowship: J. W. Affleck, Titlandhill, by 


~ 


On Dec. 9 the London Hospital began, a scheme for patients 
whose annual incomes do not exceed the following scale: 


married with dependents £750 ; married without dependents 
4600; single with dependents £600 ; single without dependents 


£400. For a weekly maintenance fee of six guineas these 
patients have full use of the laboratory services of the hospital, 
of the department of physical medicine and of an operating 
theatre. Charges for medical attendance have been fixed 
as follews: physician, 5 guineas for the first week, and 3 
guineas a week thereafter with a maximum of 25 guineas; 
surgeon, 25 guineas for a major operation, 13 guiness.for an 
intermediate operation, and § guineas for a minor operation ; 


1 guinea, These beds have been placed in a special ward of 


their own and the system of pay-beds in private wards will- 


continue as usual. 
Medical Textbooks for Malta 
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smokeless zones in towns. 


— 


** 


— — — 


More Beds at Queen Charlotte's? . 
The new premises of Queen Charlotte's Maternity Hospital 
at Hammersmith include an uncompleted nurses’ home of 
185 bedrooms, now used for storing furniture from bombed 


~ houses.. The Ministry of Home Security have agreed to 


clear the furniture from half the rooms, and-if these were 
made ready, for nurses, the hospital could open 40 more 
lying-in beds. Lack of accommodation for nurses. at 
present reduces the number of maternity beds from 200 to 86. 


The Bernhard Baron Memorial trustees will pay £30,000 


towards thé nursés’ home provided if is finished by the end. 
of 1944, and the hospital is seeking permission from the 
Ministry of Health to complete the work. Applications from 
nearly 3000 expectant mothers are refused each year. 
National Smoke Abatement Society is 
At a conference held by~this society in London on Nov. 5 
to discuss. snoke prevention in relation to postwar recon- 
struction resolutions were adopted calling on the Government 
to give the problem urgent and full attention with a view to 
“ improving public. health and amenities, reducing a gros 
economic waste, and assisting the better utilisation of our 
fuel resources; particularreference was made tosmokelessriess 
in new housing and new installations of fuel-burning plant, 
increased production of smokeless forms of fuel and power, 
postwar electrification of railways and the establishment of 
i A second resolution urged local 
authorities to appoint special committees to ensure full local 
examination of smoke abatement as it affects reconstruction 
and town-planning,’ ~ r Eee So Ey 
Health Conference at Westminster eee 
At a conference called by the Westminster Trades Council 


oe: \ 


on Dec. 4, attended by delegates from many organisations 


and by local citizens, Dr. Haden Quest, MP, introducing the 
speakers, emphasised the importance of mutual understanding 
of modern medicine between public and doctors. Dr. Joan 
McMichael drew from the audience many examples of tlie 
sociomedical problems that arise in an area like Westminster 
where there are hundreds of small factories and offices which 
could only be served by an industrial health service organised 


for thé, wholel are,. The wider, subjepty of the future of the - 


K „ L 


medical services having: been, outlined by Dr. R. R. Wilson, 


‘the conference agreed that a national health service based on 
health centres and available to the whole community is an 
immediate necessity and approved. a campaign to secure 
healthier conditions in factories, offices and other places of 
work, and to arouse the public to a sense of responsibility 
for their own health.” The conference committee was in- 
structed to take practical steps to improve the availability of 
hospital beds in the area, to endeavour to inaugurate a home- 
help service for the sick (felt.to be particularly necessary in 


an area where so many office workers live alone) and to. 


organise an-industrial service for the factories and offices at 

present without one. VVV 
Similar conferences held or projected at Leicester, Birming- 

ham, Derby, Staines, Islington, do not appear to have secured 


the same degree of médical collaboration. `- 
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Mr. Frepzriox RIDLEY will speak to the: Clinioal Society 
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of the Royal Eye Hospital on Friday, J an. 14, at- 4. 30 PM, I 


on the tears. š y 


` PENIOILLIN SymPosrum.—tThe J anuary issue of the Bruim | 


Medical Bulletin is to be a penicillin number, with short 
reviews by experts, abstracts of all the important British 
papers on penicillin which have been publislied between 
1929 and 1943; and a bibliography of relevant papers 
not abstracted. Although the bulletin is normally pul fished 
by the British Council for overseas distribution a small 
number of extra copies of this number will be available for 
doctors in this country. Application to the council. at 3, 
Hanover Street, London, W. I, not later than Dec. 22. 


— — 


Appointments : 
CULLEN, THOMAS, MB GLASG., DTM & H: examining factory surgeon 
for Frodingham, Lincs. - : Oe 
FLETOHER, DORIS, MD SHEFF.: medical referce for skin diseases in 
the county-court districts: of Barnsley, Glossop, Pontéfract, 
” Rotherham and Sheffield (circuit no. 13). Ea 
tat the laboratory of 


GILLESPIE, E. HARPER, MB EDIN, : pathologie 
8 oe ee department of neo h. 81 tothe Hospital 
MALL, e . MB NZ., FRCS 2 em 88 a surgeon ne r 
for Sick Children, Great Ormond Street. E | 
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ORIGINAL 


ANXIETY NEUROSIS IN COMBATANTS 


, 


C. P. SYMONDS, D M OXFD, FRCP 
AIR-COMMODORE ; CONSULTANT 'IN NEUROPSYCHIATRY. RAF; 
PHYSICIAN FOR NERVOUS DISEASES, GUY’S HOSPITAL; 
PHYSICIAN, NATIONAL HOSPITAL, QUEEN SQUARE, LONDON 


THERE is little difficulty in describing the symptoms 
of what is generally called an anxiety neurosis as they 
are seen in combatants, nor is there much doubt in most 
cases about the origin of this neurosis in a state of fear. 
It is much more difficult to give an account of the process 
by which fear, which may be regarded as a normal state, 
under certain conditions of flying or battle stress gives 
rise to the neurosis which must be regarded as an abnormal 
or morbid state. The most popular hypothesis at the 
present time is derived from the psychopathology of 
Freud and his followers. According to this hypothesis, 
% anxiety is an affect which arises when as the result of 
i emotional eonflict there is frustration of instinctive 
desire. In the case of war neurosis, whether in flying 
n personnel or other combatants, the conflict is between the 
a instinctive forces of duty, self-respect and loyalty on the 
: One hand and self-preservation on the other. This 
: point of view is succinctly stated by Gordon and 
= Hargreaves (1940) thus: ` 


In the last war it was said that soldiers broke down 
because they could not stand the strain of war, but it was 
really the strain of conflict between their self-preservation 
instinct and the demands of the ideal they had set themselves 
in respect of duty and self-respect. Such a conflict, whatever 
it be, will induce a severe sense of insecurity with its attendant 
emotion of anxiety. If the conflict is not resolved the 
anxiety continues. .. .” 

Those who support this hypothesis generally assume 


+ that the sufferer is himself unaware of the nature of the 
5i conflict. j 
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si anxiety states) are usually unaware of the nature of their 
+ conflicts or at least do not face them openly,” though in a 
„later publication (1943) they imply that an anxiety state may 
arise without conflict. Henderson and Gillespie (1940), who 
x prefer the term anxiety psychoneurosis in order, apparently, 
=<. to emphasise the correlation with a specified psychopathology, 
define a psychoneurosis as implying either bodily disturb- 
* ance ... dependent in a way unknown to the patient on 
> mental causes; or a mental disturbance not the result of 
+s bodily disease. . which the patient realises to be abnormal 
and the meaning of whieh he is at a loss to understand.“ The 
a nature of the affective disturbance resulting from this conflict 
+ is variously defined. Curran and Guttmann (1942) regard it 
as a condition of fear not clearly focused on any special 
+ object”; James (1940) as an emotional state closely allied 

to fear; Henderson and Gillespie (1940) as “a state of 
z morbid fear. 


* AN ALTERNATIVE CONCEPTION 


These extracts are representative of a view which 

s regards the anxiety neurosis or psychoneurosis as an 
‘ affective state closely resembling if not identical with 
Wear, having its origin in an emotional conflict of which 
he.patient himself is partly or wholly unaware. In war 

vt ae conflict is between fear and other emotional forces. 
½. J. different conception is that which refuses to accept the 
1! 4octrine of a specific psychopathology. According to 
¥ this view the anxiety neurosis is a state of fear which is 
s} morbid only in so far as it is not adequately accounted 
«i: for by the circumstances in which it is present. It is 
's conceived simply as a disturbance of function in that 
js part of the mind, or at that physiological level which is 
„œ concerned with the generation of affect. No fixed 
9 pathology, whether psychological or physiological, is 
included in this conception. It is recognised that many 
factors may operate in the setiology and that these may 
be hereditary, physical or psychical. An anxiety 

- neurosis according to this conception therefore may be 
“4 precipitated by cerebral injury, infection or intoxication, 
especially if there is inherited predisposition, without the 
“, existence of adequate psychical factors. It may equally 
result from psychical causes such as catastrophe or 
danger without any physical factor, or both factors may 
,, operate together. The exponents of this view regard 


6278 j 
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the anxiety neurosis of war as a morbid state of fear 
developing out of a natural state of fear, allowing at the 
same time for physical factors such as exhaustion, 
infection or intoxication. | | 
Thus Mapother (1935) stated that the anxiety neurosis of 
war was an over-excitability of the fear mechanism and was 
constitutional, or the result of stress of special dyration or 
severity, perpetuated by situations which had become con- 
, ditioned stimuli in the particular individual.” In his evidence 
before the Shell-Shock Committee (Mapother 1922) he, had 
expressed a.similaf opinion with regard to shell-shock, stating 
that it was “ due to mental strain pr shock too prolonged or 
too intense for the particular individual to endure without 
the emotion becoming persistent. In some cases the strain 
or shock was quite inadequate to cause the resulting symp- 
toms in a normal man, but was adequate for that individual 
on account of constitutional predisposition or acquired 
predisposition due to bodily causes such as infection. 


Thus the anxiety neurosis of war has been explained 
by two quite different theories, one assuming a particular 
affective disturbance resulting from unconscious emo- 
tional conflict, the other assuming an undue intensity or 
persistence of fear due to over-stimulation of the fear 
mechanism. Both hypotheses have in common thé 
assumption that fear is the original source of the neurosis. 


TWO CQNCEPTS OF ANXIETY NEUROSIS COMPARED 


It is necessary for the argument at this stage to con- 
sider briefly the ways in which these two concepts have 
developed. The psychopathological theory is founded 
upon Freud’s concept of the psychoneuroses as resulting 
from conflict between the libido and the ego. No 
attempt can be made here to explain in detail what is 
meant by these terms. Broadly speaking however the 
libido included all positive urges or desires which could 
possibly be associated with sexual relationships ; the ego 
stood for the rest of the personality. In the infant the 
libido was unimpeded, but as the personality developed 
education and social pressure made conflict inevitable. 
As a development of this conflict a split occurred between 
the libido and the ego, the former together with the ideas 
and memories centred upon it being relegated: to the 
unconscious and kept there by the barrier of repression. 
The libido could pass this barrier only in a form accept- 
able by its custodian the censor. Successful passage of 
the barrier was described as the process of sublimation 
and this process was the essence of mental health. 
Failure of sublimation was likely to result in a piling up 
of libido whose attempts to pass the barrier of repression 
were frustrated. Such frustration of the libido gave rise 
to a feeling of tension or affectiye disturbance, which 
constituted the basis of the anxiety neurosis. This 
theory, enunciated’ before the last war, supposed the 
conflict always to be between sexual urge and repression. 
During that war the frequent occurrence of anxiety 

neurosis under conditions in which it was quite clear that 
the source of the neurosis was fear led to- modification 
of the theory by many of its exponents (Rivers 1924, 
Hart 1929). The anxiety neurosis according to this 
modification could result from frustration of any one of 
the instinctive forces, and under war conditions the 
instinct frustrated was that, of Self-preser vation, not sex. 
The mechanisms of repression and sublimation however 
were the sante as those which operated when the conflict 
was between the sex urge and other elements in the 
personality, and the resulting feeling of mental tension or 
anxiety was also the same. This last point is of con- 
siderable importance for it is on this assumption that 
statements such as those already quoted are based, to 
the effect that the anxiety neurosis of war is not directly 
due to the effects of fear but results from the battle 
within the individual. The symptoms of an anxiety 
neurosis are the symptoms of conflict ; the one party to 
the conflict is the ego or personality; whether the other 
party is sex or fear the symptoms will be essentially the 
same. As has been seen the exponents of this theory 
are not always explicit as to the extent to which the 
scene of the conflict is confined to the unconscious, but 
incline to the belief that it is nearly all, or nearly always, 
unconscious so that the sufferer while aware of his 
symptoms is unaware of their cause. 

This account of the FFC theory of 

anxiety neurosis is so brief that it cannot claim accuracy 
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in detail, but must serve for discussion in the present 
context. It is a theory which has been widely. accepted, 
and is assumed by many writers on the subject to be 
entirely satisfactory. The validity of this theory. how- 
ever has been. subject to serious criticism, some of which 


is. aimed: at the fundamental structure of psycho- 


pathology. Hart (1929), for exaniple, has pointed out 
hat the evidence upon which the psychopathological 
theory of neurosis"'is ‘based is derived not from the 
patient’s statements or admissions but from the psycho-: 
analyst's interpretation of these statements, and that 


the psycho- analyst may be biased by the tenets of the 


school to which he. belongs. Mapother (1933) considers 
the conception of ‘specific ‘instinctive forces as a means 
of evading rather than meeting problems of fact. 

i Psychopathological theory. can offer no explanation of 
anxiety neurosis following cerebral injury or physical 
illness, | except by assuming that such physical factors 


| > are not of primary importance and that the true cause 


is to be found by the experienced analyst in unconscious 
conflict.. The answer to this is that the experienced 
analyst: starting’ with this assumption may, by bringing 


to the attention of his subject conflicts which may exist 


in the mind of anyone, find in them a causal significance 


: which does not in fact exist. With regard to the anxiety 
. neurosis of war, when this appears in its simplest form 


as a state of fear immediately following exposure to 
intense or long stimulation, of fear-evoking quality, the 


‘psychopathologist is obliged by his ‘theory, as wéi have 


seen, to postulate an intermediate stage in which fear 
enters into conflict with other emotional forces with 
consequent generation of another kind of fear. A simpler 
explanation of the observed facts if valid would be 
preferable. _ 

The alternative theory of anxiety neurosis. relates it to 


other varieties of affective disorder, for example elation 


or depression, the criterion of morbidity being the 


inadequacy of the circumstances when fully known to 


account for the degree or duration of the affect as judged . 


by normal standards. According to this view, as we 


have observed, the affective disorder may be preci 1 3 


in persons with inherited liability by a variety of physical 
causes as well as by emotional stimulation. When the 


latter is causally operative there is not necessarily 


correspondence between the quality of affect aroused 


by the emotional stimulus, and the quality of the 


resulting affective disorder, but 
The nearest approach to a specific connection between the 


precipitating happening and the type of affective disorder is 


géen in the anxiety disorders which follow a terrifying experi- 


- ence such as exposure to shell fire ” (Mapother and Lewis 1937). 


It is obvious that terrifying experiences are much com- 
moner in war than in peace. Therefore one would expect 


the anxiety neurosis of war to have its origin more often 


in terrifying experience than from any of the other 


possible causes. 


_ analogy of 


It has been pbserved that this latter Concept of the 
anxiety neurosis is descriptive and makes no attempt to 


ANXIET TY NEU UROSIS: IN COMBATANTS . 8 


of fear persists. 


4) 


explain the process whereby normal fear is transmuted | 


into morbid fear. I have attempted (Symonds 1941) an 

explanation in physiological terms based “upon the 
pain. 

One of the objections which may be levelled at the 


hypothesis of the direct development of an anxiety 


neurosis from fear is that as the result of a terrifying 
experience fear very often does not appear immediately 
but after an interval, or if it does appear immediately 
it is of only mild degree and increases later. This is 
certainly true when the stimulus in relation to individual. 


threshold is not of maximal intensity, and when other 
Stimuli simultaneously evoke other types of affective 


response. In these ‘circumstances, as I. have argued 
elsewhere, fear may be completely or partially inhibited, 


to appear later in its full force when the stimuli responsible 


for its inhibition are no longer effective (Symonds 1943). 
When however the stimulus is of maximal intensity 
heedless flight is undoubtedly associated with intense 
fear. Immediate fear also results when the situation is 
such that there is nothing to arouse other types of 
affective response; when for example the individual is 


alone, without call of duty to others, and with no 


stimulus to manipulative activity. Other factors may 


also be taken into account, without the necessity of 


part of the danger, sometimes only a small part, can be 


| But while it is true that in most situations in which fear 


emotion as far as can be judged by his behaviour and 


Has been argued | that such persistence of a morbid fear 


wish to have behaved bravely has been frustrated by the 


The state of morbid fear which develops following reflec- 


depression they classify as endogenous, meaning by: this 
‘that the catastrophe which has initiated the depressive 


is it seems to be found in the definition ‘of anxiety 


‘common : 


‘result of over-stimulation of the depressive affect ocours 


41 , ` 
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supposing emotional conflict.. As I'have already stated, 

the ‘idea of danger either in reflection or anticipation | 
may be a more potent stimulus to evoke fear than’ the 
actual presence of danger. The time factor here is 
important. When danger is sudden and transient only a 


appreciated at the moment. „Reflection gives time for 
T er- hai S with consequent increase of -the 
stimulüs e same is true of anticipation. If there is 
time to study the picture of approaching danger in 
detail the total fear stimulus. is greater than when it is 
seen momentarily and in part. | 
A second ‘objection related to the first is that the 
state of morbid fear which is characteristic of anxiety 
neurosis only results from normal fear when there exists 
the possibility of conflict between fear and other emotions. 


is aroused the ossibility of such a conflict does exist, 
there are steil g exceptions. The example of panic 
flight has already been mentioned. This is a state often 
observed under conditions of war in which the sufferer 
is overwhelmed by fear to the exclusion of any other 


subsequently from his own account of his feelings. The 
affective disturbance may persist long after his efforts 
have removed him far from danger. It may indeed 
persist for several weeks or months under conditions in 
which there is no longer any adequate cause for fear. It 


state following flight is due to conflict: in so far as the 


wish.to escape; but there are instances in which it is 
difficult to accept this explanation, the situation having 
been one in which no man could have been expected by 
himself or others to take any course other than flight, 


tion upon a terrifying ` experience furnishes another 
example of a situation in which the materials for conflict 
may be absent. The sufferer may have behaved in a 
dangerous situation in such a way that he has no cause 
for self-reproach, and that situation may have been one 
which he will not have to encounter again, yet the state 


The psychiatrist eho assumes that the anxiety neurosis 
must invariably be due to emotional conflict will claim 
that its absence in, cases such as those we have taken is 
only apparent, and will find for the patient's behaviour 
or his statements as interpretation which supports: this 
assumption; but herein as we have observed may lie the 
weakness of his method and his claim. It is somewhat 
remarkable that for another type of affective disorder— 
depression—many psychiatrists are ready to admit the 
possibility of development of: the morbid from the 
natural state as the result of excessive stimulation added 
to predisposition, but are unwilling to accept this possi- 
bility in the case of fear. Such a morbid state of 


state has acted as a spark to some inner store of tinder. 
If this is admitted for one type of affective disorder 
why should it not be. admitted for another.? An answer 


neurosis in terms of a set psychopathology:  . 

There is possibly however a further explanation of the 
unreadiness of many psychiatrists to accept as simple 
an explanation of certain cases of anxiety neurosis ss 
they are ready to admit in depression. . In civil life 
conditions which will evoke intense depression are 
conditions which will evoke intense fear are 
rare. The development of a depressive state as the 


so often that it has been well recognised. Over-stimula- 
tion of the fear mechanism being uncommon has not been 
so well appreciated, though as the result of motor or 
flying accidents, shipwreck. or earthquake examples do 
occur. The conditions of war are of course: en | 
different and it is noteworthy that psychiatrists 
first-hand experience of war material have often indenter 
themselves in terms which admit the direct development 
of fear into anxiety neurosis. | Dillon (1940), for example, 
states that 70% of the cases of. War neurosis he observed 
in the field represented— 

A direct anxiety or fear state characters bý generalised 
shaking, nervousness, jumpiness, and some nes dizziness 
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and headache.... This was the commonest form of ‘ Shell- 
shock the symptoms of which constitute the basic features 


of all forms of the neuroses of war.” 


THE ROLE OF CONFLICT 


There is then some warrant for the belief that an 
anxiety neurosis may develop as a direct result of over- 
stimulation of the fear mechanism, that this is a common 
occurrence in war, rare in civil life ; ; and that emotional 
conflict is not essential for the causation of an anxiety 
neurosis whether in civil life or war any more than it is 
essential for the causation of other kinds of affective 
disorder, for example, depression. 'These views are by 
no means incompatible with the supposition that emo- 
tional conflict may be an important or common cause of 
neurosis, either alone or. as a factor complicating other 
causes. 

We are all aware from introspective experience that 
conflict between opposing emotions has an unpleasant 
affective quality of its own. The quality is difficult to 
describe. It is a feeling of tension, uneasiness or 
insecurity which is distinct from other affective states 
though it most nearly resembles fear. It is recognised 
as a natural ‘part of the reaction to a situation or idea 
which evokes opposing emotions and though it is an 


unpleasant feeling it is up to a point beneficial in 


poe NiE judgment. This variety of affect is generally 
called anxiety. It lasts normally as long as the emotional 
conflict exists. As a rule the conflict is resolved by 
some action or decision taken by the individual whereby 
one set of emotions is further excited and the other set 
inhibited. The affective state of anxiety then dis- 
appears. There are many normal situations however in 
which emotional conflict is continuous over long periods 
and anxiety in lesser or greater degree also continues. 
‘We may speak therefore of chronic anxiety as well as 
acute anxiety, using the word anxiety here in a specific 
and restricted sense meaning the affective state engen- 
dered by emotional conflict; and may regard acute or 
chronic anxiety as normal so long as the circumstances 
when fully known appear to justify its existence. We 
must also be prepared to admit considerable individual 
‘variation in the readiness with which anxiety is aroused, 
its intensity and its persistence, these variations depend- 
ing as in the case of other types of affective response 
both on heredity and experience. If the emotional 
conflict is sufficiently intense or prolonged, or if indi- 
‘vidual sensitiveness in respect of anxiety is greater than 
the average, and especially if both factors operate 


together, a morbid state of anxiety may develop Which 


as in the case of other affective disorder once it gets 
beyond a certain point will persist, despite the absence 
of adequate cause. That such morbid states occur is 
well reco in clinical psychiatry, and they are at 
present generally included under the heading of anxiety 
states. They have been described also as states of 
agitation or tension. It is as reasonable to suppose that 


intense though normal anxiety of the kind that arises ` 


from emotional conflict may give rise to morbid anxiety 
as that intense sorrow may give rise to morbid depression, 
or intense fear to a morbid state of fear. 


-~ CONFLICT NEUROSIS AND FEAR NEUROSIS 


We have now reached a point in the discussion at 
which it is evident that we must distinguish in name as 
we have already distinguished in quality between a 
neurosis of conflict and a neurosis of fear. Hitherto we 
have followed custom in including both under the title 
of anxiety neurosis. Our argument for subdivision is, as 
we have already indicated, that the affective state asso- 
ciated with emotional conflict has qualities of its own as 
distinct from fear. The affect of conflict and the affect 
of fear are separable and corresponding with these two 
affects we may recognise two types of affective disorder, 
a conflict neurosis and a fear neurosis. The latter we 
have already considered as a typical affective disorder 
which may result from a variety of causes—inherited, 
physical and psychical. The conflict neurosis may be 
regarded in the same light. Among the patients 
customarily regarded as suffering from an anxiety 
neurosis, there are many whose major complaint is 
neither of fear nor depression, but of uncertainty, 
indecision, tension and restlessness, without adequate 
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cause. In its most severe form this kind of affective 
disorder may be classified as paye Ione and has been 
described as depression with tension (Muncie 1934). 
A conflict or tension state of this kind is most apt to 
develop in persons predisposed by heredity either to this 
or some other form of affective disorder: it may- be 
precipitated by physical or psychical causes, or by a com 
bination of both. When psychical causes are operative 


they are usually to be found in the form of intense or 


long- continued emotional conflict. The sufferer from a 
conflict neurosis like the sufferer from a fear neurosis is 
in consequence of his illness more easily disturbed by 
appropriate stimuli which are in this case such as 
simultaneously excite opposing emotions. ` f 

Of the two neuroses into-which we have thus’ sub: 
divided the anxiety neurosis the conflict neurosis is by 
far the commoner in civil life because occasions for 
emotional conflict are common and occasions of intense or 
prolonged fear are rare. Moreover one of the commonest 
emotional conflicts under conditions of peace is that be- 
tween sexual and other emotions. Hence when psychical 
factors are a cause of conflict neurosis frustrated sexual 
desire is quite commonly found in the background. 
Herein probably lies the foundation of Freud’s original 
conception of the anxiety neurosis as resulting from 
frustration of the libido. Under conditions of war not 
only is the fear neurosis much commoner than in peace, 
but the conflict neurosis, which is equally common, is 
usually derived from a conflict between fear and other 
emotions, instead of sex and other emotions. 

We have so far considered the fear neurosis or the 
conflict neurosis as if each existed in a pure state, uncom- 
plicated by the admixture of any other type of affective 
disorder. It is however, a commonplace of clinical 
N that most affective disorders are mixed states. 

nder conditions of war there is especial opportunity for 
ad mixture of the affects of fear and conflict and out of 
this may arise various combinations. Normal fear 
versus other emotions may lead to a conflict neurosis in 
which, so long as the dangerous situation persists, the 
affect of fear is also present. A fear neurosis so long as 
other and opposite emotions are present to contend 
with it will be attended by the affect of conflict, or fear 
neurosis and conflict neurosis may coexist, both affective 
states existing or persisting in circumstances which do 
not justify their existence. Such distinctions may appear 
somewhat academic, for in practice it is often extremely 
difficult in the analysis of a mixed state of fear and 
conflict to decide whether one or the other or both are 
morbid as opposed to natural. I believe, however, that 
the distinction which I have supposed to exist between 
the affective states of fear and conflict deserves emphasis 
for it provides an explanation of a divergence of opinion 
as to the nature and causation of the anxiety neuroses 
of war which has been responsible for a good deal of 
confusion. For this reason, if for no other, fear neurosis 


and conflict neurosis might well be employed to supplant 


the term anxiety neurosis, which like other psychiatric 
labels in the past has acquired so many different conno- 
tations that it has become a hindrance rather than a 
help to clear thinking. 


DEVELOPMENT OF WAR NEUROSIS 


Making use of the distinction and the terms which 
have been suggested, I shall now trace in outline the 
development and symptoms of the common types of war 
neurosis. It is necessary in the first place to reassert 
that fear is a state which is natural, especially in such 
circumstances of extreme, continued or repeated danger 
as exist in war. The ease with which fear is aroused 
however, and its intensity and duration, will depend 
upon factors other than the intensity or duration of the 
stimulus. These factors comprise the innate sensitiveness 
of the individual and the sensitiveness or insensitiveness 
acquired as the result of conditioning and experience. 
Such sensitiveness whether innate or acquired may be 
specific for certain kinds of danger. The affective state 
of conflict when fear exists is equally natural under most 
circumstances, for danger in war 4s a rule excites affects 
1 8 than fear —rage, sense of duty to others, regard for 

ne's own reputation. If these inhibit fear —i. e., prevent 
the appearance of fear —or if fear inhibits the opposing 
set of affective stimuli, there is no conflict: but if both 
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fear and. opposing affects are aroused, a state. of conflict 
must exist. 

Upon these assumptions let us 


under stress of war. 
in his military career before he is ever exposed to danger, 
fear. lest he may be ai fraid and. be found wanting in 
„comparison, with his comrades under an ordeal’ which is 
generally considered to be the crucial test of manhood. 
When confronted with the actual ordeal' he. experiences 
another kind of fear which is met by his desire to. play 
his part. well and support his comrades. 
conflict. With. repeated exposure to danger he becomes 
conditioned or seasoned by experience so that he acquires 

some degree of fearlessness. Stimuli 
- aroused fear are now. inhibited, and conflict is. less. 
With greater experience there is an increasing chance 
that intense or repeated excitation. will overcome in- 
. hibition, or that fatigue, illness or injury may ‘impair 
the inhibitory state. Fear and conflict therefore return 
Hand tend to increase if the experience of danger is. con- 
tinuous. With removal from danger the affective state 
returns to normal, though there may be an initial phase 
‘of increased fear owing. to the removal of inhibition. 
When the time comes for facing danger again. there is 
| anticipatory fear based this time upon past experience 
of the affective distress of immediate fear and conflict. 
This fluctuating state of fear and conflict- may continue 
indefinitely, with relief from the unpleasant affective 
` disturbance when there is removal from danger. ‘If this 


be so it may be said that fear and conillet are present 
only when there is adequate cause. 


The development of a fear neurosis may be’ outlined 
thus. As a result of over-stimulation—to which indi- 
vidual sensitiveness as well as strength or duration of 
external stimulus may contribute—a state of fear is 


generated which persists even when the sufferer is 


removed from danger, and is further excited by stimuli 
which would. previously not have aroused fear at all. 
‘His mind is haunted by fear when he is in circumstances 
of peace and quietness : he is frightened of traffic or of 
sudden. noises. 
how much, will depend upon the morale of the individual 
that is upon his ideals of duty and self-respect. In 
some persons there is no ' conflict—fear is naked. and 
unashamed. This is the uncomplicated fear neurosis, but 
except as the immediate result of some intense and over- 


whelming danger it i is uncommon. As a rule the sufferer: 


from a fear neurosis is inclined to be ashamed of his 
fears and to combat thein, so that added to the state 
of fear is that of conflict“ If individual morale is high 
tbe state of conflict develops tô a pitch at which over- 
stimulation results in a continued state of tension and 


unrest’ so that though the sufferer is assured by his 


‘fellows and by the doctor that there is no justification 
for his self-criticism and accepts these assurances with 
‘his. reason the feeling ‘of conflict persists. This combina- 


‘tion of fear and ‘conflict neurosis is one of the commonest i 


types encountered among men of good morale. f 

In other cases the repeated ‘arousal of conflict by 
intermittent fear may lead to a continuous state of that 
affective state of tension, that feeling of being keyed up 
to fight against oneself, which is characteristic of conflict, 
even when fear is absent. ‘Though he is removed from 
danger and there is neither cause for, nor feeling: of, fear 
the sense of conflict remains and continues.. This is the 


uncomplicated conflict neurosis which again is uncommon. 


by comparison with mixed forms. The admixture: of 
fear and conflict as component affects. of the anxiety 
neurosis of. course does not exclude others such as 
depression. In practice the affective neurosis is nearly 
always, a mixed state, l 


"CRITERIA OF WAR NEUROSIS | 
We have 80 o far made no further attempt to define the 


boundary. which is presumed to exist between anxiety 


- neurosis and health—that is to say, between affective 
disorder and normal affect—than the statement that an 


affective state which appears to be unjustified by the 


‘circumstances in which it is: present is to. be considered 
morbid, and therefore evidence of neurosis. : We 1 89 
qualified , ‘this statement with the remark that the 

circumstances must be fully known to the observer 
before he is able to make the distinction. The qualifica- 
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| base an e 
sketch of the mental state of a healthy minded person 
He first experiences fear at a stage 


Therein lies 


which at first 


Whether there is conflict, or if there is, 
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“tion is obviously important; for the causes of what may 
eventually be considered a natural degree or persistence 
of affective ‘disturbance. are often not superficially 
apparent. The: final criterion however is that which 
relates the affective disturbance. observed. to what might 


be expected of the average V' person in similar circum- 


stances. This dividing: line is relative and subject- to 
variation. For example, if in peace- time a civ 

passenger was involved in an air crash in which he 
himself was injured and a friend was killed, a persistent 
fear of flying might be judged normal; but under con- 
ditions of war, there is sustained excitation of other 
affects Which tend in the. normal person ‘to inhibit fear, 
so that in a member of aircrew who had had such an 
experience as we have described. persistent fear might be 
regarded as abnormal. But if the squadron morale 
happened at the time to be relatively. low the airman 
would be more vulnerable and persistent fear might be 
regarded as normal. It appears then that the dividing 
line between neurosis and normal affett is arbitrary 
depending upon the current estimate of how intense or 
persistent affective disturbance should be in the normal 
peon under given circumstances. ` 

A further’ question to be discussed is. the imp ortance, 
as a criterion of neurosis, of unawareness in the individual 
of the nature, or causes, of his affective disturbance. We. 
have noted that the psychopathological theor y of anxiety 
neurosis lays considerable stress on the origin of the 
affective ‘disturbance in the unconscious. According to 
this theory it is chiefly because certain feelin gs and 
thoughts are repressed and kept out of. consciousness — 
that they are potent for harm. When they are brought 
into consciousness most of their power is lost. In the 
anxiety neurosis of war the feeling of fear and the desire 
for escape together with the memories and thoughts 
associated with this feeling and desire constitute a con- 
stellation or complex which, existing in the unconscious, 
is at war with the rest of the personality. , It is this secret 
battle within the mind which is the essential cause of the 
neurosis. Psychiatrists ¢ of. another school are more elastic 
in their views. 


Thus Mapother. and Lewis. (937) be as e 
. . . is only an attribute of mental happenings, not their 
essence or criterion ; mental life goes on with various: degrees 
Of consciousness . attaching to it. There is no: sharp. division 
between conscious. and unconscious - mental life: no region 
called: the unconscious’. with its own rules and. contents. 
Many of the psychological happenings most significant for 
psychiatry go on without clear. consciousness of .them, but in 


appropriate conditions they. may: be . kg ae 


mote, or. by. ‘full consciousness.’ 


“Te we take the latter point of view we shall regard the 
question whether the individual is: aware of the nature 
or causes of his affective disorder as of. little value as a 
criterion of its morbidity, since . unawareness. of much 
that is happening in the mind is a natural. feature of 
mental life. A man may be sad, frightened or. happy 

without being fully aware of his state of feeling or Nhe 
events which have led up to. it, and this may be con- 
sidered normal. This does not mean however. that self- 
deception. and repression may not at times play an 
important part. in the symptomatology of affective 
disorder. 
An affect must be felt before it chn exist ~ There can 
therefore be no such thing as unconscious affect, but a 
man may nevertheless be unaware of the nature of affect 
within himself. This is a commonplace in war when 
the admission of fear is so unwelcome that the very word 


-is excluded from the vocabulary of- the soldier, though | 


he may allow himself to speak of wind up,” -& term 
Which also includes the uneasiness of conflict between 
fear and other emotions. Such unawareness cannot, 
per se, be regarded as morbid, nor when fear or conflict 
have developed into neurosis can un awareness of nature 
or cause be regarded as an ‘essential feature of the 
neurosis. Individuals may be more or less aware of the 
true character of affective disorder as of normal affect, 
and the degree of awareness may depend — many 
different factors including intelligence, capacity for 
introspection and previous experience, as W as’ reluet- 
ance to face unpleasant facts. Of two men suffering the 
distress of a persistent and morbid fear with the bodily 
disturbances usually associated with -it, one may com- 
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with awareness there is no such means of escape. 
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plain that he fells ill, has palpitation and indigestion and 
does not know what is wrong with him: the other may 
come to the doctor complaining that he is in a constant 
state of fear. Both may be making an equal effort to 
persist in-the face of danger despite their neurosis, with 
resultant symptoms of conflict. One will add to his 
complaint of feeling ill, that of being restless, tense and 
irritable, again submitting these sensations as part of an 
illness which he does not understand, the other will admit 
that the effort to control his omnipresent fear has resulted 
in a state of tension which is unbearable. Both men are 


_ Suffering from neurosis. The one is aware of its nature 


and causes, the other is not. The presence or absence of 
awareness nevertheless has an important bearing on the 
form and further development of the neurosis. The 
man who lacks awareness is likely by a further process 
of self-deception to find in symptoms which are presented. 


to himself and others as those of bodily illness, a means of 


escape from the situation which has in fact been the cause 
of his neurosis, and is now aggravating it. For the a 

on- 
sequently neurosis is aggravated by more prolonged 
stimulation of the affective mechanisms concerned, 
reaches a more severe degree and is less amenable to 
treatment. Awareness therefore is for the individual at 
the same time an advantage and a disadvantage. It 
protects him from hysteria, but renders him liable to 


more protracted and more severe states of fear and 


conflict. 
SUMMARY 
Anxiety neurosis in flying personnel and in troops in 


the battle zone generally arises from fear. There are 
two different views of the process by which the neurosis 
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fear and other emotions, of which the sufferer is generally 
unconscious, and that the affective disturbance results 
from frustrated instinctive desire. Another view is that 
over-stimulation of the fear mechanism can result in a 
persistent and morbid state of fear. The arguments for 
and against each of these hypotheses are reviewed. 

It is suggested that the anxiety neurosis of war includes 
two kinds of affective disorder. The dominant affect in 
one is fear and in the other a state of tension associated 
with emotional conflict. Either affective disorder may 
occur alone though generally they occur together. 

The distinction between anxiety neurosis and normal 
affective reaction is discussed in relation to flying and 
combatant duties, and it is concluded that this distinction 
is relative and subject to variation. 

The importance as a criterion of anxiety neurosis of 
unawareness in the individual of the nature and causes 
of the affective disorder from which he suffers is discussed. 
and it is concluded that lack of awareness is not an 
essential feature of the neurosis, though it may in certain 
respects influence its pattern and prognosis. 
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(From a military laboratory) 


BETWEEN November, 1942, and the end of February, 
1943, an epidemic of influenza B was investigated in 
certain military units. This paper records the clini- 
cal R (see also Stuart-Harris, Glover and Mills 
1943) 

In one of the units notes were made on 42 cases, 31 of 
which were studied by one of us (J. M. S.). 7 by Lieut. 
A. B. Kinnier Wilson, RAuc, and 4 by Major T. M. A. 
Lewis, RAMc. All the patients had been admitted to 


camp reception stations with fever and acute respiratory 


infections, although not all were thought to be cases 
typical of influenza. By courtesy of Major R. S. Mucken- 
fuss, USAMC, records of 25 patients admitted to the 
Ist Medical General Laboratory of the US Army, and 
7 Dg from influenza-like illnesses, were also avail- 
able 

Hirst serum tests were made on both acute and con- 


valescent sera of all these patients and according to the - 


rise of antibody to influenza B they may be placed in 
three categories :— 


1. Significant rise of antibody (4-fold or greater) 


24 from reception stations 
11 from American hospital \ Influenza B. 


2. No rise of antibody 


3 diagnosed clinically as aty- 
14 from reception stations pical pneumonia. 
12 from American hospital ae ae Y (undetermined 
stiology). 
3. Doubtful rise of antibody (2-3 fold) 


4 from reception stations 
2 from American hospital } Unclassified. 


Sera from all cases in categories 2 and 3, and from 6 
cases in category 1 were also tested against virus A, 
but no significant rise in antibodies was detected. 
The term influenza Y (Rickard et al. 1941) was given 
as a matter of convenience to the group of cases of, 


clinical influenza whose etiology remained undetermined 
by the serological methods employed. 

The symptoms of the camp reception station cases 
were recorded in sufficient detail for comparison of 
influenza B and Y groups with each other and with 60 
collected cases of influenza A (Stuart-Harris 1941). 
The table indicates that the three groups differed little 
clinically. This agrees with the opinions of the clinical 
observers, who could not differentiate between them. 


SYMPTOMS AND SIGNS COMPARED 


1942-43 1937—41 
— 8 Influ- 
nza B | enza Y | enza A 


(24 cases) (12 eases) (60 cases) 


Bi ONSET (%) 
Sudden . a 78 100 75 


Premonitory symptoms 225 8 39 9 18 


SYMPTOMS (%) 
(a) Constitutional— 


Sweating si ae Foe 91 58 17 
Headache ea me ze 83 100 85 
Shivering .. ao ats a 82 83 80 
Malaise .. 3 oe ee 80 100 87 
Anorexia . ee ‘ee ee 79 91 7i 
RTE pains a ie sa 75 66 60 
9 or vomiting ike 5 8 29 33 17 
. 9 es 14 8 20 
Insomnia . Ja oe re 12 0 38 
Fainting .. = ia ss 7 „0 5 
(b) Respiratory— i 
Cough Sy 92 58 88 
Coryza or nasal obstruction `: 5 66 58 80 ~ 
Soro throat h a 42 50 48 
Substernal chest pain ae ae 33 17. 11 
Sputum .. A oi 24 54 31 
Hoarse voice : K fey Sa 12 8 10 
Other chest pain 8 os 9 19 0 
Epistaxis .. : Bd 8 0 0 8 
FEVER 
Average length 3 days {2-85 days 3 pays 


Secondary rise (giphasic curve) : i 469 95 0% 15. 
Average maximum temperature 100-8 F. 102-5 F. 101.2 F 


ABNORMAL SIGNS IN CHEST 18% 33% 


The records from the American hospital showed general 
agreement with the other cases studied as far as symptoms 
were concerned. An important difference was the 
inclusion of a number of afebrile patients (who were all 
negative serologically) so that the average duration of 
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fever in the influenza X group was onl one day after 

admission to hospital, compared with two days for IN LUENZA IN BRITAIN, ’ 1942-43 
5 B. 1 N at 915 55 Poma ee l 0. H. STU ART-HARRIS | R. E. GLOVER 

ably represented a truer sample óf the current respiratory E ai 

‘infections than did the febrile patients in the camp aD LOND, aR A MATOR ra Prii 

reception stations. , K.O Mrs ie 
_ Jm addition’ to clinical data, X-ray findings were (From a military: laboratory, and the National Institute for 
available in 20 cases, and leucocyte counts i in all 25 cases : Medical Research, London) 


in the American hospital. 7 : 
he ch kii P TRE changing character of recent influenza 51 es 
e chest skiagrams of 8 of the patients with influenza B was discussed. in a previous. paper (Andrewes et al. 1941). 
taken at various stages from the 2nd to the 7th day were A8 a four-year ‘cycle had prevailed in England since 
normal; one other showed doubtfully significant increase in 1929, it was anticipated that 1941 might be a peak 
hilum shadows on the left side during the fever. In the influ- period ;. nevertheless, the outbreaks that ere 
enza Y group skiagrams taken from the 2nd to the 11th day relatively mild. Laboratory studies indicated that 
were normal in-8, and indicated pleuritis of the right base in much of the sporadic clinical influenza during January, 
one. One other patient at the American hospital with nega- 1941, was due to influenta ‘A’ „but ferrets were 
tive serological findings had lung changes suggestive of. less readily infected t! in earlier outbreaks and the 
atypical pneumonia, and 2 in the camp reception station group — viruses recovered were not easily adapted to mice. It 
were similarly diagnosed on clinical and radiological grounds. was confirmed that testing of acute and convalescent 
The importance of the radiological findings in true influenza human sera for neutralising antibodies is a more delicate 
k B was that atypical pneumonia had occurred sporadically index of infection than ferret inoculation. ` 


among British troops in the area during the previous nine During the winter and spring of 1941-42 and 1942-43 
months, and the disease was also prevalent among American a study of influenza has been continued. 2 a 


troops in an adjacent locality. Chest complications were 
singularly infrequent in cases from all areas during the period ' | > PERIOD 1941-42 


of influenza prevalence. D 
uring this season there were. neither localised nor 
‘Leucocyte counts, on aimeo varied: from 3400 to. spreading epidemics, but fairly numerous sporadic c 


10, 000 per c.mm. in the cases of influenza B, and from 3300 to 
12, „000 in influenza V. Differential leucocyte counts were 2 also diagnosed clinically as influenza, were encountered. 
The tests made by one of us (C. H. S.-H. ) and by the late 


| insufficien ly d e 

e fon diagnostic e Miss Dora Lush, consisted in attempts to infect:chick embryos 
Eaa | DISCUSSION n ia Vith filtered garglings and in estimations of the serum inhibi- 
Ni t al. (1942) d ibi fu ike ondene tion titres to influenza virus agglutinin for the red célls of the 
igg et al. ( escribe an in 9, whi e SP fowl (Hirst 1942), both during the febrile stage of the disease 
in a mental hospital during May, 1939, which wes sub: and 7 to 10 days later, during convalescence (Stuart-Harris 
sequently found to be due to influenza virus B 1943). The Hirst tests were carried ont with small batches 
compare its clinical features with those of influenza A ol virus fluid prepared from time to time as embryos were 
occurring earlier in the same year and note that influenza available, and an unavoidable variation was thus introduced 
B differed from A in that coryza was commoner and by the employment of different virus fluids. The importance 
generalised aching less common, while the average of comparing the inhibitory power of the two sera from one 
temperature of the B group tended to be a little lower. individual against the same virus fluid and the.same fowl red 
White-cell counts were about the same for both. The cells on the same day kas been emphasised (Stuart. Harri 

unreliability. of mental patients as regards symptoms 1943). 
made it difficult: to determine the significance. of the Ser ita was de on 52 spora 1 of influenza 


clinical differences, but in any case they were not clear. and alsó of atypical pneumonia in the winter of 1941—42 


enough to afford means of separation. 
| yielded entirely negative results ; a few garglings received 
In our series influenza B differed little from iins Fom milit ee eee 92 ion. 1 liso wit! 


A either in general aching or incidence of coryza, although negative results. It was thus.confirmed that no influenza 


the average maximum temperature was slightly lower. 
We too concluded that clinically the two groups were hess ee none of a known type was current. during this 
PERIOD 1942-43 | 


indistinguishable. 
Taylor et al. (1942) compare 23 cases of influenza B 
seen in the Argentine during. 1941 with a group of ‘Epidemiology.—During the winter 1942-43 an in- 
influenza A cases in.the previous year. They believed vestigation of. acute respiratory infections was carried 
influenza A to be somewhat more severe and more out in two diyisions in which cases were officially 
uniform in symptomatology than B., Generalised notified (Stansfeld et al. 1943). In division B the 
symptoms were more persistent, and sweating, body , notifications were subdivided into febrile and afebrile, 
pains, expectoration and inflammation of the eyes and but in division A they included all cases of colds, 
throat were noted more often in the A group. Wey were sore throats, pharyngitis, tonsillitis, influenza, bron- 
unable to demonstrate suth a difference. l chitis and pneumonia, whether febrile or not. ‘The 
, i incidence of respiratory infection was low in both 
SUMMARY: l divisions, even during January when a sharp rise 
A group of 24 cases of influenza B (proved by. sero- took place and for a fortnight there was a mild -out- 
similar cases occurring in the same outbreak but showing had merely sporadic cases of influenza such as are seen 
no rise in antibody to either A or B virus (classified as regularly at this time of year. The notifications in 
influenza Y), and also with a collected series of 60 cases division B during January indicated a much greater 
of influenza A. Little difference is apparent between proportional increase in febrile than in afebrile cases. 
the three groups. : Clinical and laboratory investigations. —During the 
Ihe clinical findings were in general agreement with- entire period in division A, and from Jànuary to March 
those in cases admitted to an American army hospital, in division B, tests were made on garglings and sera 
whose chest skiagrams, leucocyte counts and differential collected from cases of upper respiratory tract infections. 
counts were not diagnostically significant. A few specimens were also received from civil or mili 


guis dividual the Ist Medical General Laboratory of the US Arm 

ingistin hable] pte eee DARED y Tests were made in all upon 15 individuals most of 
| . REFERENCES as 9 whom suffered, from attacks of clinical influenza of 

Nigg, | O., Eklund, O M., Wilson, D. E. and Crowley, J. H. (1942) varying severity. A few were selected for study for 


Amer. J. 2 35, 265. special reasons, such as clinical resemblance to atypical 
Re orsfall, F. L., Hirst, 5 X. and Lennetto, E. H. pneumonia (2 patients in November) or lack of febrile 
crt Publ, Huh Rep., Wash. 56, 1819, reaction (4 patients in January), and so far as possible 


Stuart-Harris, C. H. (1941) J. R. 5 med. Cps, 77, 123. 
— Glover, R. C. and Mills, K. C. (1943) Lancet, Ii, 190. , febrile patients from ‘division A were studied irrespective 


Taylor, R. M., Parodi, A. S., Fernandez, R. B. and Chialvo, R. J. of symptoms. Sera from 4 cases diagnosed as N 
i (1942) Rev. Inst. baci. G. G. Malbran, 11, 44. influenza ” were examined in April. a | 


` 
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- In contrast to the previous season when no significant. 
rise in antibody was detected by the Hirst test, differ- 
ences in titre between acute and convalescent sera were 
noted. From the middle of December, 1942, until the 
middle of February, 1943, a proportion of the cases 
upon which serum tests were made showed an 
increase in antibody to influenza virus B, but not to 
influenza A. 


The entire series of tests in 1942—43 were made with recon- 
stituted dried allantoic fluid kindly made available by Dr. 
G. K. Hirst of the International Health Division of the 


Rockefeller Foundation, New York. Early in 1943 Hirst's 


new technique (1942) was adopted using 0-5 c.cm. quantities of 
serum and virus and red-cell standards from 0-25% to 0:87%. 
The period of sedimentation was increased from 60 to 75 
minutes. As many different batches of fowl red cells as 
possible were employed during the tests in order to minimise 
in the final results, the influence of individual fowl cells, 
which had been found to have an effect on the actual inhibitory 


Power of a serum against virus B but not against virus A. 


The simultaneous test of the two sera from each patient with 
the same reagents also reduced variation in the results from 
technical causes. 


In each test standard sera were used—namely, a hyper- 
immune rabbit serum for B tests and two pools of human 
sera (1941) for A tests. In 22 out of 25 tests of the B serum 
against the homologous virus the readings were between 
1/128 and 1/256: the other 3 were 1/64, 1/96 and 1/320. 

The 14 tests of the 


1941-42 human pool sera versus 
INFLUENZA VIRUSA] |INFLUENZA VIRUS B] A ranged from 1/64 to 
(52 sera pairs ) (52 sera pairs) 1/160. 


Fig. 1 shows the 
results of the Hirst 
test on 52 pairs of 
sera from 1941-42, 
difference of titre of 
the two members of 
each pair being 
plotted against the 
titre of the first serum 
collected during the 
fever. Most of the 
pairs of sera showed 
no change in titre 
with either virus A 

or B; a few showed 
a decrease, and a few 
an increase in titre 
not exceeding 2-fold, 
against either virus. 


INITIAL TITRE 
2 


is OxtS 2 3 +2 t5 OxIS 2 3 

CHANGE IN TITRE Hirst has stated that 

Fig. | a 4-fold increase indi- 

cates influenza virus infection ; so the results with these 
sera were, by his standards, negative.. 


Fig. 2 shows the results, similarly plotted, of tests with 


virus B on 114 sera from 1942-43, 78 of which were also 
tested against virus A. Of these 114, 52 showed either 
no change, a decrease in titre, or an increase not exceed- 
ing 14-fold ; 12 showed a 2-fold or 3-fold increase, and 
50 showed an increase 4-fold or greater. The sera of all 
52 in the first category, of 11 in the second category, and 
15 which exhibited 4-fold or greater increases to virus 
B, were tested against virus A. Only 2 pairs of sera 
exhibited differences in titre with virus A in excess of 
three times—namely, 4-fold and 5-fold increases; the 
majority showed no change, and the sera which were 
placed in various categories by the tests against virus B 
showed. no such differences with virus A. These results 
were interpreted as indicating infection with influenza 
virus B in 50 patients. 

Fig. 2 also shows that the rise of B antibodies in indi- 
vidual patients was correlated with the initial titre of 
the serum, so that patients with low initial levels of 
antibody (8-32) more often showed increases in antibody 
than did those with high initial levels (128-512). 


For 16 pairs of sera the results of the Hirst test were checked 
by neutralisation tests in mice; the sera included specimens 
in which the rise was considerable and others in which it was 
small, The results were plotted graphically as by Hirst 
(1942). Correlation was good, though not quite so close as 
in Hirst’s results with influenza A virus; this is doubtless 
largely accounted for by the variable introduced into the 
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1942 - 43: 


INFLUENZA VIRUS"B | 
(136 sera pairs) 


INFLUEN 
(98 


ZA VIRUS A 
cru ht | 


8 


INITIAL TITRE 
2 


72 15 OxiS 2 3 4 
CHANGE IN TITRE 


+2 15 Ox ts 2 3 46 B 12 16 24 32 


Fig. 2. 


tests with B virus by the unavoidable use of cells from different 
fowls. | 


Towards the end of the normal influenza season and 
after it, there were a number of small outbreaks appar- 
ently, due to influenza A. Two of three sporadic cases 
of influenza arising towards the end of March in a single 
unit of division B showed increases of antibody to 
influenza A but not to B. This unit was disbanded five 
days later, so further observations were impossible 
From a localised outbreak in East Anglia in March, 
1943, ten sera were examined—2 pairs (acute and con- 
valescent) and 6 single (convalescent) specimens. The 
paired sera showed in one case a definite (x8), in the 
other a doubtfully significant rise of titre against A, but 
none against B: one of the single specimens showed so 
high an anti-A titre (1/512) as to suggest a.recent A 
infection. From an outbreak on an RAF station, also 
in East Anglia, in May, 1943, 7 pairs of sera were obtained; 
nqne showed any rise against B but 4 showed a rise 
against virus A (x6 to x16). Finally pairs of sera from 
a local outbreak in Scotland in June, 1943, showed in 


4 instances a significant rise and in 2 a trivial (x2 to x3) 


rise against virus A; again there was no evidence of B 
infection. 

Attempts were made to recover, by means of egg 
inoculations, strains of influenza virus from the gar- 
glings of patients who did, or did not, show increases 
in B antibody as a result of their infection. Garglings 
were not available from the cases of influenza A, 
but those from 21 cases were tested, of which 11 were 
from patients diagnosed as influenza B on serological 
grounds. The garglings were filtered and inoculated 
amniotically into 12-day chick embryos, and passage 
from chick to chick was carried out 1-14 (usually 3) times. 
No virus was recovered by this procedure; the extra- 
embryonic fluids of the inoculated eggs never acquired 
the power to agglutinate fowl red cells, nor did they 
(11 samples) produce lesions in mouse lungs, even on 
passage, or (6 samples) infect ferrets. _ 

Ferrets.—Garglings from 26 patients were inoculated 
into ferrets between January and April, 1943. Of these, 


7 came from the military units mentioned above, 2 from 


the Eastern counties and the rest from the London area : 
if circumstances did not permit immediate inoculation 
oy were stored in CO, alcohol at —76° C. for a few 

ays. . 

The garglings were administered intranasally to ferrets 
in the usual manner under ether anæthesia. The results 
were at first sight completely negative since no recog- 
nisable clinical symptoms with typical fever were 
detected. As the number of ferrets was insufficient to 
permit blind serial passages as carried out in previous 
years, we decided to apply the Hirst test to the sera of 
% convalescent ” ferrets to determine whether antibodies 
against either A or B virus had developed. 


The general plan was to inoculate two ferrets with the 
original material. One of the pair was killed at the 4th or 
5th day and a centrifuged suspension of lung and turbinate 
in 10% serum broth was frozen in CO, alcohol. The second 
ferret was bled about 14 days after inoculation and the serum 
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tested against both A and B. viruses. 
ings were taken in some but not in all‘ of the . ferrets. 
‘The inhibitory action of normal ferret serum varies according 
to the. particular sample or pool, of fowl red cells which is 
being used. Preliminary tests have indicated that the 
inhibitory titre of normal serum usually ranged from .1/32 
to 1/128 but that occasionally readings as high as 1/142 to 
1/256 are éncountered. Antibodies against A or B virus were 
judged to have developed if the titres of the serum 14 days 
after inoculation was above the upper level of the normal 
range. 
body level, the stored materia] from the first ferret was passed. 


d to two more animals. 


Of the 27 samples thus. tested, 3 provoked a rise in 


temperature to over 104°C in one of the original. pair, 


but it is doubtful if the reactions were specific for influenza 


since passage of suitable material failed to induce a febrile ° 


response. Recognisable symptoms were absent in all 
ferrets inoculated with original garglings and in those in 
the passage series.. No gross changes were found post 
mortem: 
gested and moister than normal, but no increase in the 
turbinate reaction was observed on passage to other 
ferrets. 

In 19. instances the sample of 90 8 serum from 
the ferret inoculated with the original material failed to 
show any appreciable increase in A or B antibody, but in 
the remaining 8 there was a 4—16-fold increase in antibody 
against B virus, (2, x4; 1, x6; 2, x8; 1, x12; 2,'x16). 


In passage ferrets, a. significant rise in antibody was 


— t. A 


E detected in animals after 1, 1, 2, 2, 2, 3, 3 and 6 passages 
respectively. The s yecificity of the antibody in the 
-ferret sera was confi 


ed in 5 instances by neutralisation 


. tests i in mice, in Which suitable serial dilutions of feiret 
~ serum were mixed with mouse-lung filtrate (B. virus, 


transmitted through the ferret. 
active tø provoke a febrile response or to- establish 


Lee strain). 
We gained the impression from these studies that a 
virus serologically indistinguishable from B was being 


clinical symptoms, but was capable of stimulating anti- 
body production. Dr. Himmelweit (1943) was more 


Successful than we were; ; he passed a strain through 


ferrets, and after 15 passages induced it to infect chick 
embryos. He kindly sent us some of his material which 


we found to be influenza B by the Hirst test. 


The two samples from the Eastern Counties did asi 
infect ferrets, and tests of their sera were negative 


although an appreciable rise in A antibody in the con- 


M ipgorE sera from these patients was detected by the 
irs 
‘The table summarises the results of the serological 


` tests in 1942-43, showing the proportion which gave 


positive results amongst (a) the human sera, (b) the ferret 


sera. It will be seen that comparison between sera 
REACTION TO HIRST TEST (B VIRUS) ' 
SERA 
Garglings 
_ tested Human + Human — Human + Human — 
Ferret + | Ferret — Ferret — Ferret + 
21 6 7 8 0 


from human cases and sera from ferr ts inoculated with 
the corresponding garglings was possible in 21 instances. 
In 7, human and ferret. sera were negative; in 6, both 
were ‘positive ; in the remaining 8, the human sera were 
positive, the ferret sample negative. | 


_ Suspensions of ferret turbinates and Jungs from the most 
promising cases were inoculated intranasally into mice without 
result.. In 2 instances the tissues from ferrets inoculated 
with garglings were used,. while the third-pass material was 
used in one case and the fifth-pass i in another. Two of these 
strains were passed six times, one three times, and one twice, 
through mice in. series, but no evidence of B infection was 
detected although in one instance the survivors from.a group 
inoculated primarily with ferret tissue were subsequently 
proved to be immune to B virus. 


In general the results, though disappointing, confirm 
the serological results on the human patients, and they 
emphasise the great difficulty in establishing strains of 
influenza B in animals. The lack of , of 


THE LANCET]’ MAJOR STUART-HARRIS AND OTHERS: INFLUENZA. IN BRITAIN, 1942-43 


Preinoculation bleed- . 


If the serum of the second ferret showed a high anti- 


sometimes the turbinates were slightly con- 


It was insufficiently 


Positive. 
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filtered garglings for the. chick embryo is not altogether 
surprising. in view of the low. percentage of positive 
results obtained in this ‘Saas am 1941 with garglings 
frora cases. of. influenza A. 


pls SSION 


Recent serological , tests (Lush, Stuart-Harris jä 
ede 1941) showed that a considerable proportion of 
cases of influenza towards the end of the 1939 season 
were due to B virus. This was the first record of the 
existence of this strain in the British Isles. In 1940-41 
there were mild epidemics, some of which were due to 
A virus (Andrewes et al. 1941), but:no evidence of B 
virus was found. During the early months of 1942 there 


‘were no widespread epidemics, no viruses pathogenic 


for ferrets were isolated, and no serological evidence. of 
antibody. rises against viruses A or B was_ obtained. 

Towards the end of the year, however, and again in 
January and February, 1943, a mild increase of acute 
respiratory infections, with a small peak in January,, 
was associated with serological evidence of influenza 
virus B infection.. The illnesses were clinically typical 


of influenza, but some other respiratory infection which 


did not evoke serological changes for known influenza 
viruses. was prevalent at the same time ; many of these 
cases were afebrile, but some were febrile and could not 
be differentiated clinically. from influenza B. - Subse- 
quently (March to June) the type changed and several 


minor outbreaks of influenza A infection developed in 


different parts of the country. They remained localised, 
however, and although occurring in widely separate 
areas, showed no tendency ab. this. time to assume 
epidemic proportions. 


There is some similarity., in the epidemiology of i 


influenza in this country -in recent years and in the 
Argentine during 1940-42. 

Taylor, Parodi, Fernandez and Chialvo (1942) report that 
in 1940—41, 22 human sera out of 26 showed neutralising 
antibodies to A virus, 1 to B and 1 to both A and B. After 
the epidemic had passed, 3 persons showed a rise to B only, 
but probably a mild B attack was in progress since later in 


‘the year a number. of sera showed high antibodies to both 


A and B. 

In 1941-42 both influenza virus B and cases of unde- 
termined ætiology were encountered.. They were generally 
mild and gave rise to few complications. Nò evidence of 
influenza A virus infection was obtained. Taylor et al. 
remark on the relative ease with which strains of virus were 
isolated from throat washings taken during 1940 and trans- 
mitted to ferrets, in contrast with the genra failure of similar 


efforts with 1941. material. 


The Hirst technique is exceedingly valable hh in. detect- 


ing virus B outbreaks, provided the factors causing 


variation in the inhibition titres of any: particular serum 
are fully recognised and suitable precautions are taken 
against false readings (Stuart-Harris 1943). Like 


Taylor et al., we have found it useful to instil garglings 
into ferrets and examine the serum by the Hirst, tech- 


nique for antibody rise. .In a proportion of cases in which 
the convalescent serum of the human patient showed a 
significant rise against virus B, the ferret serum was also 
Serial passages through ferrets may also 
induce a rise in antibody although no overt symptoms of 
infection can be recognised. So far we have not isolated 
a B strain from garglings, either by ferret or mouse 
passage experiments or by the inoculation of the amniotic 
or allantoic cavities of developing eggs.. Himmelweit 
(1943), however, has isolated. from a fatal case of in- 
fluenzal pneumonia a strain which closely resembles, 
though it, is not identical with, the B strain (Lee), and 
he succeeded in infecting ferrets and chick embryos. 
Taylor shows that in the Argentine a relatively wide- 
spread epidemic of influenza A—explosive in character 
but, disappearing. quite rapidly—was associated with 
or followed by an influenza B outbreak. In the following 


Fear sporadic influenza with no peaking was apparently 
due to influenza B and to an unidentified agent. 


In 
this country the reverse appears to have happened: a 
mild epidemic caused by B virus in association with 
unknown agents was followed by outbreaks due to 
A virus. 
the question suggested itself, Will the change in type 
result in a’ widespread epidemic? At first there was 


At the time of these observations ( June, 1943) 


` 


„ LN 


THE LANCET] 
no apparent increase in the distribution and severity 
of outbreaks, but since November, 1943, influenza has 
appeared in epidemic form and preliminary tests at the 
National Institute for Medical Research have shown 
that A virus is the predominant type. 


SUMMARY 


1. Early in 1942 examination of convalescent sera bj 


the Hirst technique, and transmission of garglings to 
ferrets and developing eggs, failed to reveal any evidence 
that the mild influenza outbreaks then occurring were 
due to influenza viruses A or B. . 

2. A mild increase in the incidence of acute respira- 
tory infections early in 1943 was associated with sero- 
logical evidence of influenza B virus infection. Later 
in the season (March to June) small scattered outbreaks 
of A virus infection were encountered. 

3. The value and the limitations of the Hirst test 


i 


are discussed. . 
We extend our grateful‘thanks to numerous doctors, both 


Service and civilian, and especially to the lst Medical General 
Laboratory, APO 519, US Army, for unfailing help in facili- . 


tating this investigation. We are especially indebted to 
Dr. C. H. Andrewes, FRS, for advice and assistance in preparing 
our report. 
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INFLUENZA VIRUS B 


ISOLATED FROM A FATAL CASE OF PNEUMONIA 


F. HIMMELWEIT, MD BERLIN, PHD LOND, MRCPE 


(From the Section of Virus Research, Inoculation Department, 
St. Mary's Hospital, London) 


SINCE the first isolation of a virus from patients suffer- 
ing from epidemic influenza by Smith, Andrewes and 
‘Laidlaw (1933) it has been shown that at least two 
distinct antigenic types of influenza virus exist. Francis 
(1940) and Magill (1940) discovered in America strains 
now known as influenza virus B. They have no 
immunological relation to the origina] strain or to others 
subsequently isolated and grouped together as influenza 
virus A. 

Serological evidence of virus B infections in this 
country has been obtained by Lush, Stuart-Harris and 
Andrewes (1941) and by Stuart-Harris, Glover and Mills 
(1943). Attempts to isolate a virus from garglings of 
patients have, however, hitherto proved ineffective. 
Through the kindness of Prof. W. D. Newcomb, to whom 
I am also indebted for a description of the post-mortem 
findings, I have had access to a fatal case of influenza 
from which I recovered a virus closely related to the 


B strain (Lee) isolated by Francis. 


CASE-HISTORY AND POST-MORTEM FINDINGS 


The patient, a man aged 56, fell ill on Feb. 8, 1943, 
and thought he had influenza. Next day he was much 
worse, with precordial pain and pyrexia, and in the 
evening he had a hemoptysis (about $ pint). He became 
semi - conscious, and on Feb. 10 was admitted to St. 
Mary’s Hospital, moribund. He died before being 
clinically examined The following were the findings 
at autopsy on Feb. 11 :— 

Respiratory system.—Dark altered blood exuded from the 
nose. The larynx and trachea were rough and reddened’; 
thin, grey, friable membrane in patches on cartilages gave a 
banded appearance to the inner surface. There was much 
frothy bloodstained fluid in the trachea and bronchi. Both 
pleural cavities also contained bloodstained fluid. The lungs 
were dark and heavy; there was no fibrin on the surface, 
and they showed bloodstained odema with patchy peri- 
bronchial consolidation. ? 

Microscopically it was found that all the surface epithelium 
of the trachea was shed ; there was little fibrin on the surface 


through three superimposed ‘ Gradocol’ membranes. 
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and there were masses of staphylococci, but few leucocytes. 
The epithelium of the bronchi was also shed. The lungs 
showed patchy bronchopneumonia, necrosis near brochioles, 
much hemorrhage, and many staphylococci. 

Other findings.—Cloudy swelling of myocardium, liver and 


kidneys ; early septic spleen. 


The important points are: (1) the enormous number 
of staphylococci, giving a heavy growth of Staph. aureus 
on culture from the lung; (2) the destruction of epithe- 
lium in ‘trachea and: bronchi; and (3) necrosis, hæmor- 
rhage and little active reaction in lungs. 


“ISOLATION OF VIRUS 


Eighteen hours after the patient’s death a bacteria- 
free filtrate of lung tissue was prepared for inoculation - 
of a ferret and mice. l 

Preparation of filtrate.—The current method of obtain- 
ing virus filtrates involves clarification of a tissue sus- 
pension through paper and asbestos pulp (Elford 1938). 
A method developed during the past year makes it 
possible to dispense with this initial clarification: with 
consequent saving of time and labour. 


After the usual centrifugation of the tissue suspension at 
3000 rev./min. for 30 minutes, the supernatant fluid is filtered 
The 
membranes, which were prepared in this department, had an 
average pore diameter (APD) of 1-5u 1-054 and 0-74; they 
were so arranged that the suspension had to pass first through 


-the membrane with the largest APD and last through the one 


with the smallest APD. The membranes thus act in succession 
as traps for particles of decreasing size, and each membrane 
holds back particles which would tend to block the pores of 
the next one. The membrane of 0-74 APD retains bacteria. 


By this method the volume of filtrate per unit area of 
membrane is about half that obtained by the method 
involving preliminary clarification. On the other hand, 
it is found possible to use tissue concentrates (e.g., lung 
emulsions from mice infected with influenza virus) u 
to 20% compared with the 5% used in the current method. 
The yield of such filtrates is comparatively smaller, 
but their potency measured by the 50% end-point caleu- 
lation method of Reed and Muench (1938) is two or three 
times that normally obtained. 

This method was used for the preparation of a filtrate 
from a 20% suspension of lung tissue from the case. 
described above. 

Inoculation of ferrets.—The filtrate (1-0 c. em.) was 
passed to a ferret in the usual way and a slight rise of 
temperature (103° F.) was observed after 88 hours.! 
The animal was listless, but no other signs were observed. 
On post-mortem examination nothing abnormal was 
seen. 

A filtrate from a 10% suspension of the turbinates, 
prepared by the method outlined above, was passed to 
a second ferret four days after the initial inoculation. 
The temperature rose to 103 ·8˙ F. after 64 hours. A 
third ferret similarly inoculated from a filtrate of the 
turbinates of the second ferret produced a temperature 
of 103° F. after 64 hours and in this animal congestion 
of the turbinates and a slight livid discoloration of one 
lung lobe was seen. Subsequent passages were made to 
21 ferrets in all, at intervals of three to four days, in- 
volving 19 regular passages. The 17th and 18th pas- 
sages were done in duplicate; 1 ferret of each of these 
two passages was bled after a fortnight to obtain sera; all 
the others were killed on the third orfourth day. From 
the 4th ferret passage onwards, all showed congestion 
of the turbinates and more or less extensive livid areas 
on the lungs; all reached their maximum temperature 
48 hours after inoculation. -Ferrets 7, 8 and 21 showed 
temperatures between 104° F. and 105° F. Most of the 
animals were obviously ill, listless and eating little; 
5 had wet noses and sneezed. In general these effects 
were similar to those observed by Francis in ferrets 
inoculated with influenza virus B. ; 


1, The normal temperature of the ferret is about 102°F. Owing 
to non-specific temperature elevations often seen with these 
highly excitablo animals, most workers do not consider readings 
below 104° F. as pathognomonic. As a routine, the tempera- 
tures of the ferrets in this department are taken daily for a 
fortnight, and only those which do not show a temperature 
above 102° F. during this period are selected for inoculations. 

Be MOKOS it possible to consider a rise to 103° F. as suggestive 
o a 40 e.” ; 


— 
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Inoculation. of chick embryos.— Attempts to infect: 


chick embryos were made first from the filtrate prepared 
from the turbinates of the 12th ferret, since no embryos. 


. were available before this. Neither this filtrate nor one. 


prepared from ferret. 14 proved successful. From the 


a“ 


„strain (Lee). 


löth ferret, however, it was found possible to transfer 
the virus to. chick embryos. The inoculation in every 


case was.done by the amniotic route and the embryos. 


incubated at 35° C. {Burnet 1941). The first pass to 
two embryos did not result in any obvious infection, but 
passes from these to two further embryos produced a 
positive result. The allantoic fluid of these embryos 
agglutinated chick cells (Hirst 1941). From this fluid 
a, further 27 passes were made and there was a demon- 
strable increase in the infective’ titre of the allantoic 
fluid. This reached a maximum at the 15th passage, 
a dilution of 10-° killing the embryo within 48 hours and 
a dilution of 10-° showing that virus was present by a 
positive Hirst test. From the 6th passage onwards, 

inoculations were made into the allantoic cavity instead of 
the amnion. Discrete lesions were first observed on the · 


considerably thickened chorio-allantoic ‘membranes of ar 


the 10th passage embryos. 


Inoculation f mice.—Many attempts were made R 
infect mice with the virus. Filtrates from the human 
' lung and from the turbinates and from the lungs of 19 
ferrets. and allantoic fluid of 6 infected chick embryos 
were used. These inoculations did not produce lung 
lesions in any of the mice, nor were such lesions produced 
by further passages from these mice. 
_ were made. in different experiments through 5, 6, and 
8 mice. 

Serological investigations Sera obtained from 2 8188 
inoculated in parallel with the 17th and 18th passage 
ferrets were tested against the new virus strain, using 


' allantoic fluid, and against egg-adapted influenza virus 


A PRS) and influenza virus B. (Lee) strains. Using 
FHirst's technique (1942), it was found that these sera 
inhibited to a high. titre the agglutination of fowl. 
erythrocytes by the new virus strain and by the virus B 
strain, whilst-no effect was observed on the agglutinating 
power of the virus A strain. A PRS. ferret immune 
serum,.on the other hand, tested against the new strain, 
proved ineffective. Lack of a virus B immune serum. 
prevented a further test for a more detailed identification. 
The conclusion seemed justified, however, that the 
new virus strain,. which may conveniently be called the 
“ Paddington strain, was, definitely not an A strain, 
but most probably related to the B type. . 

Dr. C. H. Andrewes and Miss K. Mills kindly confirmed 
the above findings and their serological investigations 
showed that this virus strain closely resembles the virus B- 
Samples of convalescent ferret sera and 
human sera obtained in 1943 showed slightly greater 
antibody ` rises. against the Paddington strain 3 
ö the Lee strain of influenza. B. 
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The difficulties experienced i in recent years in ‘outing 
influenza virus B strains in this country are probably 
due to their low virulence. The fact that an influenza 
B strain has been isolated from a fatal case does not 
necessarily prove its special virulence. It is very likely 


that the rapid fatal issue was due to toxemia resulting 


from the heavy. infection with Staph. aureus, the patient: 
having had probably very little resistance against 
this. organism. The association of influenza virus with 
Staph. aureus in à rapidly fatal case of. influenzal 
- pneumonia recalls the observations of Andrewes, Smith 
and Stuart-Harris (1937) that when Staph. aureus is 
a secondary invader, death is apt to occur more quickly.” 
Serologically, the new B strain closely resembles the B 
(Lee) strain. But its high virulence for chick embryos 
replies reluctance to infect mice are | distinguishing 
eatures. 


`: SUMMARY 


- The isolation of an influenza virus B eesti 8 a 
fatal case of influenzal P a aleamgg is described. By 
a .modified method of filtration through ‘ Gradocol : 
membranes a highly potent filtrate of lung-tissue sus- 
pension was. prepared: This was found capable of 
infecting ferrets and subsequently chick embryos. 
Attempts to infect mice failed. 


drawing my attention to this casé, and Dr. C. H. Andrewes, 


‘ anesthesia in tonsillectomy has not found much favour, 


it is believed that local anzsthesia has very definite 
Serial passes. - 


an eggcupful of blood lost. 


its bed, forming an intervening layer. of cedematous 


-his room, the throat is sprayed by an assistant ‘with equal 
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his strain resembles closely, but i is 6 identical with, 
the B strain (Lee) described by Francis. 


T should like to thank Prof. W. D. Newcomb, FRCP, for 


FRS, for nis constant. interest and advi ice. 
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BLOODLESS TONSILLECTOMY UNDER 
LOCAL. ANAESTHESIA 


G. W. MOREY, M B ADELAIDE, DLO 
MAJOR RAMO; ENT SPECIALIST 


In America and on the Continent the use of khera 


The reason for this is not—as is sometimes thought—a 
lack of skill on the part of the anesthetist, but because 


advantages., Since my postgraduate days in Vienna I 
have performed more than 2300 tonsillectomies under 
local anesthesia, and, with my present technique, claim 
that 90% of the operations are completely bloodless, 
while in the remaining 10% there is rarely more chan 


The essential principle of this . is the injection 
of a very large quantity of ‘ Novutox’? (this proprietary 
preparation of procaine already contains a small amount 
of adrenaline) into the so-called tonsillar capsule, which 
acts in three ways. First, the anaesthetic properties 
are so great that the patient experiences no pain at 
all; secondly, it acts as a perfect hemostatic ; and 
thirdly, by its quantity alone, it forces the tonsil from 


tissue. 

It is, claimed that by this method’ there. is no pain 
whatever during the operation, and the after-pain is 
always much less than when a general aneesthetic has. 
been used; the general recovery is much quicker ; and 
the total operation time is only about: 10 minutes. (With 
a trained team in the theatre it has recehtly been possible : 
to complete seven tonsillectomies i in 7 0 minutes.) E 


DETAILS OF TECHNIQUE . 


Preparation of patient About forty-five minutes before the 
operation the patient is given morphine gr. 41 and atropine 
gr. 1/100. Ten minutes before, while the patient is still in 


parts of 10% cocaine and adrenaline 1/1000. (When he 
comes to the operating theatre, the patient may complain of 
a lump in the throat and that he cannot swallow properly, 
but this is the maximum discomfort he is likely to feel.) 

Injection.—With the patient seated on an ordin chair, 
facing the operator, who sits on a slightly higher level, the 
throat is now injected. As this is the most important ‘part 
of the whole operation, the operator should wear a powerful 
and properly focused headlight. A suitable syringe and 
needles should: be used. A 20 c.cm. Record syringe with 
movable thumb and-finger rings is best, for the point of the 
needle may then be turned in any direction. without alteration 
of grip. The needled should be reinforced, about 5 in. long, 
and curved almost to a right angle at the tip, and they should 


1. Novutox and procaine are sometimes thought to be synonymous, 
On three separate occasions, when at operation there was slight 
pain and slight bleeding, it was subsequently discovered that the 
dispenser had used procaine instead of novutox, thinki 
there was no difference, and that 88 te efore no explanation was 
necessary. Novutox is procaine hydrochloride containing 
0:000 02 g. epinephrine per c.cm. in Ringer’s solution with an 
addition of quinine derivatives and thymol to make it self- 

Sterilising. Procaine is described in the BP as a Local 
‘anmathetto which when injected has a rapid action and 18 
moderately powerful, but somewhat transitory. To obtain 8 

_ prolonged and intense anesthetic effect it is therefore usual to 
add a small proportion of adrenaline, with the Naet of 

delaying dispersion from the site of injection.” - 
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Fig. 1 The arrows show the direction of the needle for the Injections of local 
anæsthetic. 


Fig. With traction on the tonsil the Incision . is made from below upwards 
and sweeps around the upper pole and down the free edge of the posterior 
pillar, as indicated by arrows. 


shave some locking device on the tip of the syringe (Gatbraith’s 
hemorrhoidal, needle is suitable). 
Five injections, each of 5 c. m. of 4% novutox, are made 


f into each tonsil area; in this low dilution 50 c. om. is quite 
harmless. The first injection i is made at the top of the anterior - 


Pillar, about. 1 cm. from the margin, with the tip of the 
* needle pointing downwards and slightly outwards.. The second 
is made in the middle of the pillar, 1 cm. from the free border, 
with the, needle pointing directly downwards. The third, 


and most important, is made at the junction of the anterior 


Pillar and base of the tongue, the needle point being directed 
downwards and inwards, For the fourth injection the Point 


of the needle is inserted behind the posterior pillar as high as 


Possible and in an upward direction, the syringe being drawn 
over into the opposite angle of the mouth. The fifth injection 


is made behind the posterior pillar as low as possible, the 


‘point of the needle being directed downwards and outwards, 
with the syringe drawn well over into the angle of the mouth 
fig. 1). 

l When the injection of both tonsils has been completed there 
will, be considerable local swelling due to the injected fluid. 
“The patient should wait for not less than ten minutes before 
the dissection is begun, so that absorption may properly 
take place. 

Operation. —The patient is s brought back to his chair and a 
sterile towel is fastened around his neck, with another over 
Bis head which covers his eyes. He sits with his chair drawn 
well forward, close to the operator’ s stool, one hand being 
_ placed on each of the operator’s knees. An assistant standing 
behind the patient’s chair steadies the head in his two 
hands, turning it gently to right or left as the surgeon may 
desire. 


Throughout the operation it is desirable to keep up a stream 


of reassuring or even impersonal conversation. This may 
seem a trivial point, but it does help to keep the patient’s 


‘attention distracted, and is always F In Vienna 


this is called vocal ansesthesia.”’ 

No gag is necessary. The patient is asked to open his 
mouth, and the tonsil behind the cedematous anterior pillar 
is gripped by the volsellum. A tongue-depressor may be 
used in the left hand for this procedure,’ but afterwards this 

may be. discarded, for the tongue is easily controlled by the 
depressed volsellum. 

Exerting slight traction on the volsellum, an incision is 
_now made along the free margin of the anterior pillar from 
below upwards. This sweeps around the upper pole of the 
tonsil to the base of the uvula and then down the edge of the 
_ posterior pillar for about an inch (fig. 2). With a blunt 
dissector the oedematous tissue behind the upper pole is gently 
and easily wiped away from the tonsil, and, as traction is 
exerted. on it, the stripping down. proceeds until the tonsil is 
attached only by the lingual prolongation (fig. 3). This 
stripping may be made more easily by a flat rake · like instru- 
ment with fine teeth, and, should it be necessary, force may 
be used in the separation of the lower half of the tonsil from 
its bed without hurting the patient. The tonsil must be 
entirely free, except for its attachment by the lingual pro- 
longation, before its removal is attempted. It is especially 
important to see that it has been completely separated from 
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Fig. 3—The. “cedematous tissue behind the tonsil is broken down by: 
blunt dissection, the upper pole being: freed first. 

Fig. 4—The tonsil now remains attached only by a pedicle. 
is men, EARS over the pedicle and the tonsil thus completely S 

on enuc eate ; ha, = 


The snare, 


the anterior pillar. ae its lower extremity in | order to avoid ae 
damage to the pillar. 


The snare may now be. slipped over the handle of the i 


volsellum, and, by a series of light shaking movements, 
forced down' to the base of the lingual prolongation. Here 


it may be tightened until it cuts through (fig. 4). The tonsillar | 


fossa will now ke found to be absolutely smooth, and clean, | 
with both pillars free and intact. 

Though there will have been no bleeding, I pack the fossa 
with a wad of moistened wool, well wrung out, before pro- 
ceeding with the next tonsil. When the wool is removed at 
the end of the operation, the fossa should be quite dry. II 
there should be an oozing point it can be controlled- by the i 
application of artery forceps for two minutes. (an 


‘The total time occupied in the removal of both tonsils = 
. seldom exceeds three minutes. 


Should there be two or. more 
tonsillectomies on the operation list, it saves a considerable 
amount of time if the injections are given immediately one 


after the other, the first dissection being ‘started -after the 


last injection. With two sets of instruments it should ‘be 
possible to complete ‘five to six cases in an hour. | S 

Postoperative period. —The patient is allowed to sit out. of i 
bed on the evening of the third day, and is sent home on the 
fifth or sixth day. He should be able to resume his. normal, 
life within a fortnight of. the operation. Ys Ti 


COMMENTS’ 


It may be argued by or for the patient that the idea 
of a local anæsthetic distresses them, or that the opera- 
tion would be almost impossible. because of sensitivity 
of the throat, but nearly all patients can be persuaded 
to favour this method if it is explained properly, and most 
of the apprehension at the time of operation is removed 
by the morphine. I can recall only one case where, 
with a hysterical patient, I was unable to complete the 
operation under local anesthesia. The cough reflex is 
of course abolished by the preliminary cocaine spray. 
The patient should not be allowed to see or hear instru- 
ments either before or after the operation, and the 
possibility of seeing blood should 
absolute minimum. Most patients volunteer the state- 


ment after the operation. that It didn’t hurt a bit, 
or “ It hurt far less than having a tooth removed; and 


if not actually volunteered this will be readily admitted 
when asked. I have never seen any complications from 
the injection of this large quantity of local anæsthetic. 
It has not been found necessary to ligature a vessel, 
for should there be any oozing this’ can be effectively 
controlled either by the temporary application of an. 
artery forceps or by inserting a cotton-wool plug wrung 
out dry in turpentine. , Bleeding after the patient is back 
in bed is due either to an incomplete dissection or to 
having allowed the patient to leave the theatre while 


‘there was still a slight ooze from the tonsillar fossa. 
Secondary hemorrhage is very uncommon. 


A history of repeated quinsies is no contra-indication 7 
to the method described—in fact the method is- parti- 
cularly suited to such cases, 
made a little more icul by pass quinsies, but not so 


e. reducéd: to an 


Naturally the dissection is 


eile 


-$ s 


much so as with general ansesthesia,; The method is 


not advised for patients below the age of 17 or 188. 
ae. wake ‘SUMMARY 2 5 

Tonsillectomy under local anesthesia as described is 
painless, usually bloodless, and is far quicker and simpler 
o perform than tonsillectomy under general“aniesthesia, 
and the time of recoyery is shorter. - | 
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__ Primary tuberculous infection arises. most often in the 
lung. Any lobe may. be involved and the site of the 
focus is usually near the periphery. The first reaction 
of tissue to the tubercle bacillus is an exudative inflam- 
matory one with outpouring of neutrophils and serum; 
later, the reaction becomes proliferative with mobilisa- 
tion of monocytes, macrophages, and lymphocytes. 
Caseation takes place in the centre, the surrounding 
exudate is largely absorbed and a capsule forms ‘around 
the focus. The caseous centre becomes inspissated and 
calcified and eventually may become ossified.. Similar 
changes occur in the lymph-glands which drain the area 
of lung infected, and a lymphohzmatogenous dissemina- 

tion of bacilli takes place in most if not all cases. About 
six weeks from the beginning of infection the infected 


person becomes sensitive to tuberculin. . eee 
The chief distinctions. between, primary. tuberculous 
inféction and postprimary or secondary forms of tuber- 
Culosis are as follows. Primary infection develops in 
those who previously have not been sensitive to tuber- 
culin, secondary. infection in ‘those who are already 
sensitive to tuberculin. Primary infection: may appear 
in any part of the lung; secondary infection usually 
starts in the upper third of the lung. The tracheo- 
bronchial lymph-glands become infected and enlarged in 
primary infection, whereas the draining lymph-glands 
seldom become involved in secondary infection. The 
caseous area in primary infection usually becomes 
encapsulated and calcified; in secondary. infection 
caseous areas usually proceed to liquefaction and cavita- 
tion. Hæmatogenous dissemination, not clinically 
evident at the time, takes place in most cases of primary 
infection ; in secondary infection the lesion tends to 
spread by infiltration and by the bronchi. | | 
The primary focus in the lung may become completely 
healed in the course of time, biologically as. well as 
anatomically, leaving behind a small scar or a calcified 
nodule. Though encapsulation and calcification also 
occur in the neighbouring lymph-glands there usually 
remains some caseous material within the capsule and 
here live bacilli may persist indefinitely. Towards the 
‘lung apices and in other organs there likewise often 
persist small areas of encapsulated foci. of. tuberculosis 
derived from the previous dissemination. The patient 
who recovers from primary infection—and most patients 
do recover—has become sensitive to tuberculin and has 
become a host to the tubercle bacillus. Should he again 
succumb to infection, from an exogenous or endogenous 
source, his tuberculosis will be of a secondary type and 
of a moré serious form. pet f , 
It has commonly been claimed that primary tubercu- 
losis, contracted in childhood, provides an immunising 


. ` protection against later infection. Experiments on 


guineapigs and other animals have been ,quoted to 
support this claim. This experimental work may be 
summed up briefly. Two groups of guineapigs, one 
group previously ‘injected with a comparatively mild 
dose of bacilli, are ‘injected with a strong dose of. bacilli. 
The members of the group previously infected survive 
longer than the members. of the other group. They do 
not continue to live and thrive; like the second ‘group 
they also die from tuberculosis but they take a little 
longer to do so. . This longer survival is often alluded 
to in terms of immunity. 
All patients with phthisis have 
primary infection. | 
1. Lack of space forbids a review of the work of Parrot (1876), 


Kuss (1898), Ghon (1916), Ranke and others whose names are 
b with the study of primary infection. . 


| previously. had a” 


_ tuberculosis in young children is frequently fatal. 6 
sive tuberculin testing in the last thirty years has done 


Presence of pulmonary disease. 


most of a lobe. 


examination of sputum-cup. contents seldom 


sputum with a pharyngeal swab is not reliable: 


— 
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Side by side with the idea that infection at an early 
age is of protective value, there exists a hekel that 
xten- 


much to disprove this belief. Drolet (1934) estimated 
there were 5000 cases of tuberculous infection among 
infants under one year in New York in 1930; 75 died. 
Armand-Delille (1927) was inclined to consider pulmonary 
tuberculosis in infants as nearly always curable. Krause 
(1926, 1928) often drew attention to the resistance of 
infants to tuberculosis and expressed the view that only. 
1 out of 65 infected infants died from the disease. Myers 
(1935, 1938) has repeatedly ‘observed that infants and 
children tolerate well the first infection type of tuberen- 
losis. Continuous exposure to heavy dosage of bacilli” 


-occasionally results in overcoming resistance, progression 


of the primary lesion and culmination in acute miliary 
tuberculosis. These are the cases that attract medical 
attention. Primary infection, in children and in adults, 
is usually overlooked. 3 ce. J „ 2 


, -SYMPTOMS AND SIGNS — 7 

With the onset. of tuberculin sensitivity, symptoms 
appear. As a rule the symptoms are mild—sometimes 
so mild that the primary phase is passed through without 
the person seeming ill. The chief symptoms are slight 
pain in the chest, fever to about 101°F., fretfulmess in 
children, lassitude in adults. Children fail to gain 
weight for a while. 5 * i 
Seldom are there any physical signs to indicate the 
There is an increase of 
the sedimentation-rate ‘and commonly a slight leuco-, 
cytosis. In most cases a chest X-ray film demonstrates 
the shadows of a primary complex. The two com- 
ponent shadows of the primary complex, so-called 


ae 
Ranke, consist of a peripheral pneumonic one and a 


perihilar- one. The peripheral shadow varies in size 
from a barely discernible area of shading to one involving 
| The perihilar shadow is usually the 
larger of these two shadows and persists longer. There 
appears to be a difference of opinion regarding the fre- 
quency with which these shadows can be demonstrated 
on an X-ray film. From personal experience of tuber- 
culin testing and of X-raying recent reactors over a 
period of years, I believe that shadows suggestive of a 
primary complex may be demonstrated in most cases of 
recent infection. The frequency with which pulmonary 


and perihilar shadows can be seen in the chest films of 


patients with erythema nodosum supports this belief, for 
erythema nodosum, though not a specific reaction, being 
occasionally seen in other infections,.in the majority of - 
cases in European countries is associated with a recent 
primary infection. . For more extensive evidence regard- 
ing the etiology of erythema nodosum I refer the reader 
to Wallgren (1939) and other Scandinavian writers. 
When the primary infection lesions have subsided and 
become encapsulated, only in a minority of cases are the 


shadows demonstrable on an X-ray film. 


Patients with a primary tuberculous infection seldom 
raise sputum for examination ; whatever sputum there 
may be is usually swallowed. Smear and concentration 
yields 
positive results. To demonstrate the tubercle bacillus 
in these cases it is advisable to perform gastric lavage 
and to culture, or guineapig inoculate, the centrifuged 
residue of fasting. gastric fluid. Attempting to obtain - 
It is 
well to repeat the gastric lavage a couple of times. The 
more assiduous the search for bacilli the higher will be 
the percentage .of positive results. 1 

4. s TREATMENT TT 
The first and most important ‘procedure in the treat- 
ment of primary tuberculosis is to separate the patient 
from the source of infection and thus to protect him from 
continuous dosage with bacilli. Some of the Scandi- 
navian writers have maintained that the dosage is of 
little importance—that a few bacilli may be as fatal as 
many. Results of contact examinations and of attempts 
to locate sources of infection do not support this view. 
It is seldom difficult to trace the source of infection 
when the patient is a child with a progressive primary 
lesion or with miliary tuberculosis; but to trace it when 
the patient is a child with a non-progressive type of 
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primary infection is often difficult and sometimes 
unsuccessful. In the former instance the source is 
invariably found in the child’s home; in the latter the 
source is commonly outside the home. Infants, children 
and adults all have a considerable resistance to primary 
tuberculous infection; otherwise few would survive 
infection. Massive infection may overcome that resis- 
tance.*. Lurie (1941), in his important work on inherited 
constitutional resistance in rabbits, has shown that the 
greater relative resistance exhibited by some strains 
can be overeome by massive infection, and that under 
these conditions the resistant strains develop a generalised 
tuberculosis similar to that which the less resistant strains 
develop from a small dosage. Here clinical experience 
and animal experiment appear to correspond. 

Rest is the next most important item in the treatment 
of these patients. Six to eight weeks’ rest is likely to 
give sufficient time for the:lesions to become encapsu- 
lated. Most patients recover undiagnosed and untreated, 
anyway. Making the correct diagnosis is important, 
however, apart from satisfying one’s urge to find the 
right answer, for it often puts us on the track of a source 
of infection. A sanatorium seems to be the least 
advisable place to send a patient with a primary infec- 
tion. These patients should be protected from further 
exogenous infection, and a stay in a tuberculosis sana- 
torium, especially in these days of scarcity of beds, is 
not likely to achieve that object. They may be allowed 
to rest in their own homes, but observation can best be 
carried out in a general hospital. Being usually non- 
coughers and non-sputum-raisers they are not likely to 
spread infection. 

DISTRIBUTION 


With the decline of tuberculosis from the beginnin 
of the present century until recently, a decline interrupte 
during the last war, it was to be expected that an 
increasing number of persons would escape infection 
during childhood and that primary tuberculosis would 
be found more frequently in adults. Extensive Mantoux 
testing in recent years in the United States, France and 
Germany showed a high proportion of young adults to 
be non-reactors to tuberculin. Long and Seibert (1937) 
found that the majority of students entering universities 
in the western states of America in 1935 and 1936 were 
Mantoux negative. Manderli (1940) said that about 50% 
of German army recruits were Mantoux negative. 
Meersseman (1937) found a similar condition in the 
French army, and has repeatedly commented on the 
frequency, the mildness of symptoms and the scarcity 
of fatal results of primary infection among recruits in 
the French army. Since there are few published figures 
it is difficult to estimate what percentage of young adults 
in this country are non-reactors but it may be assumed 
that primary tuberculosis is no longer confined to 
children. 
primary tuberculous infection in the child and in the 
adult. Sweany (1941), who has done much work on the 
pathology of primary foci, says there is no essential 
difference due to age. Myers (1938) thinks that 
the belief in rapidly progressive disease in adults not 
previously infected is a myth. — 

- During the last year ten cases of primary pulmonary 
tuberculosis were diagnosed in the adult medical wards 
of Stoke Mandeville Hospital. Three of the patients 
were under 20 years of age; the other seven were 
between 20 and 28. With the exception of two patients 
who developed a pleural effusion a couple of weeks after 
onset of illness the symptoms were mild and of short 
duration. Of the two patients with pleural effusion, 
one had a bilateral effusion, the other a contralateral 
effusion. These two cases afford clinical evidence of 
heematogenous dissemination of bacilli. The effusions 
cleared up rapidly after rest and aspiration of fluid, 
All ten patients recovered completely from the immediate 
effects of their primary infection. In each instance the 
chest film showed pulmonary shadows suggestive of a 
primary complex. In only one case was the sputum, 
obtained by the usual routine method, positive for the 
tubercle bacillus. In six cases, tubercle bacilli of human 
type were demonstrated by gastric lavage and culture 
on. Loewenstein medium. To obviate any possible doubt 
regarding the pathogenicity of bacilli thus demonstrated 
guineapigs were inoculated in two cases. The guinea- 
pigs on autopsy showed active tuberculous lesions. 


¢ 


There appears to be no difference between 


Three of the patients had erythema nodosum. Tubercle 
bacilli of human type were grown on medium after 
gastric lavage in each case of erythema nodosum. Where 
circumstances permitted, follow-up gastric lavages and 
cultutes were performed after recovery, and arrangements 
were made for an X-ray examination at, intervals of 
3-6 months. Since nine of these patients came from 
places outside the jurisdiction of the hospital the problem 
of finding the sources of their infection devolved on 
others. The source of infection of the tenth patient 
was found and isolated. 

SUMMARY : 

An account is given of primary pulmonary tuberculosis 
and how it differs from postprimary or secondary forms 
of the disease. <i 8 

Emphasis is laid on the importance of gastric lavage 
followed by culture, or guineapig inoculation, as the 
most effective method of proving the etiology. 

Except when constantly exposed to heavy dosage, or 
under abnormal conditions, the symptoms are mild and 
death during the primary infection phase is compara- 
tively rare. aus. Of | 

Sdnatorium care, oh account of the short duration of 
iliness and the danger of continued exogenous infection 
to the patient, is not advisable. 

Ten cases of primary tuberculous infection in young 
adults are briefly reported. | 


My thanks are due to Dr. T. Izod Bennett for permission 
to report these cases and to Prof. J. McIntosh and the stafi 
of the department of pathology for laboratory assistance. 
Acknowledgment is made to the Director-General of Medical 
Services, Ministry of Pensions, for permission to publish this 
paper. ' 
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THE following case seems to be the first recorded in 
this country of recovery from resection with anastomosis 
of a carcinoma of the cesophagus, although several 
cases have been reported from other countries. 


CASE-HISTORY | 


A woman, aged 53, complained of dysphagia of three 
months’ duration ; latterly only fluids and small quantities ` 
of semi-solids had. been swallowed. X rays showed a filling 
defect in the cesophagus 11 in. above the diaphragm, and 
cesophagoscopy revealed a typical malignant ulcer at this 
level which, on biopsy, proved to be a squamous epithelioma. 
At a first operation on Feb. 1, 1943 (local anesthesia, 


and gas and oxygen), a Kader-Senn gastrostomy was per- 


formed, the stomach being pulled as far over to the left as 
possible. At the same time the proximal end of the stomach 
was investigated ; the growth was found to have extended 
1 in. distal to the cardia and some mobile enlarged glands 
were present along the lesser curvature. At a second opera- 
tion on Feb. 16 (avertin, and gas and oxygen), the thorax 

was opened through a long intercostal incision in the ninth 
space, extending from the costal margin in front to the 
transverse process of the vertebra behind; the lateral part 
of the erector spine was divided, as was the neck of the rib 
on each side of the incision to facilitate retraction. The 


* 
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phrenic. nerve. was crushed: and the lower part of the Jung 
„freed by cutting the ‘ligamentum latum . pulmonis. The 


mediastinal pleura was inciged and the œsophagug explored 3 


the growth : was found. to be freely mobile and there were no 
obvious metastases. in. the mediastinum. The diaphragm 


was split. from the cesophageal opening to the periphery—a 


finger in the hiatus helping greatly in its division and the 
abdomen. entered. The 
removed, and the vessels along: the left half of the greater 
curvature of the stomach were tied and cut. The coronary 
artery was divided between ligatures and the glands stripped 
from the lesser curvature towards the cardia, which was 


-then freed from the medial part of the hiatus ; the cesophagus . 


Was separated upwards for about 4 in., care being taken not 
to injure its blood-supply, the long lower cesophageal arteries 
from the aorta. The cesophagus, cardia, and stomach could 
now be delivered éasily for resection, which was carried: out 
8 55 clamps Placed well above and below the growth 
(fig. 1 


Ogilvie, 1 depending on the observation that the fundus of the 
stomach can be pulled much higher into the chest than can 


spleen got in the way, so it was 


Tue ‘anastomosis was perieme on the lines suggested by 


‘are often. inoperable by Teason ‘of: fixity or ‘metastasis, 


A really. o i pal case will, however, occasionally be 
encountere the radiotberapists claim that in this 
field: they can beat the surgeons, but they have yet to 
show that they can successfully treat carcinoma which 
has entered the abdomen... :; 

A pitfall might be quoted from a ‘agian case operated. 
on about a year ago: I. thought to counter the danger 


of infection by performing the operation in two stages, 


and finished the first stage atthe freeing of the parts; 
the fundus of the stomach was hitched up to the neck 
of the fourth rib. by a stitch which unfortunately went 
too. deep, penetrated the mucosa and cut out, and the 
patient died ten days later of a gastric per foration into 
the pleura.. ‘ 

‘I should like- to 890 my debt to Prof. Grey Turner's 
work on cesophagectomy and Surgeon Rear-Admiral G. 
Gordon-Taylor’s on thoraco-abdominal‘surgery ; to Brigadier 
W. H. Ogilvie for suggesting the details of the operation; 
to Mr. Libero. Fatti, of the Middlesex County Council, for 
coaching in thoracic surgery arid assistance at the operation ; : 


and to Dr, Arnold: ‘Barnsley for a perfect anesthetic. 


Medical Societies: 


EUROPEAN ASSOCIATION OF CLINICAL ` 
PATHOLOGISTS 2 


Ar the first general meeting, held in London on n Ne Ov. 26 
and 27, with Dr. S. C. DYKE, the president, in the chair, 
the association adopted a constitution and made plans 
for the establishment of local branches on the continent 
of Europe and for. the interchange of workers in clinical 
pathology between laboratories in European countries 
after the war.. . 

At the scientific meeting Dr. H. BAB (Berlin) discussed 
the clinical symptoms of adrenocortical hypo- and hyper- 
trophy, and showed photographs of. cases, of dwarfism, 
gigantism and intersexuality caused by disturbances of 
the action of the adrenal cortex and illustrating the 
effects of preparations embodying its active principles. 

Dr. M. MANDELBAUM (Munich) described an organism 
of the Neisseria group isolated from mice, which within 
two hours of being brought into contact with high 
dilutions of any of the sulphonamide’ drugs showed 
characteristic .morphological changes. Dr. Mandel- 
baum suggested the use of this organism for testing the 
therapeutic value of new sulphonamides. 

Prof. S. JELLINEK. (Vienna) demonstrated. that the 
reaction of the tissues. to. electrical lesions is entirely 
different from burns due to heat. Tissues affected by 
electricity show distortion, and though they may come 
to harbour micro-organisms they do not become traly 
septic. Professor. Jellinek strongly deprecated the 
treatment of electrical lesions as true burns. } 

Dr. H. PoLLAK (Prague) recorded observations. that 
the hippuric acid test showed a ‘deterioration of liver 
function in patients with. peptic ulceration and improve- © 
ment in liver function after successful: treatment: of the- 
gastric conditions. . He pointed ‘out that the test could 
give valuable information as to the fitness of the patient 
for surgery. Prof. M. REISS (Prague) had found that 
the shock induced in rats by the intraperitoneal introduc- 
tion of hypertonic glucose could be largely prevented or 
‘neutralised by the exhibition of. corticotrophic. hormone. 
Withdrawal of this hormone by ablation of the hypo- 
physis rendered the animals more susceptible to shock. 
He suggested that shock could be more readily treated 
with corticotrophic hormone, which stimulated a whole 
series of hormonic responses, rather than with cortin or 
similar preparations of the adrenal cortex alone. Pro- 
fessor Reiss showed a hand hematocrit for field use, 
capable of being worked from any rapidly rotating wheel 
such as that of a jacked-up motor-car. 

Dr. J. UNGAR (Prague) discussed the Piel es under- 
lying the testing of chemotherapeutic substances in 
vitro, i in vivo and in tissue culture. . 


‘the cardia, in fact as high as the neck of the fourth rib. The 
line of gastric resection was closed in two layers, the fundus — . `- 
-was pulled up and clamped, and a fresh opening made into í 
its highest part (fig. 2). The posterior suture line followed 
the procedure used by Grey Turner in performing Billroth 1 
gastrectomy, where the posterior Lembert stitch is replaced 
by a line of three interrupted through-and-through mattress 
' sutures piercing all the coats (fig. 3). When these are tied 
the posterior” lips of the anastomosis are brought into beau- 
tiful apposition for the second continuous through-and- 
through stitch. The anterior part of the anastomosis was 
completed in two layers in the usual manner (fig. 4) dnd a 
few reinforcing sutures were added back .and front. When 


Stages of resection and anastomosis. 


the clamps were removed the cesophagus contracted like a 
concertina so that the suture line lay at the level of the arch 
of the aorta, but without any tension. Part of the opening 
in the diaphragm ‘was closed and the rest sutured round the 
middle of the stomach so that an artificial diaphragmatic 
hernia was produced, and the chest wall closed in layers. 
A water. sealed drain was inserted in the pleura through a 
stab wound in the llth space posteriorly. The operation 
_ proved. relatively easy and was completed in 1 hour 40 min., 
during which time a pint of blood: was administered by 
means of a continuous intravenous drip.. 

The specimen showed a malignant ulcer 2 in. x 14 in., not 
extending completely round the cesophageal. lumen, about 
three-quarters of it being in the œsOphagus and the rest 
in the stomach; the glands contained macroscopic growth. 


The patient was not very shocked, and next day was 
remarkably well. She was kept on gastrostomy fluids 
only for 24 hours, when she was allowed sips of water, 
and at the end of three days was drinking freely. She 
. was swallowing semi-solids in ten days, and meat and 
vegetables in three weeks, when her gastrostomy tube 
was discarded. Convalescenge was retarded only by a 
small loculated empyema which was drained by a 
separate intercostal catheter, and & Oz. of pus were 
eventually coughed out of the original al stab drain hole 
at the end of 6 weeks. She. left. hospital perfectly fit 
and swallowing well two months after operation ; - 
radiography showed uninterrupted passage of barium. 
the end of five months patient- was still in good 
- health and swallowing without difficulty. 

This fortunate result was due in large measure to the 
happy conjunction of an. operable . growth, with a 
relatively young patient. Most carcinomas, of. the 
cesophagus occur in old men, and when they do not they 


1. Ogilvie, W. H. Brit. J. Surg. 1938-39, 26, 10. 


DEMONSTRATIONS - 

Dr. B. L. DELLA VIDA (Rome) aomionsteatad crystals 
of the various types of drugs of the sulphanilamide group. 
appearing in the urine. of patients under treatment; 
Dr. ELIZABETH DELIKAT S films and cultures. 
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from a case of acute and fulminating pulmonary asper- 
gillosis; Dr. I. FRIEDMANN (Prague) the preparation 
and use of dried egg powder as a substitute for fresh 
eggs in the preparation of media for the cultivation of 
tubercle bacilli; and Dr. F. Pick (Prague) micro- 
scopical sections from the organs of a child showing 
extensive cellular reactions which had been variously 
diagnosed as infectious granuloma and a congenital 
lipoid dystrophy. ` 


ROYAL SOCIETY OF MEDICINE 


AT a meeting of the Section of Psychiatry on Dec. 14, 
with Dr. W. NoRwoop East, the president, in the chair, 
Dr. Jos HA BIERER discussed 


A New Form of Group Psychotherapy’ 


It has been asked, he said, why the discoveries of modern 
psychotherapy have not been extensively applied in 
mental hospital practice. Until recently we had found 
no practical method of using them, but this objection, he 
feels, no longer holds good. Mind and body are one 
entity, and this entity is part of a larger entity—society. 
A man working in industry lacks the chance to develop 
initiative and responsibility. In the dissatisfaction of 
people during the past thirty years he sees a reaction not 
to their economic situation but to psychological slavery. 
He described an experiment in, the form of patients’ 
social clubs, two of them in a public mental hospital and 
four attached to the outpatient departments of voluntary 
hospitals. e clubs were started with three main ideas. 
First, it was felt that patients robbed of freedom might 
improve if they were given a temporary illusion of 
freedom in the club. Secondly, they might improve 
faster and relapse less readily if they were trained in 
hospital to mix with other people socially and encouraged 
to accept responsibility and use initiative. Thirdly, 
helpful situations might be contrived for them in the 
club. Patients dread the loss of freedom entailed in 
mental hospital care, especially since the period of 
imprisonment is indefinite. The possibility of being a 
voluntary patient is still little known. Clubs were 
started by gathering a few suitable patients together, 
putting the idea before them and asking them to doves 
it. They were ready to accept the responsibility and di 
not lack ideas. The first club began by meeting three 
times a week, but the war made it necessary to reduce 
the meetings to once a week. The club council meets 
separately once a week and there are occasional subsidiary 
meetings. It is run on democratic lines, a fresh group 
of officers being elected every three months; the chief 
officers are chairman, vice-chairman, secretary, and 
conveners of magazine, sports and house committees. 
The frequent changes of officers give more members a 
1 of responsibility and a chance to use initiative. 

e council makes out the programme of meetings, 
considers suggestions and complaints of members, and 
organises extra events. Members of the hospital staff 
can attend the socials only by invitation from one of the 
patients, which helps the patients to feel that they have 
an opportunity to give instead of always receiving. 
Patients become eligible for the club on the recommenda- 
tion of their doctor; they are introduced as guests by 
members, and are elected at the next general meeting. 
The first club was for acute patients and non-deteriorated 
chronic patients. In 4 years 300 have attended it, with 
an average attendance of 50. Members are of both 
sexes; they range in age from 15 to 70, and have almost 
as wide a difference in social and intellectual standards, 
which has not proved a drawback. They were suffering 
from schizophrenia, anxiety states, depression, neuras- 
thenia, paranoia and so on. The meetings undertook 
community work, discussions and lectures, card-drives, 
dancing, sports and rambles, and preparation of food. 
The officers had training in the running of a second club 
for chronic patients. 

i ties have of course to be overcome. The 
relationship between the doctor and the group inevitably 
differs from that between the doctor and an individual. 
Most psychotherapists, in Dr. Bierer’s experience, are 
schizothyme rather than cyclothyme, and though they 
learn to overcome their shyness with individuals they 


may have difficulty in handling a group. The transfer- 


ence of a patient to his own psychotherapist may conflict 
with his transference to the psychotherapist guiding the 
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club. The relationship of the patients to each other has 
happily been good, showing none of the gossip, jealousy 
and petty encounters found in clubs for normal people. 
In order to give patients areal sense of freedom of action 
any work done by the staff must be behind the scenes, 
and they must behave like ordinary olub visitors., 
Starting with the belief that the patients must be trusted 
with as much freedom as possible they: had to be prepared 
to take a certain amount of risk ; but there have been no 
unpleasant incidents in 4 years, though in two cases 
couples who met at the club subsequently married. For 
many patients the experience and responsibility of 
serving on the council renewed self-confidence. _ A few 
months ago a second club was started for chronic and 
deteriorated patients; this is not yet self-governing. 
Meetings encourage collective activities, community 
singing, simple games and dancing. Ex-officers of the 
first. club run it and it gives them joy to find they can 
provide something which their less fortunate fellows 
appreciate. l a 

Outpatient clubs have been founded to help dis- 
charged patients to maintain the social adjustment begun 
in hospital, and possibly to reduce relapses. Nearly 
every patient in the outpatient department has difficulty - 
in adopting himself socially, and many have no social 
life at all. To avoid stigma, clubs meet in buildings 
outside the hospital. Membership is not limited to 
patients; anyone who’ is properly introduced may 
become a member. Doctors take no office, but one is 
always present. Meetings are held weekly and the light 
expenses are met by the members. Clubs are now in 
action in East Ham and Southend (for Runwell and 
Southend General Hospital patients) and in connexion 
with Bart’s and Guy’s psychiatric outpatient depart- 
ments. Average attendance at Bart’s club is 30, and at 
the others 15. These clubs, like those within the hospital, 
have provided social opportunities for those who for one 
reason or another felt cut off from their fellows. Dr. 
Bierer feels that the clubs combat shyness, loneliness, 
general and social inferiority feelings, sexual maladjust- 
ment, lack of incentive and aim in life, inability’ to 
coéperate with others, claustrophobia and agarophobia, 
parental domination, acute disappointment and physical 
defects. He suggested that other mental hospitals 
and outpatient departments might organise such clubs. 
„By helping the patient to make human relationships,” 
he concluded, ‘‘ we destroy the proof of his failure and so 
begin rebuilding a healthy personality.” | 

: DISCUSSION 

Dr. E. B. STRAUSS said that the Bart’s outpatient club 
had proved a valuable auxiliary to treatment. He 
pointed out that Dr. Bierer saw the patient’s problem 
in terms of frustration at the level of the herd or com- 
munity instinct. At the bottom of most psychological 
maladjustment is lack of a sense of personal validity ; 
ay any interests which restored this sense are accept- 
able. . 

Dr. J. MAXWELL JONES asked whether any ordinary 
club in the district would not serve equally well.—Dr. 
T. P. REEs endorsed the opportunity which a club gives 
for the sexes to meet and mix. There is too rigid a 
separation of the sexes, he considers, in most mental 
hospitals. They have a patients’ club at Warlingham, 
though not, he admitted, run on the democratic lines 
advocated by Dr. Bierer. At one time the club-room 
was open all day, but it proved so popular that the 
patients went there when they should have been engaged 
in occupational therapy ; so that it is now open only 
from noon till 7 pM. He felt he would probably try out 
Dr. Bierer’s methods.—Dr. M. B. Bropy spoke of the 
increased rapport established between doctor and patient, 
thanks to attendance at the club. | | 


REPLY | 
In replying Dr. BERER referred to mass psycho- 
therapy, by suggestion; class psychotherapy, by 
lectures to a group; and group analysis, in which the 
problems of one member are analysed by another member 
of the group. Social clubs, he felt, offer a fourth type of 
group psychotherapy. In club discussions, for example, 
it is possible to ask a patient to talk about some problem 
parallel to his own; and he will do so without realising. 
at the time that he is discussing his own problem, though 
later he profits by the increased insight he has gained 
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from it. . situations can be contrived to bréak 
down self-doubt.. Thus a girl who fancies: herself un- 
attractive will attend her: first. club meeting in appré- 


oe -hension ; the doctor arranges: without her knowledge | 


that one man. after another asks her to dance. 
The CHAIRMAN in summing up mentioned the lack of 
opportunity for the sexes to meet in penal institutions. 
It can be partly alleviated,’ he said; by having a 
| woman nurse on: the male side of the institution. 


“gis 


4 SUDAN MEDICAL SERVICE 


Tun activities recorded in the report, of the Sudan Medical 
Service for 1941 would be creditable in times of peace and 
are doubly so under the stress of war—there is no evidence 

‘of restrictions either in performance or production, The 


general health of the Sudan remained satisfactory and the 


incidence of ‘epidemic disease below the average. The small 
amount of ‘malaria in the N orthern Sudan is. attributable to. 
favourable climatic conditions. The strain of war and lack 


of leisure took their toll of British. officials, who- showed a 


higher incidence of sickness and consequently a greater 
number of deaths and invaliding than for some years past. 

` Cerebrospinal fever topped the list, of epidemic diseases, and 
some 1824 cases were reported with 459 deaths, which com- 
pares favourably with 1936 when there were 13, 440 cases and 
8906 deaths. Diphtheria was not of major importance. 
Relapsing fever incidence was above the average, with 3028 
cases and 110 deaths. 
cases with none fatal) bears testimony to the efficacy of the 
extensive vaccination campaigns of the last four years and to 

the lymph produced in the local Stack laboratories. 

= ‘For the first time, a case of tick typhus was reported in 
Equatoria .Province. Yellow fever was absent during. the 

year. 


the Gezira. The incidence of blackwater fever (28 cases with 
9 deaths) is not great ; Arab Sudanese provided the greater 
number—not a single ‘European was affected. . Guineaworm 


is prevalent in Equatoria Province, the Nuba Mountains 
and · the Bor district of the Upper Nile Province, but now that 


anti- guineaworm wells have been constructed in many 
endemic areas, it is reasonably hoped that there will be a 
reduction in this disease. Regarding dysentery, it is rather 
surprising to read. that of 3661 cases admitted to hospital 
2924 were diagnosed as‘amcebic and only 737 as bacillary in 
origin, though the war must have. considerably increased the. 
incidence of the latter. On the other hand, the incidence of 


enteric fevers remained remarkably low, ‘only some 129 cases . 


being recorded., Among the 477 cases of kala-azar reported 
there wasa remarkably high mortality, with 138 deaths; these 
must be-largely attributed to the recent campaigns in’ the very’ 
worst endemic centres. In spite of treatment with Stilb- 
amidine’ many patients succumbed and*the Sudan variety 
appears to be particularly resistant to any form of treatment. 

Under the heading of cutaneous leishmaniasis there was one 
example of espundia (mucocutaneous leishmaniasis) which 
has occasionally been recorded before from the Sudan. The 
46 cases of oriental sore came mostly from the, Kordofan 
Province.’ Of trypanosomiasis 125 cases were reported in: 
Equatoria Province, 47 in- a fresh outbreak in the Meridi 
district and 1 in the Kajo Kajusubdistrict. A pass system was 


organised between the Sudan and Belgian Congo, and between 
the Sudan and French Equatorial Africa, in order to limit the 


spread of the disease ‘and enable people to visit relatives. 

The section on public health and hygiene, by Lieut.-Colonel 
H. A. Crouch, describes special measures for the control of 
yellow: fever in view ‘of the remarkable outbreak in. the Nuba. 
Mountains in 1940. There has been no recrudéscence. 
munisation has been carried out on an extensive scale for all 
members of the Forces, all officials, police, railway. and steamer 
personnel, medical staff, school- children, missionaries and 
others going south of Khartoum: ' All guards and employees 
on abrodromes were included and mass inoculation was under- 
taken in, villages near aerodromes, posts and lines of com- 
munication. The campaign against aedes mosquitoes has 
been a feature of public health work, necespitating ¢ the employ- 
ment of extra staff. i 
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_ POBTWAR INTERNATIONAL COLLABORATION IN MEDICINE.— 
Dr.. Melville’ Mackenzie has. chosen this subject for the 


Harben lectures which he is to deliver.to the Royal Institute 
of Public. Health and Hygiene, 28, Portland Pacey Tondon, 


W. I, on Jan. 24, 26, and A at 3 PM. 
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of these subjects, will find. 


The small amount of smallpox (46- 


Bilharziasis (B. heematobia) constitutéd no real danger, l 
but remains as a.potential: menace to the irrigated areas of 
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Permeability of Natural Membranes . 


H. DavsoN, D sc, associate professor of e e Dal- 
housie University, Canada; J. F. DANIELLI, D SC, AIO, 
Beit memorial research fellow and fellow of St. John's 
College, Cambridge. ' (Cambridge Univ, Press. Pp: 361. 255.) 


THE authors have undertaken à task long overdue in 
compiliag the available evidence—for much of which 
they are personally responsible—on: the fundamental 
question of permeability. They:are not too technical for 
any medical reader who is willing to skip a little. Serious 
students of physiology and biochemistry, and teachers 
ill much valuable information 
and many new ideas. The behaviour of the various 
kinds of membrane encountered in the body is succeeded 
by a summary of modern views on the nature of the cell. 
membrane. Equilibria, and partial or selective per- 
meability of a membrane are discussed. Experimental 
methods are explained, and the tricks employed by the 
erythrocyte to deceive investigators are frankly. exposed. 
The book is rounded off by chapters on haemolysis, 
secretion, renal function, and the kind ‘of theory of 
permeability’ which seems to be emerging from the 
available evidence. The authors claim no more than to 
draw attention to the transition from qualitative: to 
quantitative studies of living ‘membranes. y- Write 
critically and they neither „ nor r elaborate 
urduly on inadequate evidence. 


Annual Review of Biochemistry. . 
(Vol. XII.) Editors: J. M. Luck, J. H. C. Sers, Stanford 
_ University. (Lewis. Pp. 704. 318. Gd.) 


THE articles in this volume are well up to the STEN 
dard we have come to expect. Lipman’s section on the 
biological oxidations and ‘reductions gives a good 
summary of the present position, and contains some 
valuable notes on the dropping mercury electrode, and 
the use of polarography un the study of enzymes. The 
proteolytic. enzymes are discussed by, Herriott in a 
timely review of a subject about which biochemists 
tend to remain rather old-fashioned. Besides such 
usual subjects as the steroids, proteins and amino-acids, 
vitamins, and synthetic drugs the book covers the 


microchemistry and electron microscope. 


55 ; 2 
The Human Intersex. A. P. Cawabuas, MD DURE., “FRCP, 
"physician, St. John Clinic and Institute of. Physical Medi- l 

eine, London. (Heinemann. Pp. 78. 158.)  . 


THIS book is an extension of Dr. Cawadias’ 8 Thomas 
Vicary lecture to. the Royal College of Surgeons. It is 
also an improvement on it, for somé-of the unduly opti- 
mistic claims for endocrine. treatment: then made have 
been wisely omitted. The author exposes and explains 
nie ag f the fiction of the true. hermaphrodite and 
proceeds to elaborate in detail and’ with ability his 
personal views. These rest upon certain “premises, with 
which all students would agree. 

A male is not 4 male because ‘he, has testes; he has 
_.testes because he is 9 male, and similarly 2 female is a 

female not because sho has Ovaries but has ovaries. ‘because 
she is a female. ° 
Intersexuality is a PER phenomenon. 
absolute male nor absolute female.” 

Ile system of sex. determination ue 


There is ‘no. 


„ consists in an 


ta interaction of a biological field, a gexoformio impulse and a 


pice ee environment.“ 

he biological field of the human embryo. i is bisexual. 

©, On this field the organising sexoformic impulse. oe 
acts, always unisexually, through. the genic sex organisers 
and the endocrines. 


But though this hypothesis is ably. developed, thers are 
curious omissions which. deny to this book the rank of a 
classical: monograph. The experiments of Greene and 
his associates in America, which are favourable to the 
thesis, are not mentioned. Goldschmidt is too ca valierly 
dismissed, although in many respects he. too is a: friend. 
There is, too, a tendency to describe at length the 
patients who fit well, and to leave unmentioned 
such awkward cases as‘ Guldberg’ 8 example ‘of matey aise 
twins, one female and one gynandroid. pee . 
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has come at a rather abnormal season; they 
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INFLUENZA 


THERE is an inevitable fascination in contemplating 
charts of the varying annual toll of influenza, in 
considering why the disease hits us in one year and not 
in another, and in peering thence into what lies ahead. 
This pastime has been rather more profitable since 
1933 when a virus, now called influenza A virus, be- 
came amenable to laboratory study, and still more so 
since 1940, when a second agent, influenza B virus, was 
recognised. We can now be sure that there is every 
winter a basic level of respiratory infection which is not 
due to either virus, and that in some years a superim- 
posed wave is caused by virus A, at other times by its 
brother, B. In Britain for the last decade these 
waves have all been in the early months of the- year. 
Before B was recognised, there were widespread 
A outbreaks in 1933 and 1937 with a lesser one 
in 1935. The accompanying chart, reproduced 


1932 1833 1934 1935 1936 1937 1938 1939 


by courtesy of the Ministry of Health, shows 
deaths from influenzal pneumonia in London and 
the great towns. A minor outbreak in 1939 was 
partly due to A, partly to B; another small-scale 
prevalence in early 1941 was associated with virus 
A only. Three papers in this issue record that 
what little influenza there was at the beginning of 


1943 was largely caused by virus B, not at all 
by A. Clinically this influenza B was not to be 


distinguished from A, nor from certain other 
influenza-like illnesses of unknown cause in which 
on virus could be detected. None of the B out- 


breaks so far on record has been very widespread or 


severe. It seems that major peaks on the influenza 
curve mean that virus A is at large; and we under- 
stand that A is the culprit in the current epidemic. 
It is odd that A viruses are harder to establish in 
ferrets and mice when the epidemic is a minor one ; 
and B seems even trickier to work with. STUART- 
Harris, GLOVER and Mutts failed to get any 1943 
B strain to produce symptoms in ferrets or mice, or 
to infect chick embryos. HIMMELWEIT, however, 
persuaded one strain to infect chick embryos, though 


not mice, after many passages through ferrets. : 


One point brought out by these papers is that right 
at the end of last winter’s influenza season, just as 
virus B infections were petering out, virus A turned 
up and caused a few local outbreaks right intọ the 
summer. 
influenza burst exceptionally early this winter ; 
virus was probably already in our midst, waiting for 
the seasonal conditions suitable for its rapid spread. 
Many will note that after four years of war an 5 
think of. 1918 and will be anxious lest a repetition of 
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pondence in our columns testified.’ 


Here may well be an explanation of why ` 
the 
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the disastrous N ofthat year may be imminent. 


It is true that a very early outbreak allows time for 


many unpleasant things tó happen before spring, 


including a possible second wave caused by virus of 
changed character. But we may be comforted by the 
fact that by June, 1918, almost at the beginning of 
the first wave of the pandemic, there was a tendency 
for increased mortality to invade the age-groups under 
30. There is now general agreement with the far- 
seeing GREENWOOD that this tendency was the car-, 
dinal feature of 1918.” As yet there is fortunately 
no such tendency in the current visitation, but it is 
to be hoped that practitioners will keep a sharp look- 
out for this danger-signal. It remains to be seen 
whether there is any truth or significance in the 
influenza fatalities in young factory-workers just 
reported in the lay press as.occurring in Berlin. 
Victims of influenza may like to know the latest 
news about the properties of the virus which is hitting 
them. Earlier estimates ' gave the size of influenza A 
as 80 to 120 (probably 90 to 100) mu. Work published 
in the United States earlier this year * suggested that 
this estimate was too high and that the virus was 
actually amongst the smallest known, only 10-12 · 5 mu 
in diameter. The apparent larger size was, so it was 
asserted, due to carriage of the virus on larger particles 
coming from the animal tissues. Electron micro- 
graphs were reproduced showing minute bodies of the 
order of 10-15 mu. These unexpected findings were 
not confirmed by work over here, as recent corres- 
Work from an- 
other group in the USA‘ now makes it probable that 
original British measurements of the virus’s sizé were 
not far out (80 my is the figure given) and that the 
small particles seen in the first electron micrographs 
did not represent the virus at all. This group go 
further and reproduce micrographs of their own show- 
ing particles about 80 mu across presumably represent- 
ing the virus. Some of the images are essentially 
round and reveal, centrally placed, a circular region 
of greater density than that of the surrounding struc- 
ture . . other images appear to be kidney-shaped. . 
This variation in form could be due to kidney- c or 
bean-shaped particles seen lying in the field in various 
positions with respect to the indented region.” 
Influenza Bs. looks much the same but is significantly 
larger, about 100 mh across. 


FORMATION OF LYMPH IN THE LUNGS 


THe literature of lymph formation has been well 
reviewed of recent years, - and to DRINKER and his 
colleagues at Harvard we owe a debt for their illu- 
minating observations and opinions. They paid 
particular attention to the lungs, and their achieve- 
ments have been due to the successful collection of 
lymph from the lungs of the dog ; after which it was 
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a short:step to. the measurement of lymph flow under 
a variety of experimental conditions. Appreciation 
of the problems involved demands some knowledge of 
the-anatomical: arrangement of the lung lymphatics. 


For this knowledge WILLIAM Snow. MILLER £ is chiefly 


_ “responsible and nis views: may be stated ‘briefly as 
follows: 


In the 1 ihe the deep lymphatic alem consists 


of four groups of lymphatics, the peribronchial, peri- 
arterial, perivenous and septal (interlobular), which.com- 
Tmunicate with one another especially.where the bronchi 
divide. -MILLER states that no lymphatics are found 
‘beyond the alveolar ducts, from which region the four 
groups may be said to have a common origin.. In general 
the lymph flow in the deep lymphatics is towards the 
lung hilum; there are, however, but few valves except 
‘at the hilum and just beneath the pleura where the 
venous lymphatics join the pleural lymphatics. '-On 
the other hand, the superficial lymphatic plexus of the 


- pleura is provided with numerous valves, those in the. 


main collecting trunks of the plexus opening towards the 
_ hilum. The deep and superficial. lymphatic systems 
anastomose in the following manner: short connecting 
lymphatics accompany the branches of the pulmonary 
veins draining the pleura—they connect the pleural 
lymphatics with the lymphatics draining the alveolar 
ducts. These connecting lymphatics have valves which 
open towards the pleura and ‘prevent the flow of lymph 
from the pleural lymphatics into the. deep lymphatics. 
It follows that the zone where the short connecting 
lymphatics join the deep lymphatics ‘draining the 
alveolar ducts may be considered as a lymph shed.“ 


The shed is situated just beneath the. pleura, and 


averages 2-3 mm. in depth. Thus lymph formed. in this 
zone may flow towards the lung hilum by way of the deep 
lymphatic system or towards the hilum by way of the 


short connecting lymphatics and superficial pleural 


lymphatic plexus. This means that the short connecting 
lymphatics furnish a bypath for the lymph by way of 
the pleural plexus in the event of obstruction to the deep 
lymphatic system. 7 ‘ , 


From. MLLER’S ‘observations it would be expected 


that a transudate or exudate formed from the blood: 


of the capillaries supplying the alveolar “ ducts” 
and alveoli would find its way into the adj acent 
tissue spaces and be taken up by the lymph channels 
in the region of the alveolar ducts, whence it would 
be carried to the hilum of the lungs both by the deep 


_ lymphatics and by the superficial lymphatic plexus. 


Under normal conditions the hydrostatic pressure 
in the. pulmonary. capillaries is probably below the 
osmotic pressure of the blood proteins; hence, if the 
pulmonary capillaries resemble those, of the systemic 
circulation, they are organised for ridding themselves 
of excess, fluid but not for the formation of fluid. 9,4 
That the lungs can absorb large quantities of water 
has been demonstrated by Coin ® who gave 21 litres 
of water to a horse intratracheally in 34 hours without 
- detriment to the animal. -Whether all such fluid 
is absorbed: by the blood capillaries i is unknown, but 
it is. not unlikely that some finds its :way directly 
into the lymphatic spaces. . The Harvard school have 
shown that the reverse process of transudation and 
exudation with consequent formation of lymph is 
potentiated by anoxia, by the inhalation of irritant 
gases and by strong respiratory movements. 


the effect of respiratory movements is attributed to 
increased negative pressure in the chest which tends 


to promote pleural as well as pulmonary: exudates 
12. Miller, W. S: The Lung, Baltimore, 1937. 
1873, vol. II, P. 10 


FORMATION or LYMPH: IN THE LUNGS 


In the 
first two of these conditions capillary damage leading . 


to greater permeability i is the important factor, while content. 


lin, d. Traité do es comparée des animaux, Paris, 
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even if oxygen. lack is avoided. ‘These Harvard 
experiments have their counterpart in the investiga- 
tion of Yamapa™ who found pleural fluid in 29% 
‘of Ji apanese soldiers at rest and in 70% following 
severe muscular, ‘work. DRINKER, and . WARREN E 
suggest -that in‘ cardiac ‘dyspnoea there is a tendency 
for fluid to be drawn from the pulmonary capillaries 
by the increased negative pressure, and, if anoxia 
is present, the resulting capillary damage augments, 
this fluid formation. A pernicious process is thus 
set up; for the gréater the amount of alveolar fluid, 
the less is the ‘chance of oxygen reaching the blood 
in the capillaries. Administration. of oxygen under 
anoxial conditions diminished the lung lymph flow, 
and: this shows the importance of ‘anticipating the 


start of the pernicious ‘process by early oxygen 


treatment. DRINKER and WaRREN believe that 


clinically we may fail to appreciate the patient’s need 


for oxygen ‘until too much time has passed: with ` 
present criteria. the decision that oxygen treatment 
is needed usually comes about twelve hours too late. 


Incidentally, though there is general agreement that 


an inoreased capillary pressure favours transudation, 
it is probable that in the absence of the capillary 
damage this factor has been overestimated; thus 
“ back-pressure ” effects on the lung capillaries are 
not of primary importance.“ s 

That the capillary wall allows protein to Pass in 
either direction is indicated by the normal formation 
of lymph in the lungs and by experiments which show 
that foreign protein injected into the airway passes 
slowly into the blood-stream. 7 These: issues are 
brought into focus by the admission that without 
more precise knowledge óf the hydrostatic pressure in 
the pulmonary capillaries, and of the degree of ‘per- 
meability of the membrane, transudation phenomena 


cannot, be interpreted. ‘The assumption that the 


capillary pressure is midway between the pulmonary 
arterial and pulmonary venous pressure is. probably 
unj justified ; indeed. it is likely that both pressure 
and. permeability vary widely from moment to moment 
in any given part of the vascular bed because the state 
of the capillary is constantly changing: In this 
connexion DRINKER. and WARREN dismiss the idea 
that nervous mechanisms control the ‘pulmonary 


vascular bed, but their view is hardly i in accord either 


with experimental evidence 18 or. with clinical experi- 
encee The question seems to be not whether nerves 
exert control on the pulmonary vessels: but rather 
to what degree and on what. portions of the vascular 
bed they do so. All the lung capillaries are not open 
at.one and the same time, for they have been seen 
to be continually opening and closing. 16 The blood 


flow even in fully open capillaries may show wide 


changes and on occasion reversal. Such activity, 


whether due to nervous or humoral mechanisms, will 


surely have some influence on the capillary pressure 
‘and. on the permeability of the capillary walls. It 
is known, for, instance, that the gaseous content of 
the blood influences capillary permeability ;. it is 
increased by a low oxygen and high carbon- dioxide 
One can imagine, therefore, that sluggish 


14. Yamada, S. S. Z. ges. erp. Med. 8 90, 342. 

15. 134.205. O. K. and Warron, M. J. Amer. med. Ass. 1943, 
16. Lulsada, A. Medicine, 1940, 19, 475. 

17. era se 1637.0 48. 1 M. F. and MacLanahan, M. J. “exp. 


18. pay. I. de Bͤrgh. Harvey Lectures, New Vork, 1936. 
19. Wearn, J. T. ot tal. Amer. J. Physiol. 1928, 88, 410. 
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capillary blood flow to an ill-ventilated air sac will 
lead to increased capillary permeability because the 
regional oxygen tension will be low and the carbon- 
dioxide tension high. Unequal alveolar ventilation 
has long been recognised as important, and if it 
ig associated with unequal alveolar capillary blood- 
supply, may not this explain the patchy distribution 
of cedema fluid in the lungs observed by Soma WEISS ? 
We may add that the mechanism of neuropathic 
pulmonary œdema may be closely bound up with 
the nervous control of the pulmonary vascular bed ; 
the arterioles and possibly venules are supplied with 
nerves, but the evidence for the capillaries being so 
supplied is not unequivocal. Here there is a wide 
field for exploration; but if advances are to be made 
it will require all the experimental skill that DRINKER 
has brought to bear on his own problems. 


The conditions governing pleural transudation 


differ from those for alveolar transudation. The 
significance of MILLER’s work on the blood-supply 
to the pleura has not been fully recognised. In man 


the pleura is supplied by the bronchial arteries derived 


from the systemic circulation. Are we to regard 
these systemic capillaries as having the same per- 
meability properties and pressure relations as those 
supplying the alveoli? Clearly not without direct 
evidence that it isso. A priori, it would be expected 
that the hydrostatic pressure in the pleural capillaries 
would be greater than that in the alveolar capillaries, 
and (other things being equal) transudates would 
arise more easily from the pleural capillaries. The 
fact that the bronchial arteries are the source of 
supply to the pleura in some animals, and the pul- 


. monary artery in others, might be put to good use in 


planning further experiments. 

Distension of the lymphatics almost always accom- 
panies lung oedema: it has been observed with ana- 
phylactic shock, lung blast, sudden decompression, 
poisoning by irritant gas, and bilateral vagotomy. 
Presumably it indicates that the rate of formation 
of transudate or exudate exceeds the rate of removal 
by the lymphatics. Since the four main groups of 
deep lymphatics communicate with one another, 
they may be regarded as a parallel network. It 
would be expected, therefore, that if one group shows 


distension, the remaining three would also be dis- 


tended. -But in animal experiments distension is 
apparently not always uniform. The differences 
may arise because of local obstruction of lymphatics 
by the pressure of oedema fluid or because the systems 
of deep lymphatics in certain laboratory animals differ 
from those in man. It follows too from MILLER’s 
description for man that if the deep lymphatics are 
fully distended, the superficial plexus should be like- 
wise distended ; but under experimental conditions 
this is not always so.” Such discrepancies may 
appear of minor importance but they must be ex- 
plained if the results of animal experiments are to be 
applied to pathological processes in the human lung. 


20. Trowell, O. A. Quart. J. exp. Physiol. 1943, 32, 203. 
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LIVERPOOL ScHooL or TROPTICAL MR DICINE.— The work 


carried on in the department of tropical medicine under 


the late Prof. Warrington Yorke is to be continued in 
two new departments which the council of the school have 
created. Dr. A. R. D. Adams is to take charge of the practice 
of tropical medicine and Dr. E. M. Lourie of research in 
chemotherapy. , 


| MEDICINE AND THE CHURCHES 


THE mistrust between orthodox religion and progres- 
sive science has limited the usefulness of both. With 
increase of knowledge,” writes Sir RICHARD GREGORY,! 

“much of the mystery upon which religious 
beliefs are based is revealed and new concepts 
have to be created to satisfy the rational mind. It is 
when there is a refusal to recognise the essential 
functions of progressive knowledge that conflict arises 
between religion and science.” The changes associ- 
ated with modern civilisation are, he points out, the 
results of scientific discovery and mechanical inven- 
tion, and progress in these has never been encouraged | 
by religious teaching. Certainly there has seldom 
been any noticeable zeal—on either side—for codpera- 
tion between the Church and medicine, and there 
are perhaps some problems of social life in which 
the Churches have not been willing to take their 
full share of responsibility.. Happily there is evi- 
dence of a new spirit of alliance between medicine, 
the Churches, and education against preventable - 
disease and in favour of attainable health, especially 
in the young. 

Psychoneurosis is one of the major preoccupations 
of medicine today, and will still be.one tomorrow. 
Some patients suffering from this disease require 
expert psychological help, but obviously many want 
more than that; to protect them from developing a 
chronic psychoneurotic state they need a philosophy 
that will support and reinforce them against the slings ` 
and arrows of outrageous fortune. Neither in church 
or school or clinic is such a philosophy easily come by; 
and those who aspire to provide it must have sym- 
pathy, great patience, knowledge of the world, and 
sanity of outlook. The efforts of a counsellor without 
these qualities are worse than useless—and they are 
not fruits that grow on every tree. Yet help of this 
kind is enormously valuable in the resettlement of 
many whose future happiness and working capacity 
hang in the balance. Without it they tend to “ put 
on the strong armour of sickness ” ; whereas experi- 
ence of men invalided out of the Services because of 
psychoneurosis indicates that, given the right kind of 
help, they can settle down to a useful life as success- 
fully as their neighbours. 

Improvement of the general health is coming to 
depend more and more on the coöperation of the 
individual. Religion and education can do much to 
foster the social sense—the attitude of the good 
neighbour—which is necessary to life in communities, 
and doctors are increasingly aware that their success 
or failure depends largely on social attitudes. Since 
this is so, they must resist the temptation to think 
narrowly in terms of their own specialty. Scientific 
ideas, like religious ideas, can be used in such a 
way as to restrict imagination instead of expanding 
it. The conflict between HUXLEY and WILBERFORCE 
at the Oxford meeting of the British Association in 
1860 is felt by many to have created or perpetu- 
ated an unnecessary gulf between science and 
religion. It is not enough, they say, that this gulf 
should be bridged: the bridge could be used for 
joining forces in a united campaign for e of 
body and mind. 


1. . Gregory, R. A. Education in World . and 8 Watts 


and Co., London, 1943. 
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SULPHONAMIDES AND MENINGITIC SEQUELZ . 


Maddock? has studied sequel in 1075 patients who 
recovered from, cerebrospinal fever after chemotherapy. 
In every case the diagnosis had been, bacteriologically 
proved ; the nurses,of the American Red Cross Harvard 


Unit Hospital paid the follow-up visits and either saw 


due to the illness; 


there permanent sequel due to meningitis. 
of sulphonamide bore no apparent relation to the incid- 


~ 


was noted in 22, and muscular pains in 28. 


the patients or got information about them from relatives 
or neighbours. The time between discharge from 
hospital and the visit varied from 1 month to 2 years. 


In. all, 254 (23:6%) complained of some disability dating 


from the attack. Headache was the commonest sequel, 


being present in 117. More serious. symptoms were 


fortunately: rarer ; 6 had lost the sight of one eye, I of 
both eyes; 13 were totally deaf and 24 had impaired 
hearing. There was one case each of hydrocephalus, 
spastic paralysis and facial paralysis ; 10 had strabismus ; 

18 were said to have changed in disposition and 9 children 
were retarded in development. Weakness of the legs 
Other 
symptoms included errors of refraction, nervousness, 


. irritability, poor. memory, lack of concentration, easy 


tiring and depression. Maddock suggests that the list 
appears more formidable than the facts warrant, ‘since 
these sequel are not all necessarily permanent. Head- 
aches, for example, usually diminish in intensity and 
finally disappear. A group of 31 patients reported to 


have disabilities were fully examined by doctors 3-8 
months after the nurses had made their visits; 
them had completely. lost their symptoms and were 


in perfect health.; in 7 the sequels reported had not been 


meningitis but beginning to clear up; and in only 9 were 
The dosage 


ence of sequel, and Maddock supposes that in many 


patients damage to the central nervous system is. 


probably done “at the onset of the illness one is not 
affected. by chemornernys 


_» UNDER-WATER BLAST. 


An ingenious technique has. been described ‘by 


American Workers for studying the effects of rapid 


compression waves on animals submerged in water. 


Since the results run closely parallel to those found by a 
number of observeis* in man and animals exposed to 
depth charges, it looks as though the laboratory worker 
were now provided with a simple way. of investigating 
under-water blast without the limitations and fuss 


. imposed by the use of explosive forces. 


Clark and Ward describe, a method of subjecting 
animals to shock waves in water by dropping a weight 
on a floating plunger. In one end of a steel U-tube filled 


with water or saline is loosely fitted a wooden plunger on 
which a rack carrying a falling weight, released from any 


desired. distance, is allowed to fall. The anæsthetised 
animal is in the other end of the U-tube, within a tubular 
cage of hardware cloth or, if water surging is to be 
wholly avoided, in a tin can, open at the top and almost 
filled with water. The impact so produced sets up 
waves very like those generated by setting off an explo- 
sive under water, with primary compression waves 
of extremely short duration (1/5000 sec.) and no surge 


of water such as occurs when the gases of an explosive 


expand. By varying the weight on the rack and the 
distance of fall a great variety of lesions may be produced. 
Under. extreme conditions the animals are killed in a few 
minutes; with lighter, impacts they survive longer or 
recover completely. The immediate effect is a rapid 
slowing of the heart-rate and cessation of respiration 


3. Maddock, E. O. E. Bull. Min. Hlth & EPHLS, 1943, 2, 111. l 


See Lancet, 1943, ii, 133 
3. Clark, S. L. and ‘Ward, 5. W. 1943, Surg. Gynec. Obstet. 77, 403. 
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for a few. seconds to more than: a minute, followed by 
laboured and ineffectual respiratory. movements. Intra- 
pulmonary bleeding. sets in at once and may lead to 
early death. Although occasional animals show loss 
of corneal reflexes, ataxia and incoöôrdination immedi- 


ately after the blow, direct involvement of the central 


nervous system is exceptional and, electro-encephalograms 


- provide no evidence of concussion at the time of the 


impact. Autopsy findings in these animals are identical 
with those described by Cameron, Short and Wakeley * 

Williams ë: they include massive pulmonary 
hemorrhage, bruising and hæmorrhage in the stomach, 
lower ileum and cæcum, with occasional rupture of 


stomach or intestines and hemorrhage into the peri- 


toneal ‘cavity or lumen of stomach and intestines. As 
pointed out by the British workers, the solid viscera, 
in contrast to air-containing cavities, rarely show damage. 

Some of Clark and Ward’s conclusions may be briefly 
summarised. . The greater thé impact, the more damage 
to the animal ; the larger the animal the less the 
effect for a given impact. .The more hunched-up the 
animal is in the water, the less seriously is it affected. 
With incomplete submersion, only that part of the 
animal below the water level.at the time of impact shows: 
the typical lesions. (The work of Cameron, Short and 
Wakeley,® does not, however, bear out this conclusion.) 
Damage is greater. to fully inflated lungs than to deflated 
Protective coverings, such as cork or sponge 
rubber life-preservers, save the. regions covered from 
much of the effect of an otherwise fatal blow. 


_PREDETERMINATION OF SEX 
‘FLUCTUATIONS in the sex ratio during war, discussed 


by Dr. Martin on p. 807, remind us how little influence 
we have with our posterity, even at the outset. 


Only in 
the present century has the mechanism of sex-determina- 


tion been elucidated. Basically it is simple enough in 


man. The sex-chromosome pair in the female somatic ` 
cell consists of two equal members, the x- chromosomes. 
The male somatic cell, on the other hand, contains an 
unequal pair, consisting of one x-chromosome and a 
smaller Y-chromosome. ’ When the gametes are formed, 
the members of each chromosome-pair separate, so that 
whilst all ova contain an x-chromosome, half the sper- 
matozoa-contain an x-chromosome and half a y-chromo- 
some. Should it chance to be an x-bearing sperm: which 
fertilises the ovum, the result is a girl; should it be a 

Y-bearing sperm, the result is a boy. Many other living 
things exhibit an identical or very, similar mechanism. 
It is not always, it is true, quite as simple as the scheme 
just outlined, but in no case can the primary determina- 


tion of the: sex: of the new individual be termed really 


i l 
It is one thing, e to understand How. D mechan- 


ism operates and quite another to control it. 


possible approaches have been attempted, though nearly 

always with negative results up to the present. The dax 
is probably far off when the sex of the future child can be 
determined at will—or indeed materially influenced— 
in the desired direction. It has been shown, however, 
in animal experiments that a tendency to ‘produce an 
excess of females or of males may be to some extent 
genetic; and generations of selective breeding -ean on 
occasion produce strains which do yield some preponder- 
ance of one sex or of the other. Furthermore, in droso- 
phila much more definite means of predetermination 
have been demonstrated. Lethal genes have been ` 
discovered which are sex-linked and by introducing them 
into the x-chromosomes by breeding methods it is possible 


to ensure that some at least of the xy individuals, the 


males, do not develop. In fact, by: utilising in addition 
genes which inhibit crossing-over (that is, the interchange 
„Short, R. H. D. and Wakeley,. O. . G. Brit. J. 


1943, 31, 51. 
Jbid, 1942, 30, 38. T - 
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of genes between members of a chromosome pair) it 1s 
possible to produce strains which yield 100% females. 
Recently, Gowen and Nelson! have announced the 
production of a strain the females of which produce 
100% males, irrespective of the males to which they are 
mated. This result is due to a dominant. gene whose 
action is limited to the female sex. Thus in drosophila, 


-in one sense, complete sex-control is possible: stocks 


cribrosa has been gradually narrowing, and the circula- 


can be bred which yield offspring of one sex only, either 
females or males at will. The discovery of course can 
hardly be said to have any application to man. This 
is no simple matter of an injection or a pill, ensuring 
the arrival of a baby of the required sex. It hardly 
stirs the pulse to be told that some day, if the appro- 
priate genes -happen to be discovered in man, it might 


be possible after many generations of selective breeding 


to produce women whose fertilised ova of one sex or 
the other would die at a conveniently early stage. 
Primitive peoples, who eliminate unwanted babies as 
soon as they are born, would hardly regard the method 
ag a practical advance. 


ORIGIN AND PATTERN OF RETINAL 
HAMORR HAGE 

Wuat determines the distribution of retinal hæmor- 
rhages in vascular disease and what is the anatomical 
reason for their pattern? In his Montgomery lecture 
to Irish surgeons Ballantyne? gives an answer to 
these questions based on ophthalmoscopic and micro- 
scopical findings. Three common causes of retinal 
venous hemorrhages are choked disc, subarachnoid 
hemorrhage, and thrombosis of the central retinal vein. 
The immediate cause of the hemorrhage in all three is the 
obstruction to the outflow of blood from the retinal veins, 
and yet the distribution of the hemorrhage is different in 
each ease. Ballantyne explains that in healthy blood- 
vessels extravasation of blood through the vessel walls 
from back pressure will be chiefly where the vessel 
changes course or where it receives increased or decreased 
support from surrounding tissues. At the optic disc the 
vessels both change their course and lose support, so that 
when pressure suddenly rises, as in choked disc, the 
hemorrhages will be situated at and around the disc. 
In subarachnoid. hemorrhage the rise of pressure is most 
sudden, and here the hemorrhages arise not only in the 
retina around the disc but also in the orbit where there 


is lack of support for the vessel wall. Thrombosis of the 


central retinal vein causes widespread venous hemor- 
rhage throughout the retina. Here, while the actual 
blockage has been sudden, this is only the final phase of 
a progressive obstruction. The vein behind the lamina 


tion in the vein getting slower, with the result that the 
vein walls suffer from anoxæmia and become devitalised. 
At the moment of final obstruction the pressure, acting 
on the weakened walls, causes hemorrhage throughout 


their length. The exact source of a small retinal hæmor- 


rhage can often be estimated by closely observing its 
shape. Such hemorrhages are chiefly found in the inter- 
vals between visible retinal vessels, which suggests that 
they are capillary in origin. An interesting picture of 
capillary hemorrhage is that in which a blood-vessel 
passing through a patch of hemorrhage is accompanied 
by a blood-free zone—a pale band on either side of the 
blood column. ,This blood-free zone closely corresponds 
to the capillary-free zone found on either side of the 
retinal arteries.’ | , 

It is common knowledge that striate, flame-shaped, 
or brush-like hemorrhages take on this form because they 
are situated in the nerve-fibre layer of the retina, and the 
blood naturally tracks between the fibres which are here 
lying parallel to the surface. Such hemorrhages come 
1. Science, 1942, 96, 558. 

Ballantyne, A. J. Irish J. med. Sci. October, 1943, p. 551. 


2. 1 
3. Michaelson, I. C. and Campbell, A. O. P. Trans. ophthal. Soc. 
U.K. 1940, 60, 71. 
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from the arterial side of the capillary system, and ar 

often seen in hypertension. Hemorrhages from the 
venous side of the capillary system are usually found in 
the deeper retinal layers, because the efferent veins of the 
retina are derived from the deepest capillary plexus. 
They are especially common in the outer molecular layer, 
where owing to the direction of the fibres the tissues 
tend to split in a vertical direction, allowing the hæmor- 
rhage, as seen with the ophthalmoscope, to assume a 
punctate or petechial form. Hæœmorrhages of the kind 
are well seen in diabetic retinopathy. 


AGRICULTURE AND MILK 


AFTER the war this country will again import large 
amounts of grain, sugar and other products more cheaply 


grown abroad; but if we are to raise the standard of 


nutrition British agriculture will have to provide more 
of the so-called protective foods—fruit, vegetables, eggs, 
and especially milk and dairy products. It does not 
follow that corn-growing and the traditional feeding for 
beef will fall below prewar levels ; they may be higher. - 
Each occupies an interdependent place in a system of 
mixed farming without which soil fertility cannot be 
maintained. ` 
The war-time ploughing of millions of -acres of per- 
manent grass, much of very low quality, has produced 
arable crops; but there are already indications that it 
may easily lead to soil exhaustion which is being acceler- 
ated by the decrease.in the number of livestock. Staple- 
don and Davies! nevertheless believe that it can do 
infinite good if we think in terms of sensible rotations and 
regrass a8 we go. Last year—and even more this year— 
there have been protests against the Ministry of Agri- 
culture’s policy of a larger and larger corn acreage, 
particularly in areas unsuited to corn production. 
Stapledon and Davies claim that the temporary ley (lea 
or sown pasture) will yield more animal food than the 
best permanent grass or any cereal, and will on the lowest 
estimate be equal to that of roots or kale. Even when 
these yields are transcribed into units of human food the 
temporary ley still compares favéurably with most arable 
crops. Ley farming renders milk and corn production 
complementary, and it would cheapen milk production 
and make it less dependent on imported food-supplies. 
Some of the claims made for it may be disputed, but 
there can be no doubt that the policy of “ taking the 
plough round the farm is gaining in popularity. 
II farmers have reasonable financial security and good 
technical advice they will no doubt respond to the nutri- 
tional needs of the nation, but the difficulties of their 
tasks and the inducement required should not be under- 
estimated. At a discussion on milk held by the Nutri- 
tion Society some time ago Mr. J. L. Davies defined the 
three primary requirements of the milk industry as (1) 
a ten-year plan involving expenditure of £100 million on 
capital equipment urgently needed ; (2) a large measure 
of control over the diseases of dairy cattle; and (3) 
an adequate supply of good labour for which a six-day 
week would be necessary. The risks from disease are 
greater in dairy-farming than in any other branch of 
livestock farming, and the control of tuberculosis and 
brucellosis, or even the production of clean milk, requires 
a degree of supervision unnecessary in other branches. 
Before the war milk production accounted for over a 
quarter of the total agricultural output, and milk was 
twice as important as any other single commodity ; but 
if arable farming and livestock feeding are profitable over 
an extended period it is possible that fewer and fewer 
farmers will be interested in milk ; as one of them said 
before the war, If corn and beef production ever pay 
again I will gladly go into my dairy and smash every 
bottle in the place.” The same applies to the men who 
milk the cows, either by machine or hand; there are 


1. Stapledon, Sir G. and Davies, W. Ley Farming. Penguin 
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many ‘who have worked a seven-day week for 52 weeks 
in the year for many years. Under these conditions k 
standards of cleanliness tend to be low, and it is becoming 


harder to obtain cowmen—they would rather drive a 


tractor, work horses, or tend stock which at least do not 


need ‘milking ‘twice or three times every day. 


It is clear that the production of milk of high quality: l 


requires increased ‘expenditure of money and effort, and 


a high standard of labour, all of which imply an increase 


in the price of milk. On the other hand if the optimum 


amount of milk is to be drunk the price must be lowered. 


rather than raised. Control of disease, improved manage- 


ment, and particularly increased efficiency i in distribution, 


may keep down the price. But it is not unlikely that 


the subsidising. of mik for priority consumers al have 


to e 
CANCER 


One of the most hopeful features of the Gna 


against cancer is the fact that, in recent times, every year 
has made its special ‘contribution to the sum of knowledge. 
When added together the contributions of the last ten years 
or so constitute a, body. of discovery so substantial as to 
justify the belief that the campaign is entering, upon a 
new phase.” 


With this.. introduction the. report. rendered at the 


annual general meeting of the British ‘Empire Cancer 
Campaign in Dec. 14 strikes an encouraging note. Three 
observations are picked out for special mention. One is 
„ at the Royal Cancer Hospital that certain diets 
inhibit cancer of the mamma and cancer of the liver in 
mice. The second is statistical: and analysis of about 
1000 cases of primary carcinoma of the lung reveals that 


the disease is four times as common in males as in females. 


and that engineers, mechanics, and painters and. decora- 
tors have a high incidence while clerks have a low one. 
Thirdly comes the confirmation of American statements 
that diethyl stilbestrol inhibits the growth of prostatic 


cancer. This potent estrogen; now widely used in 


clinical medicine, is an artificial substance synthesised 
_ by E. C. Dodds and his associates in 1938. It has been 
employed in cancer of the prostate by various surgeons 
in the United States and Canada in the hope that the 


secretory activity of prostatic metastases, like that of 


normal prostate, would be inhibited; by the ostrogen. 
The cases mentioned in the present report aro few. At 


the Middlesex Hospital one patient has been studied care- 


fully for a year; at the Royal Cancer Hospital 2 patients 
seemed to derive no benefit either locally or generally, 
but in 5 others, which showed secondary deposits 
in bone, administration of stilbœstrol by mouth relieved 
the pain from these metastases, lowered the acid phospha- 


tase level in the serum and also produced some degree of 
regression: in the primary growth. This method of treat- 


ment is important in itself, for in England and Wales 
alone, Professor Dodds told the meeting, 4000 men die 
every year from prostatic cancer. But the chief signific- 
ance of the work may lie in the fact that it is, in the 
words of the report, possibly the first practical applica- 
tion of chemotherapy in the treatment of cancer.” 
Stilbostrol is a substance with many chemical affinities, 
. we. may be. sure they N be e eap oroa; 


THE HEART IN PREGNANCY 


Tux increasing care with which antenatal supervision 
-is being carried out lends enhanced importance to the 
question of what constitutes a normal ” heart during 


pregnancy. The X-ray and electrocardiographic changes 


recorded in apparently healthy pregnant women have 
led to considerable controversy as to whether these 
indicate actual enlargement of the heart or merely an 
alteration in its position. In an attempt to clarify the 
issue, ‘Hollander and Crawford! have carried out a 


1. Hollander, A. G. and Crawford. J. H. Amer. Heart J. 1943, 
26, 364. . 85 , 


electrodardiographic changes were confined to lead m 


axis deviation to show a shift to the left during the first 


though it was usually nearer. 15°. . The important X-ray 


- esophagus by the posterior surface of the heart, seen in 


rotating leads taken directly from the chest, ‘and Thom- 


‘diaphragm most affected the position of the heart. A 


pregnancy. The radiological changes also can be 


its maximum at the 9th lunar month of pregnancy and 


indentation of the barium-filled cesophagus, present in the 
earlier stages of pregnancy, had practically disappeared | 


tion of the civilian health services. Provided the 


4, Thomson, K. J., Hirsheimer, A., Gibson,’ J. G. Jun. and Evans, 


. 


routine examination in an unselected series of Patients 
without any history, symptoms, or signs of heart disease 
who were first seen during the first 3 months of pregnancy. - 

Anteroposterior and left and right:oblique X rays of the 
heart were taken every.3 months during pregnancy and 
again 1 and 2 months after parturition ; in addition elec- 
trocardiograms, using the two - string electrocardiograph 
thus obtaining simultaneous records of leads I and III, were 
taken every 4 weeks. As a result of rigorously excluding 
all patients who did not stay. the course, their final 
observations are based on only 18 cases, but apparently 
the incomplete data in the other cases agreed with the - 
findings in the fully investigated cases. The outstanding 


and consisted of a prominent, and even deep, Q wave and 
inversion of T, changes which occurred either together or 
separately.. There was also a tendency for the electrid 


6 months of pregnancy and then.swing to the right, ‘the 
angle of axis deviation sometimes being as great as 28°, 


observation was the backward displacement of the 


10 cases. Other changes noted were straightening of 
the left border of the cardiac shadow, prominence of the 
pulmonary conus, and an increase in the transverse 
diameter of ‘the heart. The- interpretation of these 
findings seems to be straightforward. The electro- 
cardiographic changes are due to a shift of the heart to 
the left as a result of the raising of the diaphragm and 
rotation of the heart in the long axis. Cohn and Rais- 
beck? found similar large Q. waves in lead mx with 


son, Cohen and Hamilton è? noted that the alterations i in 
the Q and T waves were greater when the height of the 


strong argument against their being due. to cardiac 
hypertrophy i is that in Hollander and Crawford’s experi- 
ence the changes often disappeared towards the end of - 


explained on the basis of alteration in the position of the’ 
heart as a result of the raised diaphragm, but another 
factor probably comes into play here—the: increased 
blood-volume which occurs during pregnancy and is 
accompanied by increased cardiac output. This attains 


then decreases steadily during the 10th month until 
by the 2nd month of the puerperium it has returned to 
normal.“ Hollander and: Crawford found that ‘the 


by the 34th week of pregnancy. Their suggestion there- 
fore seems valid, that this indentation: is due to enlarge- 
ment of the left auricle as a result of the increased. volume 
of blood to be accommodated in the heart. These 
observations should facilitate: the accurate. diagnosis 
of early cardiac . during pregnancy and the 
puerperium. 


The ARMY CoUNCIL has decided that serving medica 
officers may participate in organised. discussions, and 
express opinion, both individually and collectively,- on 
the Government’s forthcoming proposals for reorganisa- 


* r 


discussions are held. in. off-duty hours, and Service 
channels of communication are not. used to. promote 
meetings or transmit opinions, there is not Only no 
objection to but every Justification for such discussions 
being held.” 


2. Cohn, A. E. and Ralsbbck, M. J. Heart, 1922, 9, 311. 
3. Thomson, K. J., Cohen, M. E. and Hamilton, B. B. Amer. J. med. 
Sci.-1938, 196, 819. 
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SEX RATIO DURING WAR 


W. J. MARTIN, PH D LOND 
MEMBER OF THE MEDICAL RESEARCH COUNCIL’S STATISTICAL 
STAFF, LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE 


ONE of the best known features of vital statistics is 
the excess of male over female births. This phenomenon, 
as far as can bè judged, has been permanent and common 
to mankind in general, though variations in the average 
size of the ratio occur in different periods and between 
various races. Tschuprow,' in a paper discussing the fall 
in the size of the sex ratio in many European countries, 
including England and Wales, during the last half of the 
19th century and the first decade of the 20th, propounded 
the hypothesis that the size of the sex ratio was nega- 
tively correlated with the number of miscarriages and 
stillbirths. The male prenatal mortality was very much 


larger than the female but sufficient data were not avail- 


able to establish that variations in the size of the sex 
ratio were mainly due to these factors. 

It is well known that the ratio is susceptible to large 
Social disturbances and in the years immediately after 
the war of 1914-18 there was a considerable rise in the 
sex ratio of all the belligerent countries. No completely 
satisfactory reasons for this rise have been advanced. 
In England and Wales the sex ratio, which had varied 
between 1032 and 1049 during the 60 years 1859-1918, 
rose in 1919 to 1060 and remained above the prewar 
level during the next two years with values of 1052 
and 1051. A high sex ratio has also been recorded during 
the present war; the ratios, 1939-42, were 1050, 1058, 
1054 and 1061. The last value is the highest ever 
recorded since the introduction of registration in 1838. 

The war periods have also, in common, a very high 
marriage rate, the highest rates per 1000 of the popula- 
tion ever recorded being during these periods. The 
marriage rates during 1914-21 were 15:9, 19-4, 14:9, 
13-8, 15-3,.19-8, 20-2, 16-9, and for 1938-42 they were 
17°6, 21-2, 22-7, 18:7, 17·8. The mean marriage rate for 
the 102 years 1838-1939 was 16-1. and the only years 
when the rate exceeded 17-9 were during these two war 
periods. No correlation has been established between 
the large increase in the marriage rate and the sex ratio 
during 1919-20 owing to lack of data. Age of parents 
was not given in the birth certificate and the relationship 
between sex ratio and parental age had to be inferred 
from data relating to very small communities, or in more 
recent years from the data relating to the registration 
area of America where the ages of parents were included 
in the particulars of birth registration. Russell? found 
from an examination of American births that the sex 
ratio was not related to age of mother but that a slight 
association existed with the age of father. His values 
were :— 


SEX RATIO OF ‘BIRTHS AT VARIOUS PARENTAL AGES 
| 35-40 | 40-45 


Parent | 15-20 | 20-25 | 25-30 30-35 
Mother. 1059 | 1059 | 1059 | 1052 | 1058 1052 
Father . 1065 | 1063 | 1059 | 1058 1053 1050 


JJ ⁰⁰⁰t ni ene toes I nN 


It is now possible, with the tabulation of the first 
fertility statistics of England and Wales relating to 1939, 
to make a direct approach to the problem. The births 
were tabulated by age of mother but not by age of 
father, and the sex ratios were :— 


Under 20 20-25 25-30 30-35 40-45 45-50 
1062 1063 .. 1047 1053. 1025 .. 962 


The values exhibit a steep decline with increasing age, 
although the continuity is broken at ages 30-34, and are 
in marked contrast with the American ratios. The 
difference between the trends of the two countries may 
be due to the different distribution of births: in America 
the family is larger and the mother’s age is lower than 
in England and Wales. The first births formed 36% 
of all American births in 1936, and 42 % of the legitimate 
births in England and Wales during 1939; 70% of the 


Tschuprow, Al. A. Bull. Inst. int. Statist. 1915, 20, 378. 
2. Russell, W. T. J. Huyg., Camb. 1936, 36, 381. 
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-born to mothers in this age-group. 


London area; 
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American first births were born bo mothers aged less than 
25 years, while only 42 % of the English first births were 
‘Despite this large 
difference, first births in England and Wales formed 67% 
of all births to mothers at ages under 25, while in America 
the percentage was only 57. It cannot be determined 
whether the above trend i in England and Wales is typical 
of the average experience or not, since statistics for the 
years subsequent to 1939 are not yet available, but it 
seems probable in view of the large number of births 


involved—over 600,000—that the sex ratio will be 


found to have a similar trend. Russell found from 
6,000,000 American births that the sex ratio declined 
with order of birth until the fifth birth, when it tended 
to a constant value; the ratios were 1061, 1060, 1058, 
1055, 1051. The same trend was shown in Frances; the 
sex ratios based on nearly half a million births were 
1075, 1037, 1051, 1039, 1035 and only 1022 for the sixth 
rank and over. No data are’ available to determine 
whether age of mother is a factor in the size of the ratio 
within the rank of birth, but that it is probably so may 
be indirectly inferred from the French data. The sex 
ratio of the first births declined with increasing age of 
father; for the age-groups under 25, 25-34 and 35—49 
it was 1081, 1074, 1059. This relation possibly halds for 
age of mother, since there is a fairly high correlation 
between age of husband and wife. On these assump- 
tions the high sex ratio during the war periods can be 
explained in part if not wholly, since a very high marriage 
rate prevailed in both periods and a sustained increase 
in the number who marry means a lower average age at 
marriage. The average age of mother at maternity 
would decrease and the proportion of births to young 
mothers would increase, 35% of the first maternities 
during 1939 occurred within one year of marriage and 
61% within two years, with a consequent rising of the 


sex ratio. 


MATERNITY SERVICES IN LONDON 
A SURVEY WITH RECOMMENDATIONS 


A VALUABLE report has just been issued on behalf 
of the voluntary hospitals and district nursing associa- 
tions undertaking maternity work in the Greater 
it gives a careful survey of existing 
facilities for maternity work in London, and makes 
recommendations for improving them. 


HOSPITAL ACCOMMODATION 


A maternity service, it is held, should be local in 
character, and while beds in central London are sufficient, 
provided they are adjusted to ensure adequate teaching 
of medical students, additional beds are needed towards 
the boundary of the LCC area and in Outer Londona 
There is room for both maternity hospitals and maternity 
departments at general hospitals. A maternity hospital 
should have a minimum of 100 beds, and a unit in a. 
general hospital a minimum of 50 beds ; where popula- 
tion warrants it, larger units should act ‘as Key-hospitals 
for the area. In Outer London a number of appro- 
priately distributed small units should work in close 
association with key hospitals, which would reserve beds 
for emergencies and complicated cases. Mothers who 
had previously had abnormal pregnancies, primiparas, 
and those with unsuitable home conditions should have 
first claim on these beds. 

All maternity hospitals should have their own phar- 
macies, X-ray and pathology departments, and should 
offer adequate facilities for research. 

The numbers of private beds in maternity and general 
hospitals should be increased. 


3. er a aia de la France, statistique des familles en 1906, 
aris 

4, The London 1 Services Joint Committee which has 

drawn up this report came into being some pears ago to link 

up the maternity work of voluntary hospitals and district 

nursing associations within the Metropolitan Polico District. 

The committee has 26 members, half of them medical, under 

the N of Mr. James Paterson (City Matomity), 

ith Mr. A. G. L. Ives, secretary. The report has been 

petted b ut S a subcominittee of 8, of which Dr. Waller 

and M Wyatt, FRCOG, are members, with Prof. T. B, 

Jonson i as chairman. It is being circulated with the 

support of King Edward’s Hospital Fund for London and 

the concurrence of the British Hoop ae Association as a 

basis for discussion with the Ministry of Health and the 

municipal bodies concerned. The committee's address is 
10, Old Jewry, E.C.2. 


nity unit of about 80 beds: 


hospitals should continue. 


l 
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At least one additional isolation unit, to be situated 
in- South or South-east London, is needed ; ; and every 
unit should have isolation beds for suspect cases. Cases 
of. abortion should be under the care of a gynecologist. 
All maternity units should plan accommodation so as 
tobe able to admit any of their own booked cases which 
abort; other‘ gases should be fairly distributed between 
the gynecological units of voluntary and. municipal 
Hospitals. ö 

There should be close liaison between voluntary 
Hospitals and local authorities in planning new accom- 
modation, so as to avoid. overlapping. ; l 


7 


^. , TRAINING OF DOCTORS AND MIDWIVES 


The Royal | College of Obstetricians and Gynecolo- 
gists consider’ that medical students should take their 
midwifery courses at their own medical schools, Which 
means. that each teaching hospital should have a mater- 
Until necessary building 
can ‘be completed. existing arrangements with LCC 
Provided cases are carefully’ 
apportioned there is no reason why the same institution 
should not undertake the training of both medical 
students and pupil midwives. ` 

If there is a shortage. of domiciliary cases, existing 
districts at present not recognised for training should 
be combined into units large enough to conform with 
requirements. Postgraduate courses for doctors and 


- midwives should be greatly extended at maternity | 


| e and general hospitals with maternity units. 


; 


/ 


of doctors who can be called in; 
examined any of the midwife’s cases for which they 


“ANTENATAL CLINICS 


Where a hospital accepts patients from the clinics: of 
a local authority, the expectant mother should be sent 
to the hospital antenatal, clinic for her first general 
-examination, not later than the 32nd week of pregnancy. 
The medical officer in charge of the municipal ante- 
natal clinic’ should: have held a resident appointment in 
a maternity hospital: Arrangements should be made so, 
that the practitioner called to a midwife’s case in an 
emergency shall have seen the patient beforehand and 
examined. her at the 32nd and 36th week. Antenatal 
clinics should be closely linked with the nearest mater- 
nity unit so that special examinations or consultations 
can be arranged. Health visitor and midwife should 
codperate and agree in the advice they give the patient. 
Dental clinics should be provided in connexion with all 
antenatal clinics. | 


DOMICILIARY MIDWIFERY - ` 


A patient choosing to be delivered at home by the 
district service of a voluntary hospital must understand 
that in need the midwife will call in one of the hospital 
obstetrical staff. In other cases there should be a rota 
they should have 


have taken. responsibility. 

A home-help service should be ‘available, and resident | 
nurseries for young children of a woman during confine- 
ment. Mobile obstetric teams should be available to 
small maternity units and for the patient delivered at 


home. 


POSTNATAL CARE - 


Care of the newborn has not kept pace with. advance 
in other aspects of obstetrics. Prof. Chas. McNeil of 
Edinburgh was called in to discuss the task of providing 
better safeguards for the baby in the early weeks of life. 

Maternity units should appoint a pediatrician’ to 
work in close association with the obstetric staff. Mater- 
nity units should be more generously staffed with nurses. 
Health visitors should see the mother a day or two 
before she is due to leave the maternity ward, or at home 
before the midwife ceases to attend. 

The pediatric staff of. the maternity | unit should, 


through the MOH, take some share in the organisation 


and clinical work of welfare centres, and breast-feeding 
clinics should be held daily. Postnatal clinics should 
review the mother’s health during lactation. Postnatal 
and child welfare clinics should be held at the same time 
-and place. 

Convalescent homes should be provided for mothers. 
‘who need extra rest, and should have a toddlers’ wing. 


| _MATERNITY SERVICES IN LONDON, ` 


London should be appo 


wives. 
people, with professional and technical advisory panels. 


about vacant beds might be its first: concern. 
‘hoped that the scheme will be fitted into the codrdinated _ 
hospital services which are now the immediate concern 


Omen reer: 


‘time education, equivalent to one day a week, compulsory 


in the provisions for blind, deaf and otherwise handi- 
‘capped children made in the Edycation, Act of 192). 


needing special education, including maladjusted child- 
longer required before a physically or mentally defective 


certified as mentally defective while: he remains within 


will be lowered from 7 to 5 years, and parents of a child 
capped children is now supplied by voluntary bodies, and 


ing not only for medical inspection as at present, but also 


medical inspection and treatment, as well as school meals 


Glasgow in 1924. 


* 
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ute ae d 4 SINGLE UNIFIED ‘SERVICE 

Continuity of care and responsibility cannot, it is 
concluded, be achieved under divided control. An 
area Maternity: and Child Welfare Board for Greater 
ointed by the Minister of Health, 
with representation ‘voluntary hospitals, consultants, 
general practitioners, county and borough councils Lin- 
cluding the MOH's) and, other welfare "authorities, 
district nursing associations, health: visitors and mid- 
There should be a small executive of leisured 


infor mation 


A central, bureau for collecting daily 11 
is 


of King Edward’s Fund and the. Voluntary- Hospitals 


THE ‘EDUCATION . BILL 


THE far-reaching measures foreshadowed in the Govern- 
ment's white-paper Educational Reconstruction in July 
are embodied in the new Education Bill, published on 
Dec. 16 (HMSO, pp. 98, 18. 6d. Explanatory memo. 
Cmd.: 6492, pp. 14, 3d.). The bill gives the President of 
the Board of Education full ministerial powers, though 
he will retain his present title, establishes two central 
advisory councils for education, one for England, the 
other for Wales and Monmouthshire, provides for the 
raising of the school-leaving age to 15 on April 1, 1945, 
and to 16 as soon as the minister sees fit, and makes part- 


for young people up to the age of 18. 
The white-paper’ promised substantial modifications 


The new bill extends the duty of ascertainment, now 
confined, to defectives and epileptics, to all children 
ren. An important change is that certification is no 


child can receive suitable instruction; no child will be 
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the education system. Local education authorities will 
be obliged to provide special education for the less 
seriously handicapped children in the ordinary schools 
and for the more seriously handicapped in special schools. 
The age for compulsory attendance at such special schools 


over 2 years will have the right to ask for their child to be 
medically examined with à view to special education. 
Much of the special educational treatment for handi- 


8 h F 2E 9 


the bill will enable local authorities or the minister to 
assist these, bodies financially. 
The bill imposes on local authorities the duty of provid- 


for treatment of all pupils at maintained schools and 
young people’s colleges, free of cost. It also makes it a 
duty of local authorities to provide meals and milk in 
their schools, and gives them powers to supply boots ‘and 
clothes for needy children. Independent and ~direct- 
grant schools may be included in the arrangements for 


A Fàs gf 2 e h 


and milk, but the expense to the local authority must not 
be greater than would have been incurred at a maintained 
schoo 

The raising of the school - leaving age necessitates 
changes in the law relating to employment, for the exist- 
ing acts only refer to the employment of children under 
14. The bill empowers. local authorities to prohibit or 
restrict the employment of any child attending a county, 
auxiliary or special school if it would prejudice his health 
or education, so that the restrictions of the Education 
Act of 1921 can be fitted. to the new leaving age. As 
regards limitation of hours of employment, overtime 
payments and so on, the. time spent at. a young peoples 
college will count as in working hours. 


Dr. DoNaLD CAMERON, professor of neurology and psychis- 
try at the Albany. Medical College, NY, has. been appointed 
to the chair of psychiatry at McGill University and psychis- 
trist in chief to the Royal Victoria Hospital, Montreal: Dr. 
Cameron graduated in medicine from oe A es of 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


THERE was an old song whose chorus began, At six 


o’clock on a shining morn we start our little day; our 
newest, nursing probationer remembered it when she 
arrived breathless. and breakfastless on Ward X at 
0746 hours—precisely a minute late. Excuses? Well, 
her billet is half a mile from the hospital, she has a cold 
little room at the top of the house, and unless she wakes 
herself up early, it’s just too bad. Breakfast at the 
hospital is at 7.0’clock—all the nurses take all their meals 
in the hospital—and at this time of the year it isn’t light 
until 8.30. This little personal problem appeared to be 
easily soluble when she saw an array of cheap alarm 
clocks in a local shop, and on her first off-duty spell she 
went in to buy one. But alas she had to confess that she 
was not a factory worker and came out empty handed. 
She went to Matron, who gave her a chit to say that she 
was a hospital nurse, lived in a billet and had to be at 
the hospital at 0700. Even this didn’t help; the clocks 
were for factory workers starting work before 0500. 
Was the shopkeeper right? Or perhaps nurses are not 
really essential war workers until they are state registered 
or perhaps the various Government departments con- 
cerned haven’t thought of this one. It’s a very small 
one, but these little things count, even in war-time. 
The days of the knocker-up ” have Passed ; more’s the 


pity. 


An English-speaking Basuto was recently admitted 
as a mental patient NYD.” When questioned as to 
the cause of his rather alarming behaviour he said he had 
been in the habit of sending his pay home to his wife until 


* * * 


he heard that she was no longer faithful to him, when 


he ceased,to do so. A few months later he received a 
letter on behalf of his mother-in-law telling him that she 
was very angry with him, and had consulted a witch 
doctor who had thrown the bones against him — 
the acme of local witchcraft, apparently. As he is a 
Christian he affected not to be disturbed by this, until 
a few days later when he received a further letter con- 
taining a few apparently meaningless scribbles, which 


he felt sure was a spell from the witch doctor himself. 


‘The immediate physical effect of seeing this was an acute 
pain in his chest and an irresistible impulse, which he 
gratified, to run to his major’s quarters and fire his 
rifle several times. This done he sank into a condition 
of apathy from which it was difficult to rouse him. 
No ordinary treatment seemed to influence his progress 


50 I consulted the CO of the attached Basuto wing as 


to the possibility of finding a witch doctor among the 
various dock pioneer companies who could reverse the 


Spell. He agreed to try, and rather to my surprise 
' wrote an official request to the area commandant that a 
witch doctor should be available on the following Satur- 
, day. A reply was received from one of the companies 
. as follows— 


Subject : Voodoo. 


Ref. your memo undated I regret that no witch doctor 
is at present available in this Group. They are now in 


short supply—the classes now called up are not s 


standard—and the only specialist of this subject avail- 
able has regrettably left his bones behind, without which 
he cannot fully exercise his art. 

(Signed) X Y, Lieut.-Colonel. 


A matter-of-fact reply agreeing to do as he wished was, 


however, shortly received from another company through 
the usual official channels, and I was duly rung up to 


attend the ceremony, The medical specialist walked 
over with, me, and we found the doctor ”?” with twelve 


husky negroes squatting in the centre of the small hospital 


Parade ground awaiting us, to the intense interest of the 
Native staff and patients. There was nothing particu- 


a! 


larly impressive about him—unless it was his girth— 
and he got up and gave us a moderately smart salute, 


< calling his band to attention, which seemed slightly 


V. 


t 


x 


hey 
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and through the native medical corporal he was told 


2 


, 
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incongruous behaviour in one possessed of such occult 


powers. It was disappointing that he had not turned 


up in paint and feathers heralded by tom-toms. We 
went over to an empty tent which he agreed was suitable, 


the uneventful séance. 


that we wished him to drive the hoodoo out of the patient 
who was sitting in front of him. His attendants then 
surrounded them, and he looked at his victim for some 
time, in a rather dissatisfied way quite silently. Then 
he produced a small orange-coloured bag from his pocket, 
and slowly took out a Gold-Flake carton containing 
same white powder, and part of a dried goat’s ear. He 
placed some of the former in each of the patient’s nostrils, 
and we watched the patient in rather tense silence for 
another 10 minutes. At the end of this he announced 
through the interpreter that this was the wrong sort of 
spirit—he was used to those of Bechuanaland, and not 
those of Basutoland. We asked him whether if he could 
return another day with a stronger medicine it would be 
of use, and to please us he agreed to return next day. 
The CO next appeared with a case of hysterical paralysis 
of the arm in a young Zulu, and the long period of in- 
spection, with nasal insufflation, was repeated. The 
witch doctor then said he thought this was a white 
medicine disease, and not for black medicine. We 
disagreed, and said that we were sure that he could cure 
it. He then searched the little bag again, and this time 
produced a Gillette razor-blade and scarified the affected 
arm on the back of the wrist, over the external condyle 
of the humerus, and at the insertion of the deltoid. A 
red powder was then rubbed in, and the patient was again 
watched intently. Once more, however, nothing hap- 
pened, and the patient returned to his, ward in triumph. 
I think paint and feathers would have done the trick. 

The job of the twelve attendants, who took no ap- 
parent part in the proceedings, is to give a great shout 
at the first appearance of the offending spirit so that 
in its fright it will leave the victim. For the second 
session he turned up without them, which seemed to 
indicate a defeatist attitude, and this was justified by 
But his powder did succeed on 
this occasion in making the patient sneeze a good deal, 
which the doctor said was a very good sign. 0 

As we walked back we wondered whether we are 
covering an unqualified practitioner, or whether the 
GMC will take the view that witch doctors are medical 
auxiliaries.” Anyway it has varied the therapeutic 
monotony of our lives. | 

i * 11 as 

Foreigners are always welcome at No. 1, Wimpole 
Street, but they rarely outnumber the English. At the 
first meeting of the European Association of Clinical 
Pathologists the British were only in a small minority.“ 
About ten different languages could have been heard but 
only English was spoken, and a good English too. The 
only exception was at the dinner, when a French member 
insisted, as was his right, on speaking his own language ; 
for many of us it was a joy to hear again such musical 
words. The meeting was for the dual purpose of 
scientific discussion and social intercourse, and we all 
came away with one regret—that the chairman had been 
bound to work away with his green, amber and red lights 
to keep the speakers within their short time limit. The 
dinner the night before had gone off very well; a con- 
vivial and friendly atmosphere had been soon established. 
This was only to be expected from people who have 
formed themselves into an association whose main aim is 
to further a spirit of amity and coöperation between the 
medical communities of Europe. Such gatherings should 
make more people appreciate how pleasant it is to be a 
good European. 

* * 8 

Outside the windows of the treatment-room of our 
young and keen psychotherapist runs a narrow passage 
where passing patients and nurses used to chat and joke 
and laugh, thus disturbing the ceremonial progress of 
free association. After he had convinced the ehief that 
something had to be done, things became quiet for a few 
days; until one morning when chatter and noises seemed 
unending. He angrily dashed to the window, but 


‘retired quickly when he saw the workmen in lively dis- 


cussion: where and how they should fix the notice: 
“ Silence. Treatment in progress.” 
* * * 

In one of the semi- official social surveys, the examined. 
people had to fill in a questionnaire headed by the words 
age and sex. The lady social worker was somewhat 
embarrassed when she saw a young labourer writing 
under sex: Sometimes.“ 
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INFANTILE D AND v 


Bm- Duie the spring and summer of this year, 


when diarrhea and vomiting in infants was prevalent, 
we. had the opportunity of- observing and treating a 


consecutive series of cases in a Dondon isolation: hospital, ` 
and.our experiences may be of interest in view of your, 


leading. article, of Dec. 18. 


This series of 120 cases, all under 15 monilh of age, 


fell into two groups. In the first group of 61 cases (24 
dehydrated) treated between April and mid-August 

» inclusive, there were 8 deaths, giving a case-mortality of 
'13-1%, or. 33:3% in / the dehydrated cases. 
August the routine of treatment was altered by the early, 
addition of human serum to the intravenous drip. In 
the second group of 59 cases (27. dehydrated) treated 
between mid-August and November inclusive, there 
were no deaths; there was also a striking reduction in 
the length of stay of. these infants} in hospital. The main 
points to be observed are: 


1. Detailed examination on admission, ed an 


_ accurate history. 


2. Early recognition-and treatment of dehydration. 
3. Search: for, and early treatment of, infective foci. 
. 4. Nursing in a cubicle or by. strict F 
technique. 


On admission, all 11 are given ;- strength A 8 
Ginger. Iaetate) solution by mouth for 12-24 hours, depending 
on the amount of vomiting. - Vomiting usually ceases within 
24 hours, after which the infants are put on a dilute feed, 
beginning with a 1:8 mixture of the milk preparation in 
- Ringer-lactate. We have made it a practice to give the 


infant the kind of food which he had before admission, unless ' P 


there is some definite contra - indication. The feeds are 
gradually increased in strength until the infant is on a full- 
strength milk diet, usually in 5-7 days. 

If dehydration is present, fluid is given intravenously 
without delay, using a Bateman’s needle which is tied into 
an arm or leg vein after cutting down. ` At first, 4-strength 
Hartmann’s solution is given, with or without the addition of 


50% glucose, and the fluid is allowed to drip rapidly (about 


30 drops per min.) for the first half-bottle (300 c. em.). Pooled 
human serum is then added to the Hartmann’s in equal 
parts (so as to obtain a half-strength dilution) and the rate 

of flow slowed to 8-15 drops a minute. As a rough guide it 
may be said that infants under 3 months require a slow flow 


of 8-10 drops per min., while older children will tolerate a 


flow of 12-15 drops per min. But in practice it is necessary 
to judge each case individually. The rate of flow, and the 
total quantity of fluid given, needs to be adjusted according 
to the weight of the baby, the degree of dehydration, the 
degree of pyrexia if any, and the amount of fluid which the 
infant is able to take by mouth and retain. The ‘drip is 
continued, giving alternate bottles of Hartmann’s plus serum 
and $- strength Hartmann’s, until dehydration is completely 
corrected, the stools are less profuse, and the infant is able to 
tolerate a dilute feed. This is generally in 1-3 days. If 
vomiting persists, all feeds by mouth are stopped for at least 
12 hours and the amount of parenteral fluid is increased. 
Feeding is then recommenced with 3-strength Hartmann's 
as previously. described. 

If the infant is very collapsed on admission, as may happen 
with a severely dehydrated baby who has had several hours 
of waiting in an outpatient department followed by an 
ambulance journey, treatment is instituted exactly as for 

‘surgical shock.” 
nikethamide and oxygen are given, and the infusion is begun 
immediately. For this purpose, a cutting-down set is always 
kept ready sterilised. We cannot stress ‘too highly the 
urgency of treatment in such cases. 


This routine and the choice of transfusion fluids are 
based on the following clinical observations. 

1. Most infants with D and V respond well to a 
preliminary period of starvation, provided it is not too 
long and that sufficient fluids-are given. 

_ 2. When dehydration is present, it is ! to deal 
with it early, since long-continued dehydration may cause 
irreversible damage, and the chances of recovery appear 
to be in inverse proportion to the duration of dehydra- 
tion. We should point out that with older and fatter 


WORK FOR THE DISABLED 


In mid- 


this can be avoided, and it is still a far smaller risk than 


account, of a kind which apart from that i injury, disease 


Warmth, stimulants such as brandy and 


| the welfare of disabled persons who are now to enjoy 
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babies, in whom the classical signs of fluid - loss are less 
apparent; there is no wrinkling of the skin, but the 
dehydration with, loss of tone rand elasticity becomes 
obvidus if a larger fold of skin (which includes the, 
subcutaneous fat) is pulled up between the fingers. 
It has also, been our experience, that profuse watery 
diarrhoea is a more important factor than vomiting i in 
producing dehydration. | 

3. When dehydration. is. severe or of long Lega ding 
the situation is urgent, since there is almost certainly 
loss of plasma-proteins and the condition is akin to 
surgical shock. All workers are familiar with the type 
of dehydrated infant who at first responds well to a 
transfusion of saline or Hartmann’s, and then develops 
cedema in spite of the fact that he is still dehydrated. 
Assuming this to be due to. lowered plasma- proteins 
it would seem reasonable to give the infant extra pro- 
teins as soon as possible. In practice, it is simpler to 
use a }-strength solution of human serum or plasma, as 
this. obviates the technical difficulty of getting the 
rather sticky full-strength fluid to run through a slow 
drip, and also avoids the danger of approaching the 
unknown point at which tissue oedema begins although . 
dehydration is not yet corrected. Because there is often 
difficulty in getting the drip to start, especially if. the 
infant is very collapsed, it i is advisable to begin with the 
half-bottle of Hartmann’s. 

It is necesary to pay very close attention to the infant 
during intravenous therapy; at the earliest sign of 
cedema—p ess of the hands and feet, eyes, scrotum 
or vulva—the fluid must be discontinued immediately. 
There is certainly danger of“ drowning ”’ an infant with 
too much parenteral fluid, but with careful watching 
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5 an infant to remain dehydrated for a long 
erio l 

It need hardly be said that it is essential to look for’ 
and treat any focus of infection. Sulphonamides, 
especially sulphadiazine, were found to be of great value | 
when given early and in adequate dosage. Special 
attention must also be paid to the ears, and myringotomy, 
oa if necessary mastoidectomy, must be performed 
early. 

A prerequisite for success with this simple routine is a 
conscientious and coéperative nursing staff; without the 
hard work and intelligent collaboration of the sisters and 
nurses of the barrier-wards in which these infants were 
nursed, these results could not have been obtained. 

Our thanks are due to Dr. W. Gunn, the medical super- 
intendent, and to Dr. Robert Cruickshank of the North- 
Westérn Group Laboratory for their advite and encourage- 
ment. 
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N M. B. ALEXANDER. 
North-Western Hospital, LCO. Xe BISER. ` 


WORK FOR THE. DISABLED. 


o Sin, — The Disabled Persons (Employment) Bill marks 
three important developments in the formulation of 
policy on rehabilitation. It defines a “ disabled person” 
as one who on account of injury, disease or congenital 
deformity is substantially handicapped in obtaining | or 
keeping employment or in undertaking work on his.own 
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or deformity would be suited to his age, experience and 
qualifications ”—a definition which can be compared 
with that of the Danish Invalidity Law which adopted 
as its standard inability to earn more than one-third of 
the wages normally earned by an. ordinary individual 
of comparable status without disability. The bill makes 
provision for the preparation of a register of disabled 
persons and it lays down machinery whereby: employers 
with more than 25 workpeople may be compelled to find 
employment for a quota of men whose names appear on 
that register. And the Minister may, after consultation 
with employers and workers, reserve certain classes of 
work for the exclusive employment of registered ‘persons. 
These far-reaching principles open up a new approach to 
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“ under adequate medical supervision and under. circum- 
stances conducive to,the restoration of fitness facilities 
for physical training, exercise and occupation under 
the direction of a National Advisory. Council with, a series 
of district advisory committees. J 
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Wisely used, these provisions should go some way 
towards the recognition of the fundamental import- 
ance of medical skill and interest in the well-being of the 
disabled. But it is a pity not to have brought in, 
besides the pooled experience of interested individuals 
and societies, the whole weight and authority of the 
government departments concerned with social medicine 
and education. There was a great opportunity here of 
doing something tangible towards the provision of a 
really comprehensive health service for members of the 
community who badly need its care, and it would be an 
act of statesmanship on the part of the Minister of Labour 
to make it clear that it is his intention to approach the 
rehabilitation of the disabled along the broadest possible 
lines. That, as your leading article last week set out so 
convincingly, is the essential thing. Don’t label dis- 
ablement, get your man fit enough to forget it. The issue 
cannot be tackled successfully as a purely industrial one. 


ARGUS. 


QUIZZING THE PHYSICIANS 
SIR. — The interim report of the social and preventive 


‘medicine committee of the Royal College of Physicians 


of London (subject of a leader in your issue of Oct. 30) 


is an interesting document, apart altogether from its 
intrinsic value as a contribution to medical education. 
The synchronisation of its publication with that of 
the College’s committee on psychological medicine 


throws into prominence the curiously differing constitu- . 


tion of the two committees. The latter, for instance, 
has 20 members, compared with only 13 on the former, 
but the most striking difference is the paucity of clini- 


. cians, and especially consultants, on the social and pre- 


ventive medicine committee; there are 3 MOH’s, 1 
-professor of public health, 1 American attached to the 
Ministry of Health, 1 whole-time member of the scientific 
staff of the MRC, 1 whole-time professor of medicine 
and 1 statistician. What is the significance of this ? 
Lack of interest of the clinicians in the subject seems the 
obvious reply, though perhaps there is some more subtle 
explanation. However that may be, perhaps the 
paucity accounts for certain features of the report. 

As a clinician I resent the statement that Social 
medicine represents a relatively novel point of view,” 
especially when at a later stage the committee define the 
main purpose of the curriculum in preventive medicine 
as being to lead the student to the study of man in his 
environment—of the person or patient in relation to his 
family, industrial and social background.” What on 
earth have some of us been teaching for years to our 
students except this very thing? What would have 
been left of our teaching if we had had to omit all refer- 
ence to the influence of working and home conditions 
on the patient with a peptic ulcer, or of housing on the 
1 heumatic child? 

In the proposed curriculum there are several curious 
suggestions, presumably arising out of the attempt to 
be intensely practical, but resulting in a rather un- 
balanced programme. Climatology may not be of 
immediate importance to the student, but it is certainly 
a subject he should know something about. Similarly 


the rather scathing comments on genetics are more than 


surprising these days, and I can conceive of no part of 
the curriculum in which instruction in this vital subject 
could be more satisfactorily included than social medicine, 
Equally surprising is the suggestion that such important 
subjects as ventilation, sanitation, &c. should be more 
or less ignored. 

I must confess also to disappointment at the lack of 
style in the language of the report. Perhaps we have been 
spoiled by the magnificent language of the Beveridge 
and the Scott reports, but one would have thought that 
an institution with the traditions of the RCP would 
have picked up at least an echo of the resounding phrases 
which some of the fellows of old used. 

The psychological medicine report says: ‘‘ this teach- 
ing must be limited. . . it must be solid, because the 
student is too raw to be able to profit by debatable 
speculations about human nature.” And yet we con- 
sider ourselves a well-educated profession! What 
about these same students’ contemporaries in other 
faculties studying, and understanding and discussing, 
the intricacies of philosophy, logic and mathematics ? 
Are they too raw to profit by “debatable speculations 


about human nature? Must they be forbidden Plato, 
Socrates, Hume, Berkeley and Kant, and confined to 
potted versions of the originals served up by their tutors ? 
Or are we to take this as the official opinion of the College 
on the intellectual standards of. our students? 

Finally I must. pick a bone with the committee in their 
delineation of the qualifications of a professor of social 
and preventive medicine. A brief clinical experience 
is sufficient, but he must have formal training in public 
health,“ experience in public health work” and 
** familiarity with practical public health activities, and, 
while interest and training in research are highly 
desirable, . . it is considered immaterial whether this 
training be in epidemiology, bacteriology, nutrition, 
child health, social science, or in a field like tropical 
medicine.” Not a word about clinical science. Many 
of these desiderata arè admirable, but, at least in these 
days of transition, a sound clinical training both in 
research, practice and teaching is surely the first essential 
of such a professor. Unless he has such a background 
he will never be able to teach medicine of any 
description, he will never adequately appreciate the 
problems of individual patients and their reactions 
to their environment, and, perhaps as important as 
anything at this stage, he will never earn the coöperation 
of his colleagues, the clinicians. The details of public 
health administration can be acquired with relative ease, 
the work of voluntary organisations is already known to 
the experienced clinician, and his training is such that 
he could very easily assimilate these subjects and knit 
them into 4 single whole. The public health administra- 
tor, however, will seldom attain this ideal because the 
vital aspects cannot «be learhed from the books, but only 
as a result of long and often bitter training in the hard 
school of clinical medicine. 
| BEDSIDE TEACHER. 
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SR, — The letter in your issue of Nov. 20 might give 
a wrong impression of the views of the medical. practi- 
tioners of the Highlands and Islands area of Scotland. 
Dr. Leys, who is physician specialist for the northern 
counties of Scotland under the Highlands and Islands 
(Medical Service) Scheme, circularised several of his 
colleagues, general practitioners and public health 
officials, within the area of his appointment asking them 
if they would sign this letter. He did not circularise 
all his colleagues, myself for example, but only a selected 
few such as our MOH, the secretary of the local division 
of the BMA, the president of the Northern Counties 
Branch of the BMA, &c., men whose names as signatories 
‘to his letter, if they approved of it, might give it an 
appearance of representing the views of the area. Not 
a single practitioner or medical official in the counties of 
Caithness, Sutherland, Ross-shire, or Morayshire signed 
this letter, nor do we find the Orkneys, Shetlands or 
Hebrides represented among the signatories nor the 
Burgh of Inverness nor the consulting staff of our central 
hospital, the Royal Northern Infirmary, apart from Dr. 
Leys himself. The county of Inverness is represented by 
two general practitioners from Fort William, and four 
from the Island of Skye. Would it not have been a more 
Highland-like letter if Dr. Leys had given your readers, 
even as a parenthesis, a list of those colleagues who 
refused to sign his letter, and also, to save paper, just 
the number of medical practitioners and ‘medical 
officials in the Highlands and Islands area whom he did 
not circularise ? The bracketing of places of residence 
after the names of the signatories is likely to mislead. 
= Werhave a very fine national service in the Highlands 
and Islands, a service applauded by the League of 
Nations and by the many from the Dominions and abroad 
who have visited us. A meeting was recently held in 
Inverness open to all practitioners withm the Highlands 
and Islands area. It was the duty of all who wished our 
service changed to be there and to state their views. It 
was one of the largest meetings of medical men and. 
women ever held within our area, with representatives 
from all our northern counties. Not a single person 
present asked for a salaried state service under local 
authorities. All felt that to be dominated by local’ 
authorities would be the ruination of our service. We 
appointed a delegate to meet the powers that be in 
Edinburgh. After. the Secretary of State heard Dr. 


, Burgh of Inverness. 
dur service sbould be maintained as at. present, and 
valuable suggestions were put forward for: its further 


‘serve. We 


„ of our isolation. 


enough to be discussed (though somewhat belittled 
our esteemed English contemporaries. 
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‘Leach’s, statement, Dr. Leach was assured that the 


identity and character of our seryice would be main- 
tained. A week ago we had a meeting of elected repre- 
sentatives of the Highlands and Islands subcommittee 
of the BMA, 
Sutherland, Ross-shire, Inverness-shire, Argyll and the 
Every person présent agreed that 


improvement. This is not the opinion of medical practi- 
tioners alone; itis the opinion of the people whom we 
do not wish. our service ruined, or even 
belittled: by people who know nothing of our past, our 
sufferings, and what this service has meant in giving 


hope to our people, and relieving them. of much of the 
suffering that their forbears had to go through. We ` 


have a service of which we ak proud to be members in 


Tain, Ross-shire. 


FEEDING WITH AMINO-ACIDS ` 


| Sm,—Your editorial on feeding with amino-acids 
(Lancet, 1943, i, 143) has provoked discussion, and one 


of the authors mentioned therein has already oo 


exception to-your comments (Ibid, 1943, ii, 275). 


the first one to use amino-acids in. the human tee CE 
method of intravenous protein alimentation, I was 


struck immediately with the fact that your leader seemed 
to misunderstand many fundamental considerations 


regarding parenter: al therapy and about clinical research 


in this country. While my first impulse was to take up. 
these : misunder standings ` in. turn, I would prefer to 
express rather my personal pleasure at the publication 
of this editorial because it means that this new thera- 
peutic procedure, which was started in this country 
nearly 5 years ago, has already been deemed Mette) by 

y 


Parenteral injections have perhaps reached a wider 
use in this country than elsewhere, although their value 


in lowering surgical mortality and minimising surgical 


complications is recognised everywhere This is true 


because such injections not only correct serious biò- 


chemical deficiencies but actually meet several daily 


. nutritional needs of patients temporarily unable to take 


anything by mouth or in whom the oral ingestion of 
fluid or food would prove deleterious. The addition 
of appropriate amino-acid mixtures to the four other 
nutritional elements now extensively used enables the 


surgeon to avoid many of the deleterious effects now 
known to follow protein deficiencies, particularly post-. 


operative hypoproteinemia. In fact, this new procedure 


is a physiological short-cut, circumventing the need for 
the gastro- intestinal tract so often temporarily out of 


commission. Plasma transfusions, true enough, may 
also be used to give parenteral protein nourishment 
and have many advantages, particularly in acute 
hypoproteinemia, but are scarcely as physiological, 
nor as inexpensive or convenjent, as an injection of an 
appropriate mixture of amino-acids. Amino- acid mix- 
tures have also ‘been given by mouth but only to spare 
digestion, which is so necessary if whole protein food: is 
to be absorbed, and’ is occasionally impaired, for 
example, by pancreatic achylia and . cedema, © 
of the gastro-intestinal mucosa. 


School of Medicine, 
Washington University, St. Louis. 


. __ OXFORD VAPORISER | 
SR. —I fear the brevity of my report * has 8150 


ROBERT ELMAN. 


‘Wing-Commander Soper to misread between the lines 


in some places. The cases dealt with were of a particular 
class—namely, prolonged and often repeated operations 
on men who had sustained recent severe wounds. I do 
not consider ether the ideal anesthetic for these cases, 


although at the time it was the best available. Nitrous 


oxide and oxygen in a closed circuit, with cyclopropane 
or ether as adjuvants, would have been preferable. I 


* Captain M. Rushton’s:article in our issue of Oct. 23 (p. 509) 


was incorrectly ascribed to . MARTIN A. RUSHTON, B CHIR 

. - LD8, attached to the plastic and jaw centre at Park Prewett 

Hospital, Basingstoke. A correction of this regretted slid 
appeared on p. 572 of our issue of Nov. 6 and we take the 
opportunity of repeating it. here.—ED. L. 


with representatives from Caithness, | 
amnesia. 


made two injections impracticable. 


: ENEAS K. Macrenzm. 


extent of their liabilities more fully than at present. 


tried to point out how. the use of the Oxford Vaporiser 


minimised the disadvantages of ether, rendering them 


insufficient. to outweigh ae advantages of portability. 
Soper: suggests premedication two hours before opera- 
tion; IJ. have found one hour most likely to bring about 
Moreover. a. dry mouth for two hours in a hot 
climate is very. uncomfortable, and" shortage of nursing 
‘t Unpleasant is a 
relative term and I wonder if Soper’ s grateful patients 
would not have been even more grateful for an induction 
with Pentothal.“ When. I used a chloroform-ether 
mixture during induction the average amount of chloro- 


form. used was two drachms, administered on an open 


mask held an inch or two from the face. The small 
quantity of chloroform thus absorbed was sufficient to 
tide over the difficult transition. During the very busy 
period covered by. my report (we might be operating 
18-20 hours a day) time was of major importance, and 
on the occasions when I decided not to use chloroform 
a little CO, helped to speed up the induction. As to 
oxygen, the two best prophylacties against the toxic 
effects of .prolonged ether (or. chloroform) are,- in my 
experience, glucose and excess Oxygen. 

~ At the end of my report I compared the Oxford 
vaporiser with the “ tin can vaporiser, because several 
anesthetists in the Middle East had suggested that the 
latter was just as good. I have used the tin can when 
running more than one table with only one machine, and 
J have found that if the tube connecting the can to the 
“patient Ís narrow there is too much obstruction. to 
breathing ; if, on the other hand, the tube is wide there 


‘is a dead space with accumulation of CO, and heavy 


accra which. may exhaust the patient. 


8 M. RUSHTON. 


P arliament__ | 


„ ON THE FLOOR OF ‘THE. HOUSE 
j MEDICUS MFP A a 


THE House has adjourned for the Christmas recess in 
a state of expectation. Expectation of the opening of 
the second front as a result of the Moscow and Teheran 
conferences, expectation of great legislative prospects on 
our reassembly, expectation of political repercussions, 
vague and indefinite it-is true, which may come ypon us 
during the next series of sittings. . 

The news of the Prime Minister’s illness at this juncture 
is disturbing and all medical members were cross- 
examined vn the precise nature of the pneumonia of the 
left lung. The House wishes Mr: Churchill very well, 
and hopes his robust constitution and remarkable vitality 
will enable him to overcome this attack rapidly and 


completely. But the House also hopes that the Prime 


Minister will take a reasonable length of convalescence 
before returning to full work. 

Mr. Eden's statement on the war situation revealed 
no new facts because all that can be said of general 
strategy has already been said in the communiques of 
Moscow, Teheran and Cairo. The Teheran con ference 
settled times, places and dispositions of military efforts 
by land, sea, and air, and these will be communicated to 
the enemy in due course—on the field. The full glare 


of the war searchlight has been turned on the Far Eastern 


field of operations, and the. greater concentration on 
China, now a major factor in strategical dispositions, 
involves a further drain on the world’s medical resources. 


But China may overcome her deficiency in numbers of 


medical personnel by instructing her educated and highly 
adaptable people along the lines of -medical training 
found effective in the British and Dominion forces during 
the wer: China has vast 8 and they must be 
serve 


‘When the fouke reassembled in the New Year. one of 


its first duties will be a two-day debate on the Education 
Bill, the text of which has just been published. It is a 
long document running to 97 pages, with 111 clauses and 
9 schedules. Provision for the examination of pupils 
requiring (or likely to require) special. educational treat- 
ment will show the education authorities in all areas the 


The facilities for medical treatment of .school-children 
will need to be extended as it becomes the duty of every 
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authority to make such arrangements for securing the 
provision of free medical treatment ”’ as are necessary. 
The arrangements for the provision of milk, meals and 
other refreshment ” are not so definite, as they await the 
result of the discussions on the Beveridge proposals for 
children’s allowances. In announcing interim decisions 
on the Beveridge report earlier in the year, the Govern- 
ment stated that they did not accept Sir William’s figure 
of children’s allowance because they proposed to supply 
milk and meals in school in place of part of the amount 
suggested. Clause 47 in the new bill, which deals with 
milk and meals, does not make this point clear and is 
certain to arouse controversy. It has been an article of 
faith with many educationists for a long time that one 
satisfactory meal should be provided for every child in 
every kind of school. Great as are the changes to be 
brought about by the bill they will leave the main struc- 
ture of education still divided between the private schools 
and those paid for out of public moneys. The school- 
leaving age is to be raised to 15 in 1945—unless it is 
postponed—and the date for raising the leaving age to 16 
is brought nearer than it was. All schools whether 
privately owned or otherwise will in future, almost 
certainly, be subject to inspection, and it would be an 
advantage to extend arrangements for periodic medical 
inspection and routine clinic to all schools, for in this 
respect private schools (including. some of the celebrated 
‘ public schools ”) are at a disadvantage compared with 
the ,council schools. 

On one of the last sittings Sir Frederick Sykes, who 
is chairman of the Miners Welfare Commission, gave an 
encouraging account of their activities. Many pit-head 
baths have been completed and 419,146 men (57% of the 
total) are now served. Canteens have helped, but the 
nutrition of miners will not be maintained at an ade- 
quate level unless, in some areas at least, the men get 
extra rations. Sir Frederick is soon to open a new 
rehabilitation centre at Talygarn for the South Wales, 
Forest of Dean, Somerset and Bristol areas, and he told 
the House that two centres are already in operation and 
five in preparation. The difficulty is to get medical 
officers and staff. 


Infectious Disease in England and Wales 
WEEK ENDED DEC. 11 


Notifications.—The following cases of infectious disease 
were notified during the week; smallpox, 0; scarlet 
fever, 2564; whooping-cough, 1641; diphtheria, 634; 
paratyphoid, 2; typhoid, 5; measles (excluding 
rubella), 444; pneumonia (primary or influenzal), 2956 
(last week 2301); puerperal pyrexia, 162 ; cerebrospinal 
fever, 77; poliomyelitis, 11; polio-encephalitis, O; 
encephalitis lethargica, 1; dysentery, 166; ophthalmia 
neonatorum, 66. No case of cholera, plague or typhus 
fever was notified during the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Dec. 8 was 1925. During thé 


previous week the following cases were admitted: scarlet fever, 


142 ; diphtheria, 30; measles, 18 ; whooping-cough, 52. 


Deaths.—In 126 great towns there were no deaths 
from enteric fever or scarlet fever, 1 (0) from measles, 
11 (2) from whooping-cough, 11 (2) from diphtheria, 
44 (7) from diarrhoea and enteritis under two years, 
and 1148 (128) from influenza. The figures in paren- 
theses are those for London itself. 

Manchester reported 3 deaths from whooping-cough. There 
were 10 fatal cases of diarrhea at Birmingham. 

The number of stillbirths notified during the week was 
199 (corresponding to a rate of 33 per thousand total 
births),.including 23 in London. 


— m 


Messrs. CIBA Ltd. have published a new edition of their 
handbook No. 2 in two parts, now called the Nupercaine 
Handbook. Part 1 gives full details of the use of Nupercaine ’ 
for spinal anæsthesia, including the technical errors which 
may lead to failure, and the reasons for postanesthetic 
complications. Part 2 deals with surface, infiltration and 
regional anesthesia and gives tables of dosage and some 
account of the chemistry, physics, pharmacology and toxi- 
cology of nupercaine. Copies will be sent to doctors on 
request. . 
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THE INFLUENZA EPIDEMIC 


AYTER another week the epidemic retains its character: 
of a widespread nuisance. The Ministry of. Health has 
quoted some figures from abroad: 90,000 cases at 
Washington, 32;000 at Milan, half a million in Berlin. 
Some indication of its extent in this country has been 
given by official statements that one railwayman in 
ten has been off duty and that the call-up of pharma- 
cists and dispensers has been postponed. Life has 
been very hard, especially in isolated homes, and the 
local colour in many hospitals and institutions has been 
sombre. But no alarm has been felt, and it may not 
be improper to apply to the nation in its transient illness 
the noble words of the New York Times last week about 
the Prime Minister: ‘‘ We do not get the picture of a 
sick man, but of a man stoutly contending with an 
adversary.” The week’s toll of deaths has risen to 1148, 
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NUMBER OF DEATHS 


uov hec lan lers l 
only 7 short of the 1936-37 peak; but the multiplier on 
the previous week has fallen to x 1-6, and the mortality 
has remained chiefly in the later decades of life, the 
London figures of age incidence being 1-0-1-0-1-2-4-9- 
22-41-47, Another week should see us near the peak, 
without approaching the level of 1932-33 (and remote 
indeed from the 7557 deaths for the week ended Nov. 9, 


Weekly Deaths from Influenza in the Great Towns of England 
| and Wales 


Week an. Lona. Lond. wonrn 1p. Mane. B’td |B’hm| B’tol 


Nov. 180 46 24 
20 106 1| 9 
27| 375 17 | 20 | 18 
Dec. . 4| 709 11 | 57 | 16 
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That the drop will be as rapid as it was in 1933 


1918). 
is less certain, with the winter for the most part still 


before us. Judging by the R.G.’s return, the let-up in 
the Northern area continues, some further rise in London 
and the Home Counties is to be expected, and for the 
Midlands we may hope that the story of Birmingham, 
which follows, is nearly completed. We should of 
course not forget that by the time someone has suc- 
cumbed to-an attack his (say) 4000 more fortunate 
contemporaries are mostly back at work. Deaths, as 
the Ministry puts it, fall more slowly than cases; and 
as influenza is not notifiable we can only guess at 
cases. 


op 
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local Colour: Birmingham 
THE Medical Research Council, through its Industrial 


Health Research Board, will shortly be issuing a sickness-. 
-recording system for the use of industry as a whole. 
Unfortunately this will not be ready for use at the 


beginning of the new year. . When it is generally adopted 
we shall; for the first time, have morbidity figures for the 
working population. Mortality-rates have so far been 
the only index of health. Epidemics emphasise the 
need for accurate and integrated sickness. records. Thus 


some 6500 factories, shops and offices contribute to the 
Hospitals Contributory Association in Birmingham, 
and a questionnaire would have to be sent to each of 
these, and replied to, before the extent of the present 


aoe epidemic. among the workpeople there could be 
judged. ee 3 e 
An industrial medical officer who spends his whole 


time going about factories in the city thinks that so far 
influenza has only slightly interfered with production, 


and then mainly in the smaller firms where key men are 
off work. In his view the public, especially those who 


do not remember 1918, do not yet realise the potential 
significance of an ‘influenza epidemic, though factory 
managements are now. showing some concern at the 


possible stoppage of work. He has seen clear evidence 
of the influence of working conditions on absence rates; 
where factory hygiene is good and overcrowding minimal 
there is less risk of spread; in one factory where both 


personnel and plant are overcrowded 20-25% of the 
Workers have been down with the flu. | | 


Taking an average over the year, the sick-absence rates 
in Birmingham factories.stand at around 2—4% for men 
and 5-6% for women. 


which shows the number of people off duty with each 
ailment, but not the time lost. In one such works, 
employing 5000 men and 5000 women, the sickness 
clainis listed under influenza for the four weeks, Nov. 20, 
27, Dec. 4, 11,. were 22, 55, 72 and 49 for men, and 
17, 53, 61 and 35 fon women. ` e Ss 

Among the remedies used in Birmingham factories are 
gargling, spraying of rooms, and the use of ultraviolet 
light, but very few seem- to know anything of aerosols, 
oiling of floors and soon. The Ministry of Health mask, 
recommended so strongly two years ago, has not been 
taken up, mostly because workpeople hate to think they 


look foolish. The industrial medical officer already 


quoted maintains that the most important preventive 
measure as far as industry is concerned is the diminution 


of fatigue by reducing hours of work. The workman 


is naturally averse to reducing his hours and therefore his 
wages, and as a result men in the heavy industries in 
Birmingham are still working 65-80 hours a week. The 


maximum hours for women, 54 per week, are often being 
Worked, in addition to home duties. rye . 


HOSPITAL EXPERIENCE 


An EMS hospital admitting Service and civilian sick 
from the Birmingham area, as well as patients from ‘the 


wards of the city hospitals, noted a sharp rise in admis- 


sions of acute respiratory infections beginning on Nov. 17. 


The influenzal cases admitted were mostly mild, the 
predominating symptoms being headache, backache, 


general aching of the limbs, coryza, often with long. 


paroxysms of sneezing, moderate sore throat and slight 
cough. ` Temperatures from 100° to 103° F. The 
patients were flushed, with conjunctival injection, coated 
tongue, and injected pharynx. The lungs were either 
clear or exhibited a few scattered rhonchi. Symptoms 
and fever usually lasted 24-36 hours, and rarely more 
than 48 hours after taking to bed. The patients' were 
allowed up when their temperature had been normal for 


48 hours, and were mostly fit for discharge 10 days after 


admission. This hospital admitted 23 cases of broncho- 
pneumonia and 1 of lobar pheumonia during November. 
All except one of these responded well to sulphameza- 
thine; the one exception being probably ‘a case of 
atypical pneumonia in which the temperature fell by lysis 


during the 6th to 8th day after admission. ‘The only 


‘complication encountered was a pletral’ effusion in a 
woman of. 22.. Most of' this hospital’s cases were in 
young adults; there were no deaths. 


“J 5 7 
i ` 


; n. The rates at present show about: 
a threefold increase, with absences of 12-15%. Some 
firms keep a weekly analysis of sickness-benefit claims, 


THE INFLUENZA EPIDEMIC: 
‘ rel ` ' ; 


\ 


wa . 1 “ oft e. 


‘Nurses have been badly hit bythe epidemic. Upto 
the second week of December the numbers affected in 


Birmingham hospitals were roughly as follows: 


: | Hospital. . Nurses. `` A ffected 

General!!! „206 50 
‘Dudley Road 5 426 S 
Queen Elizabe tn 456 „ 50 
‘Selly Oak Hospital 250ĩ«ͤ% 45 
Selly Oak Infirmary „ * 380. 63. 
Childrens 110 10 


These figures probably include some common colds. 


Among the 50 nurses affected at the Queen Elizabeth 


Hospital, rigors were recorded in 26 cases, pyrexia over 
100° F. in 57, headache in 47, backache in 37, and cough 
in 37; the average duration of fever was 2-3 days, and 
the average stay. in bed 4-7. days. Sinusitis developed in 
2 of the nursés, and conjunctivitis, bronchiolitis, - otitis 
media and tonsillitis each in 1. Pulse-rates often fell 


-Sharply. before the fall of temperature, and 18 cases 


9 out of 52 a 


with normal times; 


showed a bradycardia of 60 or below. per minute. . 
The school medical officer reports that for November 


‘ ‘ 


the attendances at the elementary:schools were only 4% 


below the average. This confirms the experience at the 
Children’s Hospital, where out of 54 admissions to the 
medical side in the three weeks up tò Dec. 11 only~10 
were labelled upper respiratory infection, compared. with 


plications of influenza, though without a family history 
this would not have been detected. On the other hand, 
about half of the ‘children in the hospital’s day nurseries 
are said to be affected, and about a third of the nursery 
staff. At the Ear and Throat Hospital the number of 
children requiring paracentesis has doubled, compared 
3 these cases have cleared up in 
outpatients without complications. There has also been 
a anite increase in acute suppurative otitis media in 
adults | uw e 

At the General Hospital, among. 19 cases of influenzal 
pneumonia seen by one physician there have been 3 
deaths. The women with pneumonia all told the-same 
story—hbattling with a cold for some days to keep the 
home going, and: a sudden chill while standing:in:a shop- 
ping queue. Two of.the fatal.cases—a young man and 


a middle-aged woman—showed heliotrope cyanosis ;: the. 


third was in a woman near term with her fourth child. 
The pneumonia in these 19 cases was unaffected by 
sulphonamides ; physical signs were slight but X-ray 


shadowing sometimes surprisingly dense. The ‘onset | 


was sudden, temperature often 104° F., headache severe, 
pleurisy rare, cough slight if no previous bronchitis, 
sputum scanty and only occasionally bloodstained. 
Defervescence was graduall. 

At Selly Oak Infirmary, of 19 patients who died of 
influenza during November and the first week of Decem- 
ber, there was one aged 11. weeks and others aged 2, 24, 


28, 34 and 44 years; the rest were people well. over 50, 


with previous lung damage, such as ‘chronic bronchitis, 
fibrosis of lung or bronchiectasis, or with such conditions 
as diabétes. Autopsies showed the typical angry. 
redness of the trachea and main bronchi, and hemor 
rhagic areas scattered over the lung fields. The heart 
muscle looked unhealthy in every case. ae 


SHIP-BORNE SMALLPOX ~ 


A sue from North Africa arrived in a West: Scottish 


port on Nov. 24 with a case ‘of confluent smallpox on 
board, a soldier, aged 23. He had sickened on Nov. 15 
and had been admitted to the ship's hospital next day, 
and was diagnosed smallpox on Nov. 19, thereafter being 
isolated in one of the cabins adjacent to-the hospital. 


l 


This cabin was entered from an alleyway, with access toit 


through the ship's hospital. The patient had been 


‘vaccinated, unsuccessfully, on Aug. 5, 1942, .this being 

his first vaccination. Biot — ee 
The ship had a crew. of about 200 along with 148 

other personnel, and carried. a full complément of pas- 


sengers—3500, including about 400 marine ‘survivors — 


comprising Dutch, Javanese. and British, along With 
others. When the case occurred there was only sufficient 
lymph on board to vaccinate about 100 of the immediate 
contacts. On its arrival, the ship was detained at the 


U 


sions for the same period of 1942. 
About half of the 10 admissions were probably for com- 
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surveillance for a period of 14 days after the removal 


of the patient from the ship to the smallpox hospital 
; ashore. ‘With this end in view, the following measures 
» were adopted. e . 
1. The ship was detained at its anchorage and not permitted 
to proceed to its original destination. 

2. The passengers were disembarked on Nou. 26 after 
reinspect ion, appropriate instructions for surveillance, to end 
on Dec. 8, being issued by the authorities. A few who were 
on a different deck and unlikely to have come into. contact 
with the patient were allowed home. ö 
the location of the station to which the passengers went were 
í notified to the health authorities of the districts. „ tae 

3 All others were kept on board, including (a) a group of 
39 men whose previous vaccinations were ‘judged to be un- 
satisfactory by the inspecting medical officers, (b) the 42 


i. inmates of the ship’s hospital, (c) the marine survivors, and 


(d) the ship’s crew. k 7 
4. Finally, on Nov. 27 and 29, those in group (b) were 
removed to hospital ashore, while those in groups (a) and (c) 
3 were transferred to a station in the country, where they were 
Z detained under observation until Dec. 8—i.e., fourteen days 
after the case of smallpox was removed from the ship. The 
7 reason for clearing the ship of all except the crew was to 
|i enable the vessel to go to sea; none of the crew was allowed 


+ ashore before the ship sailed. l 


These precautions amounted to a. frank imposition of 
, quarantine. The salient facts ascertained when the ship 
, arrived were that the patient was in his ninth day of ill- 
„ ness, in the confluent stage of smallpox ; ‘vaccination of 
passengers and crew when the case was diagnosed on the 
= Ship had been possible only to a limited extent owing to 
lack of lymph; and the case had occurred under condi- 
7 tions- of close contact which obtain on a crowded ship. 
Further, the general revaccination carried out when the 
„ship arrived could not be regarded as an adequate 
‘precaution ; consequently, the problem resolved itself 


into one of surveillance under circumstances which 


would allow of proper daily medical supervision, a view 
which was accepted and acted on by the authorities 
„responsible for the movements of the ship and of the 
E personnel on board. „ . . , 
„These were the main reasons for the steps taken in this 
case, but the decision to adopt them rested also on pre- 
1 vious experience last year. On May 29, 1942, a ship 
was found to be suffering from: confluent: smallpox, 
{diagnosed as measles, the rash appearing, on or about 
ey 24. As subsequent events revealed, the infection 
“both directly and indirectly, while general vaccination 
tof those on board did not in fact prevent the outbreak 
which subsequently took place. During. the course of 
this outbreak, instances. occurred where contacts con- 
tracted. smallpox, although successfully vaccinated 
‘during the early days of. the incubation period of the 
w disease. . 
„ Thus, the situation on the two ships was similar in 
that each had on arrival at the port a confluent case of 
smallpox on board, the patient being approximately at 
the same stage of the illness—the ninth day, In neither 
case had general vaccination been carried out on board 
muntil port was/reached, because on the former ship the 
real nature of the illness was not recognised and on the 
present ship there was insufficient lymph. On the other 
ghand, the isolation of the patient in the present case was 
much better, but the risk from crowding was greater. 
¢ As regards the subsequent story; none of those who 
were isolated ashore or in hospital has since contracted - 
smallpox. Itis not possible to give an accurate account 
sof the previous vaccinal history of all on board. As 
ji - 9 
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explained, : the vaccination state ‘of: cert 


Their addresses and ` 


to home ports. 


part of the border between Malaya. ~ 


‘ wiped out by the Japanese in the © 
early days of their invasion. The 

: sergeant of the unit escaped and 
reported that Captain. Thomson 
was killed in this assault. 


‘Thomson, FRCP, of Belfast. Hum- . } 
‘He qualified from Queen’s' Uni- 
arrived in the. Clyde, when a member of the crew 


had already spread among the crew and to the passengers, 


`. older generation. ; 

-any brilliance of scholarship or profound book knowledge 
but in the medical profession he found an ideal niche for 
his capabilities and shrewd common sense. 6 
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ain: passengers. 


39 in. all, was judged to be unsatisfactory by the medical 


officers conducting the inspections and ‘they: were taken 
to the special station ashore, along with the marine 
survivors. and the others. Observations made at the 
station showed that a good response’ to vaccination 


was obtained as regards (a) 21 out of the above 39 with  . 
unsatisfactory previous records; (b) in 9 out of 38 


others, and (e) in 13 out of the 121 Dutch survivors, apart 
from a considerable number in these groups in ‘whom 
there was a modified reaction. These results indicate 


2 degree of susceptibility among the contacts. Mog. N 
There is no precedent in recent times for the policy f 
quarantine adopted. The steps to be taken on the arrival! 


of a ship at a port are embodied in the Port Sanitary - 


Regulations, 1938, as agreed at the International Sanitary. « 


Convention of Paris in 1926, under which those on board - 
are vaccinated and allowed to proceed to their shore 
destinations, surveillance there being the duty of the local 
health authority. This has been the invariable practice’. 
hitherto at all ports in this country. But the regulations 
themselves as drafted can be interpreted as giving wider 


discretionary powers to the port health authority. gn 


This incident again raises the question of protection by 
vaccination of those who travel from ińfected countries 


* 


Obituary = . i i | 


HUMPHREY BARRON THOMSON 
MBE BELF; CAPTAIN RAMO 


- ‘Captain. Huniphrey Thomson, who had been reported >i 
missing, is now. officially recorded as killed in action 


during December, 1941. From the meagre accounts 
which have filtered through from > . =...) a 
the Far East it appears that the 
battalion of the regiment, to which 
he had been posted, was holding 


and Thailand. The regimental 


aid-post established somewhere 
near Alor Star was attacked. ‘and 


The only son of Prof. W. W. D. i 


phrey Barron Thomson was born 
in 1916 and educated at Elm Park E% 
and Campbell, College, Belfast. 


Henri, Belfast 
è ` N t 


versity in 1939, and after six months in the Royal Vic- - 
toria Hospital as house-physician to Dr. Boyd Campbell 
and as house-surgeon to Mr. Howard Stevenson, hè joined | 
the RAMC.: Shortly afterwards he volunteered for service 

in the Far East and before he left he married Miss Mary ` 
. Glendinning, of Island Reagh, Comber, co} Down. ; 
arrival in Malaya he acted as medical officer in the- 
military hospital at Singapore till he was posted as a 


On 


regimental medical officer. 


t 


Humphrey Thomson was full of the joy of life. His 


wit and humour, his high ideals, and his ‘outspoken 


championship of what he considered right won the regard 
and affection of his contemporaries, while. his kindness 
of heart and old-world courtesy endeared him to the 
He would have been the last to claim 


m His success 
was also due to the absorbing interest he took in his 
patients whom he regarded as men and women rather 
than as cases, for subconsciously he obeyed the Hippo- 
cratic maxim To a love of his profession the physician 
should add a.love of humanity. a 


. DR. BURTON- WOOD ._ 5 
N. L. R. writes: It was my good fortune in recent 


years to be closely associated with Dr. Burton Wood 


in his work at the London Chest Hospital. . His loss to 


the hospital and to his colleagues is very great. He gave 
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Burton Wood excelled. 
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tory medicinė and the lessons learned from his method 
of approach to clinical problems are abiding: He never 
relied overmuch on the stethoscope, but was able to get 


more accurate information from a skiagram than most 


men, while his power of description and choice of words 
enabled him to impart his findings to others. He was 
not, however, exclusively, or even predominantly, 
nee radiologically-minded ': ‘he. was a shrewd clinician in 


the broadest sense, giving due weight to the history and 


frequently using with advantage for diagnosis and prog- 


nosis! the physical characteristics and mental reactions 


of a patient. Fine physician and brilliant speaker though 
he was, it was in an armchair round the fireside that 
In. this: intimate atmosphere 
-he delighted to. discuss a wide range of subjects ang hìs 
-guest would always. leave wiser than he came. 


Notes and News 


RED SQUILL FOR RATS 


Blue squill charms the eye with its inflorescence, its white 


bulb comforts the bronchitic, and the red variety demolishes 
rats ; so that man has reason to cherish and admire the little 
lily. Among rat poisons red squill stands high; Dr. Morgan’s 
total war on rats, described in this column last week, com- 
mended its use, if you can get it.” Of late none has been 
available from Sicily or Malta. Arsenic and zine phosphide 
are plentiful, and are good poisons if properly used, but some 
think that. results could be achieved. more quickly with 
strychnine—a painful and undesirable poison not at present 
permitted. Rats have been breeding fast in the dock areas, 
and the Pharmaceutical Society have been considering 
whether they should ask Mr. Herbert Morrison to release 
strychnine for killing them. Fortunately this should not be 


necessary. A cargo of red squill has arrived, from North 


Africa and another is expected. Defestation of the dock 


areas and warehouses will be hastened by this well- timed 
argosy. n | 
~ University of Cambridge 


— 


On Dec. 11 the degrees of MB, B CHIR were conferred on 


J. R. Handforth by proxy. At recent examinations . 


following were 5 
Pam 1: ch. H. H. 


Cooper pe D. B. D 

D. 1555 W. Edwards, F. H. E 
; Reer 
M. L. Graeme, C.R. H. 


aroen, J. A. Harrin B. Harde Hartridgo, F. N. Hicks, 
i AS p Bodgeon: Tones, C. 505 Holmes, N N. S. Hoot 8 Hunter, 
m, R. E. Irvine, D. G. James, M. C 9 E. M. 


C. Ingra 
Kingsley Pfffers, A A. G. Leatham, J. Lorber, P. F. Lucas, D. W. R 
Lyle, M. B. McIlroy, I. L. McKelvie, R., M. MacPhail, I. A. Magnus, 
S. M. Martin M. B. Matthews, P. D. Mort, M. W. L. 
Palmer, T. 3.8 Patterson J. C. R. Payne, P. B. Philip-Smith, 
K. L. Prendergast, B A . Read, N. K. E. Reaney, 
T. ree Rendle-Short, J. Roche, L. J. Rowley, R. C. Roxburgh, 
F. A Boe John, B. Schofield, F. D. Schofield. H.F. Sebag-Monte - 
AEST pete Tr N. Sidehotham, K. W. 
ey. M 


R. D. . 
ie 


335 Tunstall-Behrens, R. G. 
D. G. N N. T. Welford, 
P. Wingate, R 4 Womorsley, 


‘The board of research studies has oe Dr. Dorothy 
‘Russell for the title of the degree of D Sc. 


Medical Awards 


The following awards have been made in recognition of 
gallant and. distinguished services in Burma and on the 
eastern frontier of India. | 

CBE.—Colonel Bijitendra Basu, OBR, nus. 

OBE.—Licut.-Colonel C. F. J. Cropper, BA OXFD, MRCPT, TAMC ; 
Colonel Charu Chandra Kapila, MRop, IAMC ; Colonel J. A. M 


MB, RAMC; Colonel Manfred Morris, MD MANO., RAM C; Licut. -Colonel 
Victor Perez, MD LOND., RAMC. 

MBE.—Major 7 D. W. Adanison, LRC PE, RAE Asst. Surgeon 
(British cadre) A. V. Barker, IMD ; Captain J. B. Hurll, MB GLASG., 
RAMO; Major J. S. Kerss, MB 3 EDIN., RAMC ; Geptain J. G. Scott: 
MB DURE., RAMO ; Subadar V, Sharma, JAMC; Major J 8 F. 
Shepherd,’ FRCS, IAMC; Subadar a Singh, TAMO ; Major L. S. F. 
Woodhead, MRCS, IAMO. 

DSO.—Licut.-Coldnel G. R. Marshall, MRCS, RAMC. 

Mc.—Captain N. P. Mahapatra, MB., IAMC. 


By- permission of the Privy Council the r name of the Char- 
tered Society of Massage and Medical Gymnastics has now 
been changed to The Chartered Society of Physiotherapy. 


NOTES AND NEWS 


generously of his knowledge and. experience of respira- 


of the Fund on Dec: 14 announced that £280,000 was again 


-NICHOLL.—On Dec, 4, at Lewes, the wife of Surgeon Lieutenant 


Mutch, K. N. V. 


Symons, M. Symons, 


athison,- 


~ ‘ 


> Ege: 25, 1943 


— ee te — +e. — — 8 


University” of Manchester 8 : 


At recent examinations the folosii s were successful: 


O. E. ‘Adéniyi-Jones, J. R. Archibald, Margaret A. Barber, 
Kathleen M. Brown, Alice I. Burke, Margaret A. Burke, J. I. 
oer hee Hyman Davies, 1. I. . Gregory, E. J. Guest, Jack Hinch - 

C. L. Holden, Edmund Isherwood, G. W. H. 


- 


James, F. W, 
Johnson; Friedrich Kratter, R. Mak. Laslett, Alan. Marsland, 
'T. M. Martin, Thomas Moss, J. F. Ò Grady, Arthur Ramsden, 


and medicine), and Elizabeth Travers. 


King Edward’s Hospital Fund for London | 
The Duke of Gloucester. speaking from the chair at a meeting 


F. C. Reidy, M. M. Rose, James Sharp (w am ios in surgery 


being distributed among the voluntary hospitals. A special 
grant of £5000 had. been made to St. Thomas’s to help with 
expenses at its country branch at Godalming | which were 
-indirectly due to the war damage to the main hospital, and 
£4000 to Charing Cross as a first instalment towards its . 
building on a site which has yet to be determined. This 
year £5000. had once moré been set aside to encourage the 
establishment of group preliminary training schools for 
nurses. ‘ Not. long ago only 20 of the 85 training hospitals in 
the fund’s area had schools ; ‘soon there would be scarcely 
a dozen without one. Referring to the fund’s -report o 
hospital diet the Duke announced that several hospitals had 
already sought their advice and he was therefore appointing 
a committee with Prof. J. C. Drummond, D sc., scientific 
adviser to the Ministry of Food, as chairman. Sir Wilson 
Jameson would also be a member and Miss Margaret Broateh 
‘had been appointed dietetic adviser. 
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Appointments 


‘MILLS, HERMIA, MB LON D.: MO at Holloway Prison. 


READ, J., C., MRCS, LDS: ‘medical registrar ‘at the ‘Royal’ Dental 
Hospital, London. 


SOUTHWELL, NEVILLE, MB CAMB, RO: medical tutor and acting 
medical-registrar at Guy’s Hospital, London. 


— Marriages and Death 


BIRTHS f 
BICKFORD. 0 Dec. 15, at Bolney, Sussex, the wife f Squadron · 
Leader B. J. Bickford, FRCS d son. . 8 
JOHNSON.—On Dec. 15, in Londony the wife of Lieut. “Colonel A. 6. 
Johnson, RAMC—a daughter. 
MOLE.—On Dec. 6, at. Crediton, the wife of Captain: R. H. B. Mole, 
RAMC—a daughter. 


NEILL.—On Dec. 7, at Oxford, to Dr. Joyce Neill formerly onde 
Davies) wife of Mr. Desmond Neill—a daugh 


Geoffrey Nicholl, RNVR—A son. 

RAINEY.—On Dec. 15, ät Harleston, Norfolk, the wife of Surgeot 
Lieutenant R. E. Rainey, RNVR— twin daughters, 

RATCLIFFE.—On Dec. 14, at Derby, the wife of Mr. James R 
Ratcliffe, FRCS—a daughter. 

STEVENS. — On Dec. 7, in London, the wife of Major C. P. Stoven 
RAMO—8 daughter. 

Symons.—On Dec. 13, at Moretonhampstead, the wife of Aar 
H. M. SYMONS, RAM C, of Ballarat, Australia son. 


ù MARRIAGES 


HERFORD—CRAGO. —On Dec. 15; at Clifton, Bristol, Martin Herin, 
MBE, MC, MB, major RAMC, to Mary Crago, MB. 
McBryDE—Davy. —On Dec. 18, at Hale, J. R. McBryde, captak 
The Border Regiment, to Elisabeth Joan Davy, lieutenss 
RAMO. 
OSTROWSKI— WIGHTMAN. —On Dec. 16. in Edinb h. Tadevw 
Maria Ostrowski, MB. CH B, 2nd lieutenant Polish Parachi 
Unit, to Helen Mary Wightman. 
PICKERING PICK—NETTELFIELD.—On Dec. 11, at Pyrford, Miche 
Pickering Pick, MRCS, surgeon lieutenant RNVR, to An 


Nettel fleld. re 
DEATHS — 


DUFFIELD.—On Dec. 17, at Bournemouth, Ernest: Alphonse Dufek 
MRCS. 

JOLY. On Dec. 14, in London, John Swift Joly, MD DUBL., FRO 
age 

TROUTON.—On Dec. 16, at Rotheorfield, Sussex; ‘Gardiner William 

Proton, TD; MD DUBL., aged 85. 

WILLIAMS.—On Dec. ay John Robert Williams, 
Penmacnmawr, aged 8 

WILLIAMS. —On Dec. 14, a Midhurst, Sussex, Reginald Mur 
Williams, MD LOND., “SP, aged 8 

WILsON.—On Dec. a; “Roger Parker ‘Wilson, CIR, ROS, DPH, Lieut: 
colonel mg. rètd 


MB EDIN, of 


* The fact that goods made of raw materials in short supply owing 
to'war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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i REFERENCES AND ABBREVIATIONS 
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Institutions and Corporations with the right to the prefix Royal will be found undér that prefix, with the 


exception of Medical Societies, which are separately indexed under Societies. 
word Universities. 


are indexed under the 


(A) 


Annotation, 


All Universities 
Correspondence, 


0) 


(LA) = Leading Article, (ML) = Medicine and the Law, (NI) = New Invention, (NP) = New 
Preparation, (O) = Obituary, (P) = Parliament and_ (R) = Review. 


A Concordance of page 


A 


„Acceidents— accident service in hospitals 

(Girdlestone) 593; children in (A) 738; 
fatal, findings in (Osborn) 277; in 
factories (Henry) 721; 
Navy, 741; limb compression in 
(Bywaters) 373; tube shelter disaster 


in Merchant 


Adams, A. W., defects in hospital and 
specialist services (C) 58 
Adams, 7 D., Cabot’s Physica] Diagnosis 
Adams, J. C., stilette for estimating screw 
length in bone grafting (NI) 415 

Adams, K. J., resection of small intestine 
in an infant, 605 

Adelmann, H. B., Embryological Treatises 
of Fabricius (R) 388 

Adrian, E. D., sensory areas of the brain, 


Advances in Enzymology and Related 
Subjects of Biochemistry (Nord and 
Werkman) (R) 768 

0 0 in Internal Medicine (Steele) 

Africa — African chief, foresight of 
(Sequeira) (C) 621; airline service (A) 
451; Bechuanaland, nutritional anemia 
survey, 505; East African force, feeding 
of (A) 611; Freetown, health conditions 
in (P) 618, malaria in, 371; hospital 
accommodation (P) 524; Kala-azar in 
East African forces (A) 514; leprosy in 
(P) 651; medical services in Tunisia 
P) 28; Southern Rhodesian Medical 
ervice, 268; Sudan Medical Service, 
268, 800; typhus and typhoid fever in 
North Africa (P) 524; West, malaria in 
(A) 452; see also Middle East. 

After-Care and Rehabilitation (Rolleston 
and Moncrieff) (R) 388 

Agar from Australia, 208 6 

Agents 3882 in certification case 
(ML) 682, 711, (P) 714, (Payne) (C) 715 

Agglutination—autohsemagglutination in 
pneumonitis (Shone and Passmore) 445; 
cold agglutinins in atypical pneumonia, 
32 ? ; suppression of agglutinins (Hughes) 


“ Agreed medical report (ML) 682 
Agriculture—milk and (A) 805; public 
ealth and (P) 584 
Ainsworth-Davis, J. C., on removal of 
from ‘ureter (A) 577 
Air arthography 


in diagnosis of knee 
injury, 46 ; 


‘ 


numbers and datos of isauo will be found on page xx 


— 


Air-raid—air-raid casualties (film) 398 + | Amy] nitrite in achalasia of cardia (Douth- 


Air Raid First Aid (Ashford) (R) 226; 
injuries (Osborn) 277. 

Air transport—of wounded (Marr) (C) 
144; pneumothorax and (Todd and 
Anderson), 597 

Aitken, G. J., sternal puncture in diagnosis 
of malaria, 466 

Aitken, R. S., effects of mustard-gas, 602 

Albert, A., proflavine (C) 238 

Alpoholics, treatment of addiction in (A) 


Alexander, G. L., babel in the drug trade 
(C) 275 


Alien doctors (P) 87 

Alimentary canal (A) 329 f 

AA) sen” on diabetes and the pancreas 

Allen, J. W., toxicity of tannic acid, 179 

Allergy—tachycardia and (A) 22; vac- 
cinia] reactions and (Davis) 103 

Allison, R. S., Sea Diseases, 308 

Alloxan diabetes (Shaw Dunn and Mc- 
Letchie) 384, (LA) 389 

Alopecia—areata, thorium-X in (Corsi) 
346; following shock (Greene and 
Paterson) 158 

Alport, A. C., a new reflex (C) 305 

Altitude—effect on pneumothorax (Todd 
and Anderson) 597; sickness (A) 739 

Ambulance—Ambuwance Hand Book 
(Gerstenberg, Gaylor and Gunn) (R) 
448; service to and from London, 178; 
transfusion in (Lucas) 503 

America—American-Soviet Medical Soc- 
iety, 687; contraception test in the 
Southern Appalachians (A) 486; Hand- 
book of Library Practice (American 
Library Association) 432; Mayo Clinic 
(LA) 106, 479; medical library for Yale 
(A) 79; National Research Foundation 
for Eugenic Aileviation of Sterility (A) 
168; public health service (A) 393; 
report on pencillin (LA) 546; shortage 
of doctors (A) 393; Tennessee Valley 
Authority (LA) 107; United States 
Cadet Nurse Corps, 527 

Amino-acids, feeding with (Brunschwig) 
(C) 275; (Page) (C) 493, (Shohl) (C) 652, 
(Elman) (C) 812 ` i 

Aminoacridine—antiseptics (Ungar and 
Robinson) 285; 5-aminoacridine’ for 
wounds (Mitchell and Buttle) 287; 
p-aminobenzoic acid, resistance of to 


sulphonamides (LA) 47; see also 
Antiseptics 
Amnesia—psychogenic (A) 231, (Culpin) 


(C) 304; retrograde (Mayer-Gross) 603 
Amor, J., appointment, 1 
Amputations (Logie) 659 
Amulree, Lord, Sir John Pringle and the 
Frankfurt Convention, 234 


iii 


waite) 353 

Anremia—classification points in (LAJ 
576;  Cooley’s (LA) 164; Ehrlich's 
megaloblasts in (Foy and Kondi) 505; 
hemolytic (LA) 608; Mediterranean 
(LA) 164; sulphonamides and, 734; 
toxic (Henry) 763 

Anacrobic _infections—(McIntosh and 
aOR aa (MacLennan) 63, 94, 123, 


Anessthesia—aneesthetic record cards (A) 
50; caudal, in obstetrics (A) 297; 
cocaine as aid to intubation in infants 
(Hawksley) 291; comfort in (LA) 736; 
common sense in (Macintosh an 
Mushin) (C) 780; endotracheal, Oxford 
vaporiser for (Rushton) 509, (C) 812, 
(Soper) (C) 716, (Mallinson) 730; Essen- 
tials of Ansesthesia (Macintosh and 
Bannister) (R) 162; facepiece con- 


nexion for closed circuit anmsthesia .- 


(Magill) (NI) 701; in head operations 
(Ascroft) 213; local, in childbirth, 742, 
in sprain (A) 361, in tonsillectomy 
(Morey) 794; neutralisation of sulphon- 
amides by local antesthetics (A) 232; 
non-volatile (Mallinson) 729, (LA) 736; 
perspective in, 767; premedication in 
(LA) 736; respiratory complications 
after (A) 611; spinal analgesia (Lec) 
156, (LA) 166, (Maingot) (C) 239; 
trichlorethylene, complications with 
(Goldschmidt) 414, delayed recovery 

with (Durrans) 191; i 
air analgesia in childbirth (Freedman) 
696 ; see also Pentothal Sodium.“ 

Anal disease, pain in (A) 421 

Analgesia, see Ansesthesia ' 

Anatomy—<Anatomy of the Female Pelvis 
(Smout and Jacoby) (R) 510, (corri- 
gendum) 640; bronchial (A) 430; Cun- 
ningham’s Text-book (Brash and Jamie- 
son) (R) 606; Synopsis of Regional 
Anatomy (Johnston) (R) 768; Wad- 
dington pee 591 

Anderson, B. W., arsenical poisoning, 614 

Anderson, D. M., altitude and penumo~ 


thorax, 597 
Anderson, L. G. (O) 686, 719 
T., development of fever 


Anderson, 
hospitals, 23 
Aneurysm— bacterial (A) 644; intra- 
cranial (Magee) 497, (LA) 512; of 
roua artery (Handley and Oldfield) 
Angina pectoris (A) 420 


Anglo-Czechoslovak Founders’ Committee 
—charter of health, 276; prizes, 276, 


719 
Anglo-Soviet Medical Council, 52, 740 
Angyal, A., on bromide psychosis (A) 360 


448 
3 Baca ebe (A) 709 
Ansbacher, H. L., on psychological testing 


iv Supplement to THE LANOET] | 
oisoning (Henry 


). 762 i 
PERY Í Review of Biochemistry (Luck and 


Hall) ( 


in German forces (A) 
Anthropological departments, 688 
Antibodies produced by tonsils (LA) 

(Leathart) (C) 619, (Layton) 9 
ee e in ‘surgery (LA) 3 
Anticonvulsant drugs (A) 578 


_ Anitgens—antigenic stimulus, response of 


' Art exhibition at St. 


immunised guinea pig 


Evans and Hartley) 314, (LA) 325 ; 


composition of, 138 


Antiseptics, aminoacridine, (McIntosh and 


Selbie) 224, (Mitchell and Buttle) 287, 
(Ungar and Robinson) 


285 
Antitoxin for Cl. welchii (Metntosh and 


Selbie) 224 
Anuria—in cholera eon) 169 ; 
„ experimental shock (Green) 149 
ane | neurosis in combatants (Symonds) 
Aphrodisiac, yohimbine as (A) 740 3 
Armrest for 572 patients at operation (Thom- 
son ; 
Armstrong J. R. —bone-grafting 
fractured tibia and fibula, 188 ; posterior 
Pubasirasalod arthrodesis in fractured 


in 


ng, K. F., nurse’s pay (C) 781 
Arsenical 1 poisoning (Fyfe and Anderson) 


Arsphenoxide tartrate (May and Baker) 


Bartholomew’s 
. Hospital, 623 


= Arthritis —in Poliomyelitis (Poynton) 433 ; 


meningococcal (Poynton) 434 ; osteo- 
arthritis, pool baths for, 651 ;. rhouma- 
toid, 639; tuberculous (Poynton) 434 
Ascorbic acid—for methemoglobine mie 
(A) 452; in tomatoes (A) 739; level of 
in Hertfordshire school-children (J ames 
and Marrao i 302 
missiles, 211, (LA) 70 
ord, . Air Raid First Aid (R) 226 


Aspergillus, an ‘antibiotic mom A) 609 


Asphyxia—causes of death. in 
309.; mass (Simpson) 309 

AS pirating device for irrigation of wounds 
(Pulvertraft) 341 

Aspirin, d. W. H. b 800) 65 from (A) 49 

Aspland O) 654 

Association for “gelentific Photography, 


(S mpson) 


431 
ee of Industrial Medical Officers, 
Association of Port Health Authorities 


welfare of Merchant Navy, 363 


42, 


Association of Scientific Workers —con- 


ference, N medical relief. in freed 


Europe 


3 ion 5 Speech Therapists, 146, 242 
ourea in hyper- 


Astwood, E. B., on thi 
thyroidism. (LA) 483 


| Astragalus, injuries of, 670 


< Atebrin,’ see Mep acrine 
Atbletics, effect on health (A) 486 
Auricular fibrillation, familial (A) 676 
Australia — medical supplies in, ; 
national health service in (P) 748; 


, proposed Cancer Institute noe New. 


outh Wales,, 487 
Authority in medicine, 527 
Autohremagglutination are 

(Shone and Passmore) 4 
Avay J ones, F., municipal hospitals (O) 


Aviation“ Aviation Medicine ” (J okl) (C) 
337; Medical Aspects of Aviation 
(J oki): (R) 510 


3 


ae -Gibson; K., vinegar for burns (C) 


A 
i 


= 


aysontory, see ‘Dysentery 
on day e (A). 21 


oe rai 
Back, 


“I, 


Bacteriology aerobic pees 
Molntosh and d Selbie) 224, 1 
> . bacteri 


aneurysms (A A) 644; bacterial enigen, 
138; bacterial endocarditis (C 

Gillam and Williams) 355 ; bactericidal 
action of osstrogens (Fa er) 38; 
bacteriological investigations in mass 
699 ; Bact. 


in fever 


* i 


‘| Bailey, 


5375 


igs to (Hartley, : 


for 


B. — head e due to B 
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94, 123, (LA) 131, (Hayward and Miles) 
(C) 116 5% resistance of bactéria to 
histamine (A) 548 


Practice of Surgery (R) 
Bakwin, H., ility of vitamin C (C) 27 4 
533 been inet l * 
caused by acrobatic flying, 766 
Balme, P: health centres and rehabilita- 
on 


LA 
pata it F., and Macintosh, 
Essentials of General Aneesthesia 63 ks 


Barclay, P E., on radiology and diagnosis 


LA) 7 
Barkla, J. M. (O) 781 
Barling, B., on blood changes a 
sulphonamide therapy, 734 
Barlow, A., appointment, 491 
Barlow, Sir T., Boyar Medical Benevolent 


Fund (C) 429, (C) 6 


‘Barnes, R., osteoclastoma (C) 143 

Barnett, H. N., age of retirement (C) 305 

Barrow, M. H. and. l conditions of 
medical service (C) 5 

Bartlett, Pi Nae on n naléeioal depart- 
ments 

Ba on, Des 2 treated with Viacutan °’ 


Bash ford, Sir H.— medical adviser to 
Treasury (A) 577, 592; scientific free- 
dom m Government service (C) 460 

Bates, T. (O) 718 

Batten, L. W.—contracting out. O) 555 
future of medical services (C) 56 

Bauer, J., Constitution and Disease (R) 16 

Baumgartner, J. G., NE (R) 130 

Baynes, H. G. (0) 3 99 

B G G vaccines, experiments with (P) 585 

Beard, HY’ H. Creatine and. Creatinine 

Metabolism (R) 416 i 

ed, dangers of (Cole) 561 

Bedwell, ©. E. A., hospital saving (C) 430 

Beebe, G. W. on contraception and fertility 
in the Southern Appalachians (A) 486 

Beecher, H. K., on pentobarbital sodium 
for burns i 361 

Begg, N. D. swabbing of contacts in 

diphthoria (c) 3 


| Beit Memorial Fellowships, 146 


Belgium, tuberculosis in (P) 779 
Beli, J A Treasury of Human Inheritance 


(R) 356 
Bennett, A. H., broken heel (C) 115 


Benzene derivatives, poisoning: by (Henry) 


762 
Bequests to hospitals (ML 582 
Bernhar aron grants, 624 
Best, C. ., and Taylor, N. B:, Physio- 
logical Basis of Medical Practico R) 704 
Bethea, O. W., Year Book of General 
Therapeutics, 1942 (R) 104 ' 
Bevan, W. L. P., legacy to University of 
Edinburgh, 714 
Beroridgo report (LAS 293, (LA) 326, 
(LA) 390, 425 ; Assumption B, 203 (L A) 
227, 364, (Boyde and: others) (C) 304 
Lord Dawson on, 401, (Young) (0) 
492, (P) 777; children’s allowances (P) 
813; social insurance (Levy) 516, men- 
tal health and, 775; students“ views on, 
268, 272; white paper on (P 
Beveridge, ‘Sir W., on health 


Sean the Microscope (Smith) (R). 52 

C. V., Urology in War (R) 1 
Ble T. on i group peychotherapy, 7992 
Bigger, J. bacteriological investiga- 
tions in aan chest survey, 699 


ae 


‘Bile, a a of sulphapyridine in 


(Goug 

Biochemigtr e in Enzymology 
and Relate 
(Nord and Werkman) (R) 768; Annual 
Review of Biochemistry (Luck and 
Smith) (R) 800; Krers) (Ry Cr eas in 
Biochemistry (Myers) (R) 130 

Bion, W. B. oe oan ‘tensions in 
therapy, 


Birkel land- J J., erb and Man (R) 


194 

Birkinshaw, J. tie patulin in the common 
cold, 625 

Birmingham—chair of Social Medicine, 
252; influenza in, 814; ophthalmia 
neonatorum prevention. (Evans) 334; 
rehabilitation plans, 669; Welfare 
Council for disabled, 688 

Birth control, 457 

Birth-rate— births, number of (P) 177; 
decline, Government inquiry ( (P) 113; 
food in relation to (P) 584; in Enel land 
and Wales (A) 108 


H., and Love R. J. 31. A Short 


Banks, H. S., on meningococcal infections j 


Barnard, O., T and learned. 
periodicals (Q) 88, (O) 24 
Barnes. J. M., toxicity of tannic acid, 218, 


d Subjects of Biochemistry | 
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Bissell; G. W., on thiouracil in _thyro- 


toxicosis (LA) 483 
5 puree and syrup for children, 


Blacker, C. P „Notes for the RM O of an 
Infantry Unit (R) 1 
Blackwater fever a in (LA) 608 ; 
g e aon in (Howie and Murray 
yon f 
Bladder, paral ras suprapubio. catheter- 


isation for (Rich es 
Blast—lung injuries from (Osborn) 277 
underwater blast injuries 8 er, 


King and Simmons) 119, (A) 133, 
(Mastin) (C) 336, perforation. of rectum. 
ar in) 605, technique for study ot (A 


Bleeding, gastric, from aspirin (A) 49 
Blindness—ophthalmia neonatorum (A) 
645, regional ee of (Evans) 384; 
prevention of, 137, (A) 3 
Blood ·— changes writin, alen 
therapy 734 ;- clotting, mechanism of 
LA) 18; formation of red blood cor- 
uscles (Duran-J orda) 186, (Pullinger) 
15 240; lactate acid in, result of 
muscular effort (Jones and Scarisbrick) 
331, (A)-329; peripheral, in malaria 
(Aitken) - 7 8 ‘(Rumball, 
and Nancekievill) 468 ; red-cell fragility ` 
' A) 608 ; samples, accuracy in (A) 
11 in pulmonary 


sedimentation’ 
tuberculosis (Day) 99; test for, bromide 
(Hall) 355 
Blood-count in: infectious diseases, 733 
Blood-picture after massive transfusion 
(Hughes) 321 | 
Blood soram; effect ot peneillin (Fleming) 


Blood - sugar, effect of niootinio acid 
(Neuwahl) 349 

Blood - transfusion, see Transfusion 

Blood-urea, ‘effect of drinking sea-water 
(Ladell) 442 

Blood-volume—effect of desoxycorticos- 

terone (A) 599; estimations of (Papp- 
worth and Loutit) 4 

Blogd-pressure—effects of potassium phos» 
phate (Downman and Mackenzie) 472; 
in cholera (Wilkinson) 169; i 
mental shock (Green) 148; in gastro- 
duodenal hemorrhage (Pappw orth and 
Loutit) 470; in old age (A) 549 - 

Board of Education school canteens and 
meals (LA) 230,2 

Bodenham, D. G. N burns 
Surface wounds, pencillin in, 725, EA) 
738; ulnar deviation of N 
rhoumatoid, art eee 354 


onney, V., Dr. William Pasteur (O) 460 
Bourne, -—hospital policy (C) 338; 
Wartime Food for Mother and Child 


Bowel function (Milligan) (O) 29 

Box, C. R. —clavicular shear (O) 652; 
pellagra and mental disorder (C) 115 

poya: W., Textbook of Pathology (R) 274 
Boyde „H. OC. and others, oon 8 
nsurance 91 Asgumption B (C) 3 

Boyes, A. (O) 3 

e ee resectoscope: for pros- 
tate enlargement (Sewell and Mailer) 


79 
Brocken, A. e patulin in the' common cold, 


Bradley’s Topographical atomy. of the 
Dog (Grahame). 16 An á 


‘Brailsford, J. F., osteoclastoma O) 89 


Brain—dovelopmental abnormalities (LA) 
' 673; injuries (Holbourn) 438, (Eden) 
689, (LA) 706; physical proper nee of 
(Tarian) 38; 438 ; Sensory of 
so arian) 33; shear- strain in (Holbourn) 


Braithwaite, J. V., Infant Feeding in 
General Practice (R) 194 
Bramwell, C.—accessory heart sounds (C) 
397; on heart sounds in recruits (A) 297 
Brash, J. O., and Jamieson, E. B., OC 
ham’s Text-book of Anatomy (R) 606 
Breast —breast-feeding (LA) 770 Diseases 
of the Breast (Geschickter and Copeland) 


R) 482 
Bristol hospitals—domestlo service in (A) 
675, (Nixon) (C) 685; merger, 560 
British Associat on of Physi cal Medicine, 
meet 
British Council, film by (A) 393 
British Empire Cancer Campaign (a) 806 
British cana ear ete aa 800 Years 
. of Service,“ 


Parsons-Smith 
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British Institute of Philosophy, 496 
Pruan 3. 8 Association 


O) 5 
(C) §57, Sonn and others) (C) 652, 
7 enzſe) (O) 811 
Bri e 711; 
e drugs subject to 


patent rights, 711: : proprietary names 


and (LA) 1 
British e Medical School, 266 
British prisoners in Far East, diet of (P) 


555 
British Security Mission in Syria and the 
Lebanon, action against growing of 


hashish, 745 
British Social Hygiene Council—560 ; 
‘sterility and impaired fertility (A) 454, 


457 
British War Relief Society of America, 
5 centre at Middlesex Hospital (A) 


Britton, C. J. C., serial leucocyte counts 

in nurses ay exposed. to radiation, 289 
Bromide—in blood and urine, test (Hall) 
95 poisoning (A) 360; psychosis (A) 


Brompton Hospital Reporis (R) 273 
Bronchial anatomy (A) 4 
Browne: R. C., teaching ar medicine (C) 


Browne, Sir T., 655 Medici ” ter- 
centenary tribute, 462 


Bruce, T., of, silicosis in Sweden (A) 609 
Brunschwig, A. „ feeding with amino-acids 


Bulmer, E., bacillary dysentery, chemo- 
therapy in, 69 

Bureau of Hygiene and ‘Trapical Diseases, 
1 and learned periodicals (C) 

Burnet, F. M., on nasal vaccines for in- 
fluenza (LA) 451 

Burnet, J., Outlines of Industrial Medicine, 
Legislation and Hygiene (R) 416 

Burnett, C. W. F.—purpura of the skin 
(C) 274; spina bifida, hydrocephalus 
and oxyce haly (C) 781 

Burns—barb Turate in (A) 361; control 
of infection in, 15; emergency . treat- 
ment of, 45; infected, pencillin in 
(Bodenham) 725, (LA) 737, 745; 
laboratory studies of (LA) 484; masking 
for dressers of, at first-aid posts (Kirby 
(O) 526; of face and hands (Pick an 
Barton) 408; plaster treatment for 

(LA) 485; protein replacement after 
(A) 774: septic (Robinson) 352; serum 
replacement in (A) 454; tannic acid in 
(Cameron, Milton and Allen) 184, 

arnes and Rossiter, 218, (LA) 229; 
riple- -dye-soap mixture for (Robinson) 

351; ‘ Viacutan for (Pick and Barton) 
12 vinegar for (Aylwin-Gibson) (C) 


Button, G., teaching of medical students 
Burton, M- B., teaching of positive health 
Butter, E. C. B., propamidine in surgical 

infections, 73 


Buttle, G. A. H.—diflavine in wound 
therapy, 115 proflavine in closed 
wounds (C) 7 


Buxton, St. J. 90. hot wounds of 
elbow-joint, 663; splinting of femur 
fractura by gunshot wound, 564 

Byrne, A. W. %6) 307, 370 

Byssinosis in cotton workers, compensation 
or, 

Bywaters, E. L. G., Imb compression in 
tube shelter disaster, 313 


C 


Gabor p Physical Diagnosis (Adams) (R) 


Caird, Ai J. (O) 558 

Cairns, H. —on mobile neurological service 

(Lad 708; on pencillin in war wounds, 

Calcium sulphadiazine (A) 676 

Calculi, remove of from ureter (A) 577 

Calder, G M. (O) 399 

Caldwell, W. A., Flexner dysentery treated 
with succinyisul 5 544 

Cameron, D N., bo tment, 8 

Cameron, d oxicity of 5 acid, 179 
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Campbell, C. M. (O) 306 


ual meet- Campbell’ Sir E., appointment, 688 
Industrial | Canada—Can aa Aouad 


ation of Clinical 
2207 : Canadian Medical 
Association, 204, 681; Caven, W. P., 
death of, 681 medical education, 681; 
medical services (A) 708; 1 
of pencillin, 681; propo osed natidnal 
health insurance, 204; Sister Kenny in 
Toronto, 204; Social Security Com- 
(0 708 model Act, 681, Marsh report 
Cancer —arsenical (Henry) 724; carcino- 
genic action at a distance (A) 80; 
carcinoma: of lung (A) 806, flm on (A) 
393, of cesophagus (Steele) 79 malig- 
nant cells in wet films of 18 415; 
neutron treatment (A) 33 prostatic 
(A) 420, diethyl Anne ne in ( 
radiotherapy for in London, 7200 rectal, 
670; research at Ro Cancer Hospital 
(A) 109, (A) 806; research institutes 


Surgeons, 


(A) 2 
5 indica as a drug (A) 296, (Fowler) | Cl 


8 Hoock (Baumgartner) (R) 130 

Cap pillary permeability, increased in shock 
(Schober) (C) 29 

Capener, N.—osteoclastoma (C) 30, (C) 
tah’ puno for use in plating fractures 

Carbohydrate metabolism, action of nico- 
tinic acid on (Neuwahl) 348 

Carbon dioxide, functions of (A) 739 

5 428 monoxide from gas producers 

1 achalasia of (Douthwaite) 353, 

Caries-free mouth (Neely) (C) 587 

Cole, Richard, and the surgeons (Brook) 


Carling, E. R., oat pasient services (C) 619 

Carr-Saunders, A. M., and others, sterility 
and impaired fertility (C) 621 

Castration for prostatic cancer (A) 420 

eee ae ection. of a 165; evacu- 
ation of in Tunisia (P) 28; medical, 
32, 146, 242, 308, 340, 372, 432, 496, 
560, 592, 624, 688, 720, 752, 784 

Cawadias, As P., Hermaphroditos : The 
Human Intersex (R) 800 

Cawston, W. C., inhibition or proteus in 
cultures from wounds (C) 240 

Central Council for Care of ripples on 
rehabilitation of injured (A) 8 

Central Council for Health maweations= 
leaflets, 197, lecturers wanted, 656 


Central Medical Academic Council, 655 

Central Medical War Committee (P) 428 

Cerebrospinal fever—neurotic pegno (A) 
644; sequle,: ine and (A) 
804; ‘sulphamerazine in (A) 773; ate 
also "Meningitis 

wag be veer eae Hula, effect of pencillin on 
(Fleming) 4 

Gonaden lee prosecution for 57 75 
682, 711, (P) 714, (Payne) (C) 
lax (A) 166; medical, 424; State S 
and (Chapman) (C) 300 

Cetavlon— in burns (Bodenham) i Skin 
infections and (Porman) (C) 174 

Chadwick n 372 

Chamberlain, E. N., and 1 H. W., 
Electrocardiograms (R) 7 

Chandler, F. G., lung 8 causing 
hemoptysis, 13 

Chapman, P. D. H., certification and State 
service (C) 30 

Chartered Society of Massage and Medical 
Gymnastics—210 ; change of name, 816 

Chartered Society of Physiotherapy, 816 

Chemistry and Methods of E 


es 
(Sumner and Somers) (R) 640 
Chemotherapy — chemoprophylaxis in 
scarlet fever (A) : in bacillary 
dysentery (Bulmer pnd oe 69, (LA) 
77, LA) 358; in ef 
(MacLennan) 125, (LA) 131, (Mitchell 
and Buttle) 288; in head wounds 
(Eden) 689; in malaria (LA) 132; in 
osteomyelitis A) 707; in prostatic 
cancer (A) 806; in Sonne a barra tf 
(LA) 358; in wounds (Pulvertaft) 1 
Intrapentoneal (LA) 391; with antitoxin 
for Cl. welchii (McIntosh and Selbie) 224; 
see also Pencillin and Sarma peer tN ae 
Chest, mass surve ea a aaa in- 
vestigations in ( igger) 6 
Chick, H., nutritivo value oa Cenou 
substances in potato, 667 
Childbirth—effect of ar hd AR (LA) 513; 
painless, 742 ; trichlorethylene-air anal- 
gesta in (Freedman) 696 
Children—children’s wards, infection from 
dust in (Hoare, O’Brien and Watkins 


666; chroni cally sick, provision for 
(Fairfield) 455 nursing of (Fairfield) 
455; proper place for (A) 21, (Shrimp- 


A) 806 ; | Chur 
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(80402; 87, (Layton) (C) 115, (Enthoven) 
tuberculosis in 574, (Harker) 
987, (A) 577, (Fleming) 580; under 2, 
day nurseries for (A) 21, (Enthoven) (GC) 
493°: under 5 supplementary foods for, 
582 see also School-children 

Chilled kaolin poultice (Parker) (C) 526 

China—doctors and nurses for (Lord 
Pordon (C) 241; gift from Pharma- 
ceutical Society, 6387 health service in, 
681; medical service in (P) 812; news 
from, 559 

Chloroform, abjection to (Mallinson) 729 

Cholera—in Bengal (P) 749 ; in Hong-Kong 
(Wilkinson) 169 

Christmas gift Sari) (C) 684 

Chronic sick—care of (Fairfield) 455; 
classification of, 457 
Ae (2 and A. Ltd., Medical Directory, 

e , 

Circulation, mechanism of (A) 739 

Cirugia Plastica eno) (R) 672 

Citrus leather, 4 

ark, E. J., liver function in rabbits 
10 injection of tannic acid, 222, (LA) 


Clark Le Gros, m canteens for school- 
children (LA) 230, 235 

. L., on under-water blast (A) 804 

Claughton, H., „ ee e of London Uni- 


lchit ATRAN 64. 95, (LA) 131, 
311, 314, antitoxin and local chemo- 
thera *(McIntosh and Selbie) 224; 
penic for; 744; see also Gas gangrene 

Clyde Basin, investigation into health of 
workers, 519 

Coca, A. F., on food allergy (A) 22 

Cocaine as aid to intubation in infants 
(Hawksley) 291 

Colds—campaign 8 624; common 
(Farrow) 780, patulin in (Raistrick, 
Birkinshaw, Bracken and Michael) 625, 
(Gyc) 630, (Hopkins) 631, (Greenwood) 
634, (LA) 641, (Stuart Harris, Francis 
and Stansteld) (C) 684 

Cole, L. treatment and the patient, 561 

Colebrook, .L.—inhibition of proteus in 
cultures from anoe (C) 207 (C) 240 ; sulphona- 


5 
Collins, W. H., ‘gift to department of 
pathology, Royal College of Surgeons, 


5 

Colonial education commissions, 242 

Colonial Empire, Rushcliffe ee on 
training of nurses in (A) 6 

Colonial Medical Service, 208 

Colour Blindness, rir for Colour Blind- 
ness (Ishihara) (R) 4 

Colsen, K., Fractures and, Fracture Treat- 
ment in Practice (R) 7 

Communal feeding, 580 

Communist Party, memorandum 
national medical service (A) 773 

Comparativo anatomy, E. Tyson father 
0 

Compensation, see Workmen’s compen- 
sation 

Compere, E. L., and Marks, S. W., Pic- 
(80765 Handbook of Fracture Treatment 

Sana don ee for human pain (Gordon 
and Whitteridge) 700 

Conjoint Examining Boards of England, 
5 and Ireland (students' guide), 


255 

Connochie, C. C. and 1 Government 
and the profession (C) 652 

Conscience and money (West) (R) 768 

Constipation (Cole) 5 

Constitution and disease (Bauer) (Ry 16 

Consultant—hospital consultants (LA) 
545, payment of (A) 677; practice, 
conditions for, 488; roll of consultants, 

Consumer goods (P) 747 i 

Contact 0 R A F standards of sight 
and (A) 5 

e tans =eonteascnniven (P) 113; 
in a rural area (A) 486 

Contracting out—( Young) (O) 491, (C) 686, 
(Batten) (C) aoe: (Leak) (0) 556, 
(Nelson) (C) 556 

Convalescence (Cole) 561 


on 


)| Convulsions, electrically . retro- 


grade amnesia in (Mayer-Gross) 603 
0075-306 R., Essentials of Gynecology 
R) 


a 
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Cooke, W. T., on paroxysmal ventricular 
tachycardia (A) 3 

Cope, Z. 
(O) 43 

Copeland, M. M., and Geschtekter, O. F., 
Diseases of the Breast (R) 482 


Copley medallist (Sir J. Batcroft) (A) 611 


Cornea, grafting of (A) 4 

Coroners, reporting deathe to (Fenton and 
Wallace) (C) 684, (LA) 7 

Corpuscles, see Blood 

Cora H., therapeutic, uses of thorium X. 


ö Costoclavicular compression of subclavian 


5 and vein (Falconer and’ Weddell) 
Cotton-workers, byssinosis in, 265 
Council of Board of Registration of Medical 

Auxiliaries (Cope and others) (C) 430 
Court, D., health of hospital nurses, 753 
Cox, G. L., tubercle and the child GY 780 
Craig, D. B., plastics in surgery (C) 58 


ara ord, J. H., on the heart in pregnancy i 
Creatine and Creatinine Metabolism Dick 


(Beard) (R) 416 
Crime—criminal resconst ality (A) 
psychiatry and (A) 513 


709; ; 


Crooke, A. G., plasma-volume determina- 


tions in victims of tube shelter disaster, 
377, 379 


Cross, A. G., subconjunctival: ie 


Culpin, M.—amnesia 


Cureton, R. J. 


caused Uy aerabatic flying, 
Crowe, S. J., Year oe of Eye, Ear, Nose, 
Throat, 1942 (R) 1 
Crowther, J. G., Bee Science (R) 7 6 
h injury (Bywaters) 373 
939 IWE; 
1 in miners (C 
Cunliffe, A. C., bacteria, n ocarditis, 355 
ham's Text-book 900 ny 
(Brash and Jamien) (R) 6 
relation ae lymphatic 
glands to iminunity against tuberculosis, 
Cutting, M. E. M., nutritive value of. 
nitrogenous substances in potato, 
Cyanosis with mniphonamida therapy, 734 


psycho- 


Cyclopropane in anæsthesia (Mallinson) 729 


Cyst of larnyx, congenital (Davidson) 508 
) \ 


+ 


D 


(an — 
ment) Bill (LA) 771, P) 777, (P) 778, 
Dack, 6. M., Food Poisoning (R) 356 (C) 810; Ware al tr of (P) 
Damages for. personal injuries * 682 register of (LA) 771; work for fo) 810 
J. F., and Davson, H., Perme- | Disability due to war service, 775 


Aty of Natural Membranes (R) 800 
Delete es M., delayed nin reaction, 


Dark adaptation, vitamin A and (Yudkin, 
- Robertson and Yudkin 
ae a J. I., congenital cyst of larynx, 


Davidson, L. S. P., generalised vaccinial 
reactions in allergic subjects, 103 
60 T. A. L., going ‘underground (C) 


Davie, E., purpura of the skin; 160 

Davis, L. J ., generalised vaccinial reactions 

in allergic subjects, 103 

Davson, H., and Danielli, J. F., Perme- 
ability of Natural Membranes (R) 800 

Dawson, 129201 1 medicine and the com- 
munity, 401, (LA) 417; on scientific 
research (P) 140; president, British 
Medical Association, 4 

Day, G., serial ae e Er AN indices in pul- 
monary tuberculosis, 99 

Deaf and dumb workers, training of (P) 


Deanesly, R., deposition of protein ma- 
terial in pellets of steroid hormones, 500 

Death—causes of in England and: Wales 
(A) 108; certificate, changed (ML) 202; 
notification of Fenton and Wallace (C) 
684, (LA) 706 ; rates (P) 114, 266 

Dehydration—(Morris) 91; in 
(Alexander and Eiser) 300 810 
wounded men (Logie) 658 

De Loureiro, J. 
10 solutions for local application, 


Denhaxis J. K. (O) 495 


in 


Dental appliances, electrolytic action in 


(MacGregor and Fickling) 290 ; courses 
vadonis guide) 250, 252 degrees and 
plomas (students guide) 257; treat- 
ment for general disease (Cole) 563 
Dentists’ Register —names erased, 710 
Denture, Baso Readjustment (Hirsekorn) 
Dermatitis—from cutting oils (Whitwell) 
394 ; from trichlorethylene ansesthesia 
(Goldschmidt) 414; industrial (Henry) 


and thee. medical auxiliaries, 


Diflavine, gee 2: 7 *Diaminoacridine mono- 


| pial Oise ble d 


Disease — Constitution and Disease (Bauer) 


Diseases 


infants 


A., supersaturated sulpha- 


764; in hop pickers (Whitwell) (0) 305; 
thorium- X for (Corsi 
Dermatology and Sypnilology, Y Year Book 
of, 1942 (Wise and Sulzberger) (R) 130 
Degert warfare, transfusion in (Lucas) 503 
Desoxycorticosterone, effect of on blood- 
volume (A) 579 
De Takats, G., on thrombosis and anti- 


(R) 292 


Dewberry, E. B., Food Polonie (R) 574 
alloxan diabetes 


Diabetes experimental 
in the rat (Shaw Dunn and McLetchie) 


‘384, (LA) 389; vitamin B complex in 
(Neuwahl) 3 S 
Diabetics, 1 drinks for (P) 55 


2: 7 Diaminoacridine dnd Robinson) 283, 


ck, A. P., water pitressin test in diag- 
nosis of epilepsy, 566 

Dicoumarin for . (Picard and 
Seymour) (C) 1 

Dicusnarol-—(LA) 195, (corrigendum) 276 ; 
as anti-coaguiant (LA) 326; hemor- 
rhage (A) 419; 1 8 acid and (A) 419 

Die Thrombo des menschlichen 
Blutes (Fonio and Schwendener) (R) 


292 
Diet—hospital (ha) 673; in illness “(Cole) 
561; see also 


ydrochloride 

Digitalis—(Trevan) (C) D paroxysmal 
tachycardia and (A) 360 

Digoxin- (Trevan) (C) 115 

Diphtheria—carriers (Neubauer) 193; con- 
trol of, 225; cutaneous ? (James) (C) 
58 diagnosis of, 226; doubtful, 25; 


immunisation (LA) 195, 225, (Turton). 


() 239, (LA) 325, (P) 524: ; immunity 
LA) 19 


ea 192, (LA), 106; (Roberts) (C) 
304, (Riddoch) (C) 3 " (Gaffney) (0) 
: 621: notifications (P) 2834 swabbing of 
contacts, 25, (pathologists at E P H 
laboratories (O) 87, Cone Dae 173, 
(Turton) (O) 239, Topping 
336 3 topography: of diphtheria bacili 
LA) 195 type distribution (LA) 1 


R 16; War and Disease (Major) (R) 
Dincasen affecting the Vulva (Hunt) (R) 
Diseases not attributable to Service (P) 

of Infancy. 


and - Childhood 
(Sheldon) (R) 640 
Diseases of the prast: (Geschickter and 
Copeland) (R) 4 
Diseases of tho ‘skin (Ormsby and Mont- 
gomery) (R) 7 
Dislocation of ho hip-joint (Glaser) (C) 


368 

Divorce—decrees ’ for lunacy (P) 585 ; 

Spackman case and “due inquiry 
(ML) 138, 201 

Dixon, M., Manometric Methods (R) 640 

Dockworkers, rehabilitation centre for at 
Salford, 364 

Doctors—alien (P) 87; and the future 
(Greene) (C) 29; financial fear in (LA) 
261; free choice of LA) 326 ; politics and 
(LA) 326, (Tyrer) | ) 397, (C) 430; salary 
payment of LA) 357 ; serving, opinion of 
on future of medicine (van Langenberg 
‘and „ (C) 686 ; social reform and 


Dogs—as source of leptospiral infection 
in man (Gardner) 157;  Bradley’s 


- Topographical Anatomy ot the Dog 


(Grahame) (R) 16 
Doherty, W. D., hospital policy (C) 338 
Domestic staff for hospitals, (P) 617, 618, 


cA) 675, (Nixon) (0) 685, (Simpson) (C) ` 


749 
Do R. 
labour (A) 5 
dae (LAY $88 H., achalasia of the cardia, 


353, (LA 
ownie W., swabbing of contacts in 
; ‘diphtheria (6). 173 
Downman, C. B. B., intracisternal in- 
Daton of 8 phosphate, 471 
—on lung lymphatics (LA) 
Drinko e- 595 the e 17 (A) 167 
Drugs —anticonvulsant (A 5 8; drug lover 


las, y on infection during long 


‘from a (A) 361; drug trade, 
~babel in (LA) 195, (Alexander) (C) 2753 
electro- encephalogram and (LA) 607; : 
for tropical diseases (LA) 132; of 
e international control of (A) 
772; production in oe 208.: 
proper use of (Cole). 562 proprietary 
names for (LA).195 
Dukes, C., on cancer of.rectum, 670 
Dunn, J. Š., experimental alloxan diabetes 
in the rat; 384 


Dap or reduplicated (Penman) (C) 
Duran-Jorda, 


formation of red blood 
corpuscles, 186 

Durrans, S. F., delayed recovery trom 
trilene anesthesia, 191 ; 

Dust—as vehicle of infection in children’s 
wards (Hoare, O’Brien and Watkins) 
666; pulmonary disease and, 208 


Dyce Sharp, N. A. (O) 60 


Dysentery—bacillary, chemotherapy in 
(Bulmer and Priest). 69, (Swyer) 71, 
(LA) 77. (LA) 132 (LA) 357, (Caldwell 
and Hardwick) 544; in ‘mental in- 
stitutions 43, (LA) 357 i 

Dysphagia (LA) 358 . 


E 


Ear, Nose and Throat ii the Services 
n (R) 162 , 
W. N., on psychiatry and crime (A) 


G., and Rymer, C. 
in Medical Education RI 


Edelston, H., neurosis and intelligence (0O) 
Eden, K. C., mobile N in war- 


fare, 689, (UA) ms (O) 65 
Edgecombe, G. ~ neid and iron 


`~ absorptio 1280 
6 in. inoculated children | Edin rhe cg 


gton, G. H. (O) 4 

Education ili, 808, oP) 812; 3 individual 
needs in (A) 579; white- -paper on (P) 

\ 175, (LA) 230; school meals and (LA) 


Effort: syndrome—biochemistry of (A 


) 

329; effect of exercise on soldiers with 

Jones and Scarisbrick) 331 
Eg am rehabilitation centre, 623 

Egypt Ophthalmological Society, of, 461 
E ch’s megaloblasts (Foy and Kondi) 

505, (corrigendum). 762 l 
Eiser, Y., infantile D. and V (0 810 
Elbow-joint, gunshot wounds of (Buxton) 


Hlectrocardiogram — Electrocardiogram 
and X-Ray Configuration of the Heart 
(Master) (R) 274; Electrocardiograms. 
„(Jones and Chamberlain) (R) 76; in 
coronary thrombosis (A) 420; in study 
of effect of altitude on pneumotho i 
(Todd and Anderson) 597; in study of 
heart during pregnancy (A) 806 N 

Blectro-encephalogram—alpha rhythm and 
gensory conduction-time (Gordon and 
‘Whitteridge) 700; drugs and (LA) 607; 
in epilepsy (A) 530, (LA) 60 

Electrolytic action in dental oippliances 
(MacGregor and Fickling) 29 

Electromyography in diagnosis Gr palsies 
Lewin) 756 

E (943888 W. J., size of influenza A virus 

21080 587 O., conditions of medical service 

nmas P., tuberculosis nursing (C) 304 

Elman, R., feeding with amino-aci S (C) 


12 
Embryological e of Fabricius. 
(Adelmann) (R) 3 
Emergency Hosp tal Schome; facilities_for 


njured workers, 596 
Emergency Medical Service—(P) 7483 
discharged Service atients, 720; future 


of E M S hospitals ‘in Scotland) 518; 
health of nurses in E MS hospital (Court) 
753 ; hospitals, 264; salaries to medical 
officers, 265; students guide, 264 

Emergency Public Health Laboratory 

Service, Bulletin (LA) 19 

Emotion—emotional conflict and anxiety 
neurosis (Symonds) 786; emotional 
stress and amnesia (A) 231: influence of 
7 gastric function (LA) 642; in 

sychosomatic affections (Halliday) 693 
physema after extraction of lower 
eine (McFadyean) 635 
Employment—Employment of Women 
ent to include nurses, 
340; termination of, 242 
Encephalitis (Neal and | collaborators) (R) 
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Endocarditis, bacterial (Cunliffe, Gillam | Farris, E. 


and Williams) 355 
Endomet » 415 
nteritis, antile (Hoare, O’Brien and 


te 
Watkins) 666, (LA) 7 
Er 49 H. V., proper 8 for children 


Enzymes— Chemistry and Methods of 
Enzymes (Sumner and Somers) (R) 640 
Eosinophils, origin of (Duran-Jorda) 187 


Epidemteogioal information, exchange 
o 
Epilepsy— drugs in (LA) 607; electro- 


encephalography in ee 55 (LA) 607; 
head wounds and (LA) 706; retrograde 
amnesia in (Ma 3 reggie water- 
90 test diagnosis (Garland, 
ick and Whitty) 566 
Epsom College, 28, 372, 692 
Erythropoiesis, normoblastic and megalo- 
lasti (LA) 576 
Essentials of General Anæsthesia (Macin- 
tosh and Bannister) (R) 162 
Essentials of e (Cooke) (R) 606 
Ether, toxic effects of e tty 729, 
Macintosh and Mushin) (C) 780 
Ethical Pharmaceuticals 5 752 
Ethics for young practitioners (A) 1 


a A eT in memory of oe 

igen’ Society, 528, 624, 752 

Europe enemy -ocoupied, ‘nutrition in, 
703; relief 461, 646, (P) 650 


Evacuees, communal feeding of, 235 

Evans, G. — persistence of tetanus 
antitoxin in man following active im- 
munisation, 316 ; response of immunised 
Ta -pigs to antigenic stimulus, 314, 


Evans, G.—on mental health, 5 4 A oaia 
ing of medical students (©) 1 
Eyan o's thrombocytopenic p E 


Evans, P. J., regional treatment of 
ophthalmia neonatorum, 334 

Examination of ear and Water Supplies 
(Suckling) (R) 7 

Exercise, effect of wa soldiers with effort 
Cou (Jones and Scarisbrick) 331, 


Exeter Family Planning Association clinic, 


Ex 5 thalmic goire and. peptic ulcer 


artin) (C) 
Expectant 9 priority milk for, 90, 
Experimental z eranulating wounds 


Eyes—Aldous Haxipy # 

. 88, (Greeves) (C) 
(A) 50; corneal 5 (A) 453; dark 
adaptation (Yudkin, Robertson and 
Yu ) 10; effect of mustard gas 
vapour on (Aitken) 602; Eye, Ear, 
Nose, Throat, Year Book of, 1942 
(Crowe) (R) 16: national ophthalmic 
treatment, fees, 752 ophthalmia neona- 
torum (Evans) 334; proposed depart- 
ment of ophthalmic "research at Oxford 
ie 328, 432; retinal hemorrhage (A) 
: su beonjunctival hemorrhage 
caused by aerobatic flying (Cross and 
Ball) 766; Vertebrate Photoreceptors 
(Detwiler) ’ (R) 292; vitamin A and 
night vision (A) 515 

myn nok; H. J., neurosis and intelligence, 


F 


Fabricius—Embryological 
Fabricius (Adelmann) (R) 3 
Face—burns of (Pick and Barton) 410; 
faciomaxillary units (Patey and Riches) 
161; smashed-in, emergency treatment 
(Patey and Riches) 161 
Factories—accidents (Henry) 721; Chief 
Inspector, annual report, 520; health 
of factory worker in wartime (Henry) 
ia 3 hours of work, 195 medical 
, $65; nurses in (P) 585 
F id. Ta care of the chronic sick, 455 ; 
on anonymous letter-writers (A) 709 
Falconer, A., costoclavicular com- 
77 of subclavian artery and vein, 


Faila. S. T. (0) 5 

Family—doctor AW 293, preventive medi- 
cae and, 464; family planning clinics, 

“ Famine” (Quaker work in Russia, 
1921-23) (Asquith 52 

Far East, fevers in (Skinner) (C) 493 

Farming—dairy (A) 805; ley (A) 805 


i of 


J. and Griffith, J. Q. (Eds.) 
Tho 103 Rat in Laboratory Investigation 
Pa 0 P., the common cold (C) 780 
i e of Fascism (Nathan) 


(R) 

a E of Fat (Smedley -Maclean) 

Fatigue in soldiers ‘with effort syndome 
(Jones and Scarisbri 3 

Faulkner, G 
Parone, 875 

Fecundity, 4 

Feeding, ae (A) 329 

Femur fractured by gunshot wound, 
splinting of (Buxton) 564 

Fenton, J -~-presidential address, Medical 
Defence Union, 459; reporting deaths 
aoe coroners (C) 6 

ret MacDonald) (O) 143, (Frank) 

Forti 369 ; control of (A) 454; impa 
sterility and, 457, (Carr-Saunders an 
others) (C) 621, (Walker) (C) 684; 
statistics and sex ratio ae di 807 

Fever—fevers in the Far East (Skinner) 
(C) 493; hospitals, development of 
(Anderson and Lendrum) 23 

W., ede tie action in 


dental appliances, 2 
Field, C. E., effect of war conditions on 

the premature infant, 
ainst colds, 624; Alr raid casu- 


Pitian, 398; colour first-aid 
raining (Humble) C) 57, Stewart) o 
1175 ; Defeat uberculo sis, 43 
dietetic treatment of rheumatism, 7 
mass neuro- 
An ed 61; PAY ellin 639 ; Russian 
cal Services (A) 487 ; 
medical field work, 395 sns Surgery 
Chest Disease ” (A) 3 943 428; “ The 
Lamp still burns ” (A) 643 
00 status and medical service (LA) 
Finger, blood W E rrom (A) 134 
First-aid—Air R 
(R) 226; First Aid (Sutherland) (R) 
76; First Aid in the Royal Navy 
(H. M. Stationery Office) (R) 116. 
First Aid Treatment of Home Guard 
Casualties, Guide to (Meek) (R) 274 
‘for fracture of lower pr Moir) (C) 39T 
(Hayton-Williams) (C ) 4 0; in head- 
wounds (Ascroft) 211; tra ining, colour 
nime in (Humble) (C) 57, (Stewart) (C) 
Fisher, R. A., and Yates, F., Statistical 
Tables for Biological, Agric ultural and 
Medical Research (R) 416 
Flavell, G., march fracture, 66 
Flavine aruga (Mitchell and Buttle), 287 
Fleming, A.—American award, 774; on 
1 636; „ stre reptococeal , mening- 
tis treated with penicillin 
Flemi omne] G. B., tuberculosis in children, 


Flies as carriers of poliomyelitis (LA) 228 

Florey, H -—American award, 774; 
on penicillin, 638, 774 

Fluid—allantoic, in influenza test, 791; 
formation of in the lungs (LA) 802 ; for 
(L) 769 658; intravenous, in infancy 

Fluorine—fluorine osteosclerosis, 242; in 
drinking water, effect of calcium bi- 
carbonate on, 275 

Focal sepsis (Cole) 563 

Fæœtus—fætal mortality, infection and (A) 
548; sulphonamide therapy for (A) 80 

Foldes, LK F., on zinc to delay absorption 


Folliculitis from oil (Whitwell) 304 
Fonio, A, and Schwendener, J., Die 
ae des menschlichen Blutes 
Food—allergy (A) 22; communal feeding 
of evacuces, 235; ' exaggerated claims 
for foodstuffs (P) 649; feeding the 
East African Force (A 611; Food 
Education Society, 591; Food ’Poison- 
ing (Dack) (R) 356; Food Poison 
(Dewberry) (R) 574; > for Greece an 
Be giam, (P) 650; for wounded, 658; 
Hot Springs Conference (P) 55, (P) 85, 
us 86, pripe 175, 495, (P) 584 ; impaction 
of (Simpson) 310 ; in relation to health 
(P) 584; League of Nations standards 
(P) 85; postwar needs (LA) 736; post- 
war relief in Europe, 646; school 
canteens, 235; school meals (P) 175, 
(LA) 230: situation in Europe, ie 
puppies in France and Belgium te 
Sond 


Foot—contrac ures of t 
: crushed os calcis (A) 20; Foot, 
The (Lake) (R) 482; foot-drop from 
tight bedclothes (Hartsilver) (C) 716; 


1 
H., bacterieldal action of 


Francis, A. 
Aid (Ashford) | Frank, 


{Bennett (O) 
» broken (A) 
el pressure 
sores (Hartsilver) (C) 7 march 
5 (Flavell) 66, (wood Jones) (C) 
Forceps, e for foreign bodies 
(Semple) (NI) 3 
Forensic Medicine 2 Smith) R) 104 
Forman, L., cetavlon and skin infections 


( . ; 

Forwards (with reservations) (LA) 293, 
(Leak) (C) 367 > 

Fowler, W. C.—cannabis 129 (C) 368; 
tubercuſosis nursing (C) 4 

Foy, H., Ehrlich’s e 505 

Frac turèes—assoclated with burns 


in 
Fracture Treatment, 

ctorial Handbook of (Compere and 
R) 768; infected and -non- 
march 1 (Flavell) 


—397 
iliams > (MacGregor and 
ckling) 290 ; os calcis (A) 20, (Bennett) 
tragaloid arthrodesis in 
scapola (Girdle- 
Holbourn) 438; 
670, ' tibia and fibula, bone- 
grafting for (Armstrong) 188, plaster 
technique in (Nicoll) 320 
E., patulin in the common 
cold 0) 684 
F. A., fertility (C) 369 
Frankfurt Convention (Lord Amulree) 234 
n R., sudden senescence (C) 275 
R. A.—creator of Dr. Thorn- 
74% (A) 454; death of (A) 454; 


eect: Sir F.—eleven principles of 
MA Representative Committee on 
3077 (0) 828 (C) 207; death of (P) 
Friendiy Societies, future of, 400 
Friends, Society of—Ambulance Unit, 
19; relief unit in Russia, 752 
Frustration and fulfilment, psychology of, 
re 372, (A) 393 
Fulton, A. (O) 494 
Fyfe, G. M., arsenical poisoning, 614 


G 


Gaffney, J. C., ciphthers in immunised 
children (C) 621 

Gallop rhythm in heart disease (A) 199, 
(McIntosh) (C) 275 

Gamlen, H. E. (O 17 

Gardiner, R. 80 intraperitoneal sulphona- 
mides (C) 460 

Gardner, A. D., dogs as source of lepto- 
spiral infection in man, 157 

Garland, H. G., water-pitressin test in 
epilepsy, 566 

Garrison, F. H., and Morton: L. T, A 
Medical Bibliography (R) 2 

Garvin, C. F., on gallop rhythm in heart 
disease (A) 1 199 

Gas—accidents (Henry) 722; cylinders, 

‘ empty, apparatus for audible warning 
(Marshall (NI) 481; masks, spectacle 
attachment for (Hargrove) 905 ) 640 

Gas gangrene—(MacLennan) 6 123, 
(LA) 131, 659; antitoxin in Merntesk 
and elbie) 224; chemotherapy in 
(McIntosh and Selbfe) 224, (Mitchell 
and Buttle) 288; immunisation with 

5 toxoids (Robertson and 
Koppie 311; immunised guineapigs 

enic stimulus (Hartley, Evans 

and Hartley) 314, (LA) 325; in the 
Middle East (LA) 131, (Phillips) (C) 
207: overlooked or ta (Osborn) 282 ; 
penicillin in, 639, 744 

Gastric bleeding from aspirin (A) 49 

Gass function; influence of emotions on 

Gastritis, hypertrophic (LA) 642 

Gastroduodenal hemorrhage, blood-trans- 
fusion in (Pappworth and Loutit) 469 

Gastro-enteritis in tho ewborn (Sakula) 
758, (LA) 769 


| General 


Gol chmidt, M. 


-Gough, N., 
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presidential i 


inst- doctor alleged l 


Hayton- Williams, 


Griffiths, D. LL, osteoclastoma (C) 57 
Group practice (LA) 262 
ae 


Guide to 
Guard Casualties aces) (R 


274 
to cams, bleeding, gingivi itis and (Macdonald), 


G., and 
Ambulance Hand Book 


Gunn, W. C., Gerstenberg. E. 
Gaylor, J. B., 
(R) 448 


(A) 7 
faye, W. 55. os es in the « common cold, 


Gynecology—LEssentials 
(Cooke) (R) 606 


H 8 

Hadley, E. C.— 
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orth, H. P., thyrotoxicosis treated 
with thiourea, 7165, (LA) 483 
Hindle, E., appointment, 432 
Hip-joint, dislocation of (Glaser) (O) 368 
waa excretion and urine volume 
almer 1 +e (C) 588; intra- 


oare 
in children’ 8 wards, 666 


Hodgson, R _,coagulase-positive staphylo- 
cocci (C) 1 

He F,, colla apse uncer ‘ Pen- 
tothal Sodium ’ anes esia, 1 
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animal world, 426—Parsonage and 
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01; virus B (Stansfeld and Stuart- 
Harris) 789, in pneumonia (Himmelweit) 
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James, S. P., on malaria (LA) 132 

James, T., cutancous diphtheria ? (C) 58, 
(corrigendum), 461 

B., and Brash, J. C., Cun- 
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cases and General Medical Council 
138—False registration case, Gene | 
Medical. Council upheld, 236—Gold-. 
schmidt, T., rosecution for false 
certification, 682, 711, (P) 714— 

Hospital nurse awarded compensation 

for tuberculosis, 300 —Irregularities at 
inquest, 614—Rape charge against 
doctor, 202—Spackman divorce case 

and. due inquiry,” 138, 201, 459; 682 
—Trichiniasis, medico-legal aspect, 300 


Meek T. H., Guide to First Aid Treatment Mines Medical Service, 267 Myositis, . (MacLennan) 65, 
ft Home G Guard Casualties (R) 274 Minister of Health—discussion with repre- 97, 125, (LA) 131; see also Gas gangrene 
Mogaloblaste, Ehrlich's (Foy and 7a) sentative committee on comprehensive | Myasth thenia gravis—(Laurent and Walker) 


medical service, 203; on family doctor (O) 367, (eurent) (C) 525, (Mulvany) 
and preventive medicine, 464; on (C) 684 
medical man-power, 621; Willink, i 
H. U. appointed, 645 

Mimay of Food, grants for school meals, 


Ministry of Health—annual report (A) : 
419, "Spy 1d (Lord mprehensive medical 5 N 
ord . 


Mellanby, K., Scabies R) 46 
Membranes—Permeability of Natural 
Membranes (Davson and Danielli) 


(Fleming) 580; meningococcal (LA) 
17: neurotic sequlæ (A) 644; strepto- 


coccal, penicillin for. (Fleming) 434; seryice and awson) 401, 423; 
ı ._ tuberculous (Fleming) 580 . (LA) 195; facilities for 
Meningococcal teens LA) 17 treating injured workers, 596; films: Naevi—irradiation a of rca erage 
Menopause and after (LA) 511 „Breath of Danger,” 624, t: Defeat (C) 717; thorium-X in (Corsi) 347 


Mental. disorder—Lebanon Hospital, 61; 
mentally deficient children, institutional 
treatment for (P) 87; pellagra and 
(LA) 48, (Box) (C) 115; . provision for 

l mentally disordered (Fairfield) 455 

Mental health—Pdortsmouth Nervous and 

Mental Treatment Department, 581; 
‘proposals by Royal Medico-Psychologica: 
Reaoelation. 745; Provisional National 
Council for Mental’ Health, conference, 
581 ; social insurance and, 775; train- 
ing in (LA) 294 


ae Teh 341, nenropayo hiatey, 61, | Nails, tinea of, thorium-X in (Corsi) 347 
“The La still 643, | Nancekievill, L., sternal puncture. 
“The Nose P nas it, oa 1624 enn diagnosis of malaria, 468 
bulletin . 515; survey of hospital | Nasal vaccines for influenza (LA) 451 
Bory ieee, 243; see also Official memor- eae P., Psychology of Fascism (R) 
anda 

Ministry of Labour—medical inspection National Council for Mental Health., 
of factories 1 721; training of locura on -psychology of frustration 
disabled (A) d fulfilment, 372, (A) 393 

Minney ore Pensions, disabled ex-Service N ational, Health Corporation, A, (LA) 
men 

Ministry 70 Supply, appointment of National Health Insurance—additional 


Mental. hospitals—clubs in, 680, 799; medical hope ers, 1 - benefits, 276; approved societies, 424; 
dysentery in (LA) 357; rehabilitation | Minist orks, Nobel and (P) 747 Assumption B and (Boyde and others) 
scheme in psychiatric hospital (Bion | Minor aeons (Rolleston and Moncrieff) C) 304; dependants of patients } 
and Rickman) 678 ; tuberculosis survey (R) 7 C) 367, (LA) 417, 424 1125 exte ao 
at mental ghospital (Snell, MacMahon | Misfi ta, Naning for (Neville-Rolfe) (C) (LA) 293, 424, 625; fifth valuatio 


and Heaf) 6 

Mental aea: . A Guide for the Family ” 
(Stern) (A) 708 

Mepacrine in malaria (LA) 132, (Murray 
cay 529.0 1453 142, (Thompson) (C) 142, 

Merchant Navy health of (P) 114; 
health service for 9 (C) 57, 363; 
incapacitating sickness in (Hutchison} 
741 ; neurosis in (A) 199; rehabilitation 
centre for, 242; see also Services 

ee N of Fat, The (Smediey-Maclean) 


) 
w i eee ſascorbio acid in 


305 ap roved societies, 276; rising stains 
Mitchell, G. A. G.—diflavine, in wound (A) 420; scope of, 516° 
therapy, 287; proflavine in closed | National health service—see Medical service 
wounds (C) 749 National Institute for Medical Research- | 
Mitchell, H. A., death a or, 145 -antigenic stimulus and immuni 
Mitchiner, P. H., Whyte, A. H. „ ley, Evans and Hartley) 314, 14 . 0225 325 
A Pocket Surgery 640 544 l National Institute of. Industrial Psycho · 
Mixed salivary tumours, 111 logy, 2 
Modern an one Year Book 1943 National Radium Commission (A) 392 
(Wakeley) (R) 672 National service—medical grounds for 
„ frst aid for fracture of lower] rejection (PI 86; rejections of men 
jaw (C) 397 . over 40 (P 
Moncrieff, A., and Rolleston, Sir H.— National Smoke Abatement Society, 126, 
Aftercare and Rehabilitation (R) 388; 74, 784 


5 Minor Surgery (R) National Society of Children’ 8 Nurseries, 
Michael, S. E., patulin in the common | Monks, K. W. (O) 49 7 deputation to Minister of Health, 560 
cold, 625 Mononucleosis, infectious, Listeria mono- | Navy, sce Services 
Microbiology and Man soe ry 2 194 cytogenes in wee b) 5 Neal, J. B., Encephalitis R) 104 
‘Microfilms in medical libraries (A) 2 Montagu, M. F. j piography of Edward Neely, Pa ler rer mouth (O) 587 
Microscope—Beyond the Miera cops „Tyson by (25 Nelson T., on calcium sulphadiazine 
(Smith) (R) 416 Montgomery, S.. primary atypical pneu-| (A) 578 
Middle East —angerobic infections of war monia (C) 6 Nelson, T , contracting out (O) 556 
wounds (MacLennan) 63, Moore, F, C. (6) 717 * Nembutal,’ see Pentobarbital sodium 


diflavine for wounds (Mitchell and 


Moran, ii on teach g and teachers N eo-Halarsine,’ see Ars henoxide tar 
Buttle) 287; gas gangrene (LA) 131, m p 


(P) 2 trato.. 
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dren, 192, (LA) 196 
i trigeminal, nicotinic acid in (A) 


Neuritis of shoulder girdle (Spillane) 532 

Neurology—Year Book of Neurolo 
Psychiatry and Endocrinology 19 2 
(Reese, Lewis and I (R) 273 

Neuropsychiatry (film) 6 

Neuroses—Handy Aan) taking Schemes for 
60 5 and Neuroses (Paterson) 

Neurosis—anxiety neurosis in combatants 
(Symonds) 785; compensation and, 
775; conflict ’ and fear neurosis 
(Symonds) 787; group therapy for 
(Bion and Rickman) 678; in industry 
(Wilson) (C) 587; in miners (Culpin) 
(C) 397; in naval and militagy men (A) 
199; intelligence and (Eysenck) 362, 
(Edelston) (C) 429; social insurance 


and, 775 

N in warfare (Eden) 689, 
(LA) 705 

Neutron TEOR men, of cancer (A) 330 

Neuwahl, F. J., nicotinic acid and carbo- 
hydrate e 348 


Neville- Rolfe, S., N scheme for 
misfits (C) 305 


NEW INVENTIONS. — Apparatus for admin- 
istration of small doses of ‘ Pentothal’ 
(Gordon) 606—Arm-rest for patients at 
operation (Thomson) 572 — Audible 

warning of empty gas cylinders (Mar- 
shall) 481—Facepiece connexion for 
closed circuit anesthesia (Magill) 701— 
a Malleable foreign body forceps (Semple) 
322—-Pulsator vacuum box (Lakey) 
767—Punch for use in plating fractures 
(Capener) 415—Spectacle tachment 
for gas-masks (Hargrove) 640—Stilette 
for Cae thane 115 length in pone 
graf ams —Syringe, aspir- 
ating spring for (Bird) 292 


NEw PREPARATIONS.—Decholin (dehydro- 
cholic acid) (Endocrines-Spicer) 340— 
Globin insulin (Burroughs Wellcome, 
USA) (A) 198—Neo-Halarsine (arsphen- 
oxide tartrate) (May and Baker) 750 


New Zealand—Institutional Care of De- 
pendant Children in New Zealand 
(Matthew) (R) 324 

(L c -enteritis in (Sakula) 758, 

Newsholme, Sir A., legacy to London 
aa 185 Hygiene and Tropical Medi- 
c 

Niacin, see Nicotinic acid 

N icholson, C. S., released from prison, 340 

Nicole, J. E., Psychopathology (R) 46 

Nicoll,-E. A., ' plaster teon nigue in fractures 
of tibia and fibula, 

, Nicotinic acid—action. o carbohydrate 
metabolism (Neuwahl) 348; effect of 
on insulin activity (Neuwahi) 349; in 
pellagra, Any nae ) 48; in trigeminal 
neuralgia (A) 295 

Night vision, ain A and (A) 515 - 

Ni 5 or achalasia of cardia (Douth- 
wa 

1 ie Breeton and wheat compared 

Cutting) 667 

„ domestic 9 in hospitals 


F., and Werkman, C. H., 
Advances. in Enzymology and Related 
Subjects of Biochemistry (R) 768 

rie BCG inoculation against tuber- 

osis 

Noge—Surgery c or Nose and Throat 
(Kernan) (R) 5 

Notes for the RMO of an Infantry Unit 
(Blacker) (R) 162 

nr aa industrial diseases (Henry) 724, 

* Novutox for tonsillectomy More ) 794 

Nuffield— Foundation, training for Maltese 
Trust. 32, 688; Provincial Hospitals 

st, 32, 243, grants for research, 81, 


lastic surge unit at Oxford, 740 

rustees, chair of Social Medicine at 
Birmingham, 252 

_ Nurseries—day Shrimpton) (C) 87, in- 

four years’ plan for, 


‘fection in (A) 21; 
560; LCC nurseries, 444; 
(Enthoven) (C) 493 
Nurses—army (P) 55: control of, 340; 
diet of in hospitals (LA) 673 ; disabled, 
training for, 117; district, pay of (A) 
740; for relief work, 719 ospital, 
health of -(Court) 753, hospital nurse 
awarded compensation. for tuberculosis 


value of 


e 
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(ML) 300; sickness in, compared with 
other grou 8 (Court) 754 : in factories 
P) 585 cluded in Emplo ent of 
Women Order amendment, 34 leuco- 
cyte counts in nurses not exposed to 
radiation (Britton) 289; male, salaries 
of (P) 651, (A) 740, (Armstrong) oO 781; 

memo on health of (A) 
charge, the (LA) 705, (Smatpiece) (O (C) 
781; Nurses (Scotland 
(P) 141; : pay of (A) 740 R emcees 
(C) 781; specialised training for, ran 
supply of (P) 206; tuberculous (A) 20, 
(Andrews) (0) 30, (P) 55, (P) por: 
„ training of a8 nurses (P) 114; 
West Indian, for LCO, 527; see ae 
ers ay +P Committee 
ew Uren “The Lamp still burns ” 
aL ital staffs (LA) 705; in 
the Colonial mpire, Rushcliffe Com- 
mittee on (A) 677; of chronic sickness 
(Fairfield) 455; Rushcliffe Committee 
(A) 231; tuberculosis nursing (A) 231, 
(Houghton) (C) 3 7125 (Ellman) (C) 304, 
371, (Fowler) (O) 4 
Nuteition~-committes on (P) 55; hospital 
diet (LA) 673 enemy-occupied 
Europe, 703; Nutrition Society, post- 
war European relief, 646; 
value of nitrogenous saeco in 
potato (Chick ana, Cutting) 667 
Nyswander, D. B., Solving Ysa Health 
Problems (R) 16 


O 


Obermer, E., scdimentation in tuber- 


culosis (C) 174 


| OBITUARY 
N L. G., 686—Aspland, W. H. G. 


Barkla, J. M., 781 — Bates, T., 718— 
Baynes, H. G., 57 r A., 31— 


Byrne, A Y 7, 37 
558—Calder, G. M., 399— 
Campbe ell, C. M., >, Cleminson, 
F. J., 339%-—Ooles, D, A., 39 

ham, J 2 Sharp, 


Falla, S. T -» 558—Freeman, R. A., 461 


494 
8 H. E., 177—Gibbs, C., 494— 
Gilmour, J., 509—Gilmour, J., 718— 
Graves, J. Ë., 60—Gunther, H., 6 
Harte, E. H., 31. Hastings, Sir G., 
Henderson, W. E., 9—Herbert, 
590— Holmes, G., 306— Horne, as : 


654 

Leigh, G. » 718—Levick, R. K., 750 
L nds, 15 .J. 750 

Macalister, C. J , 589—McCloy, J. M., 
drick, A. G., 9. e D. L. T., 
307—Monks, K. W., 495—Moore, 
F. © 22 717 — Morrison, K. P., 50— 
Muir, V. V., 559 — Murray, J., 3 6 

H. A., 558 — Pasteur, W., 369 
—Patterson, G. H., 431—Pitt- -Payne, 
W. S. 5 7 1 8 Porter, A e G., 7 
C.,“370— Pritchard, G. E. C., 

Rice, J. P., 209—Rolland, W., 589— 
Round, J. H. B., 589—Rowntrce, 
O., sp Clie aes Oo 527 

N. A. D., ’60—Simey, F; 

Í M. T., 37 enik 

461—-Smith, E. C., 430, 495— 
Si he E. P., 209—Strauss, J. N., 

Thomson, a B., 815—Thorp, A. L., 399 

623— Wakeley, W. N. P., 
241— Watson, 

G. H. L 


B. > 209—Williams, 
J. —Wood, B., 815— 


Wood, W. B., 622 


O’Brien, J. R., dust as vehicle of in- 
fection in children’s wards, 666 

Obstetrics—caudal anmsthesia in (A) 
297; obstetric disproportion (LA) 164; 
Queen Charlotte’s Textbook of Ob- 
sietrics (Members of the Staff) (R) 448; 
Year Book of Obstetrics and Gynecology 
1942 (Greenhill) (R) 416 

Occupational guidance (Rodger) 298 

Occupational therapy, free training for, 
90; see also Rehabilitation 


nutritive 


338 Fulton, 
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edema, pulmonary, shock and .(Osborn) 


Gon agus, carcinoma of, resection with 
. (Steele) 797 


Estrogens, bactericidal action of (Faulk- 
ner) 38 


e in OFFICIAL MEMORANDA alen for 


industrial health and efficiency (A) 774 
Diphtheria (LA) 195— Educational 
reconstruction, 117— Head lice, 55— 
Health and industrial efficiency, Scottish 
experiments in social medicine, 675— 
Medical uses of the sulphonamides, 177 
— Penicillin in war wounds, 742——Train- 
ing for disabled nurses, 117—war 
pensions (LA) 105 ad 


Ogino’s theory of 5 (MacDonald) 
(C) 143, (Frank) (C) 369 

Ofl—cut tting oils as cause of dermatitis 
(Whitwell) 394 

Old people, increased number of (P) 714 

Oldfield, M., gunshot aneurysm of carotid 


artery 338 
Oliver O., rickettsial agglutination 
studies i in typhus fever, 537 
Operation, dispute of consent (ML) 299 
Opa acta neonatorum (Evans) 334, (A) 


Ophthalmic treatment, national, foes, 752 
Ophthalmology—diploma course at Ox- 
ford, 250; proposed department of 
hthalmic research at Oxford (A) 328, 

gift from Imperial Chemical Industries, 
O e (P) 651; 


traffic in the 
Par Kast (A) 772 
Order of St. John of Jerusalem, report of 
chapter general, 371 g 
Ormsby, O. S., and Monteomory, H., 
Diseases of the Skin (R) 7 | 
Orthopeedic influence on treatment of 
fractures (Girdlestone) 593 
Orthopeedic Surgery—aA Practice of 1 


dic ae McMurray) (R) 5 
Osborn, G af Buden in fatal . 


os” PA P EE BA E of (A) 20, (Bennett) 
(C) 115, subastragaloid arthrodesis in 
(Armstrong ) 506 

Osteoclastoma (Capener) (C) 30, (Griffiths) 
(C) 57, (Brailsford) (C) 89, (Capener) (C) 
117, (Barnes) (C) 144, (Roberts) (0) 5 

Osteomyelitis, chemotherapy in (A) 707 

Osteosclerosis, fluorine, 242 

ou, pt Working Hours (Yellowlees) (R) 


Outlines of Industrial Medicine, nee 
tion ang Hygiene (Burnet) (R) 416 

Outpatient departments (LA) 260, exten- 
eion of (LA) 545, (Carling and Power) 

Oxford—Nuffield plastic surgery unit, 
740; proposed department of oph- 
thalmic research (A) 328, 432 ; see also 
Universities 

Oxford vaporiser for endotracheal nes - 
thesia (Rushton) 509, (Soper) (C) 716, 

linson) 730, (Rushton) (C) 812 
Oxycephaly (LA) 673 


P 


Page, E. S., feeding with amino-acids (C) 


. B., milk (C) 1 
ir J. „ on alt ingulshed success 


Pain —conduction-time for (Gordon and 
F 700; sensitivity to (A) 


Palanca, J. A., on typhus (A) 359 
Palestine American ospital, 194; citrus 
leather from, 489; 


Hadassah Hospital, 
194; health insurance, 


194 ; infant 

welfare, 194; nutrition survey, 400; 

proposed hospital at Gaza, 489; ’ short- 
age of hospital beds, 489; slum clear- 
ance, 489; typhus epidemic, 489; 
Yarkon Hospital, Tel-Aviv, 489 

Palmer, A., hippuric-acid excretion and 

5 1 volume, pal a 80 
Sy — pressure 75 8y e para, yse 
limb (Lewin) 7 

Pancreatic W P EERI of, and parox- 
ysmal hyperinsulinism ( Rayner, Roger- 
son and Gaymer Jones) 476; experi- 
mental diabetes and (Shaw Dunn and 
McLetchie) 385, (LA) 389 

Panel Conference, 655 

Paper for scientific books (P) 618 

“ Papers of a Pioneer,” (Sir P. C. Varrier- 
Jones) 495 


\ 


xiv . Supplement io THE LaNcET | 


DEN a ‘ ` N 
INDEX TO VOLUME II, 1943 


ee 2 ®© 
a A „ » 


[Arri I, 1944 


` Papworth policy, 493 
Pappworth, M. 
- orrhage,, 
Paraffin rashes (Whitwell) 394 
Paralysed limb— pressure palsy in (Lewin) 
756 ; sweating reaction, 756 
Paralysis, temporary tonic motor, 550 
Parat hoid—laboratory control of, 323. 
paratyphoid endocarditis, 


5 in thyroid conditions (LA) 


aoe . S., chilled kaolin poultice (Oyi 
Parkes, . A. S., deposition of protein 


material in pellets of steroid hormones, 


PARLIAMENT / 


i health conditions in Freetown, 


584 — e sand 
health, , 684—Alien doctors, 
Army: medica? 5 
nurses, sup Erna recruits, 
medical e 35 55 

tion, for medical reasons, 86, 141. 


of men over 40, 86; specialists, 114— 


1 national health service in, 


748 

BOG vaccines, experiments with, 585— 
Belgium, tuberculosis in , 179—Bever- 
idge re ort: 776 children’s allow- 
ances, ; white-paper on, 778— 
Birth'rate decline, Government in- 


quiry, 113—Births in England ahd 


Wales, „ prisoners in Far 
East, diet of, 

Carbon-monoxide 8818 gas- producers, 

asualties, evacuation of, 28— 

Centre Medical War Committee, 428 

din en; prosecution case, 714 


ina, medical service in, 812— 
Cholera in Bengal, 749 — Consumer 
goods, 747 


Dawson, Lord, on scientific research, 

° ~ 140—Deaf: and dumb workers, 
` ing of, 114—Death of a rifleman, 86— 
Dehydration of vegetables, 


Diabetics, sugarless for, 55— 


H., ‘gastroduodenal been: 


1771 
114, rejec- |. 


train- | 
141— 


Diet of British prisoners in Far East, 


§55—D i nor Dorin atone, 524— 
Disabled men, in raining of, 
7a- Disabled 1 (Em mploymenti 
778—Diseases not attribut- 
api e to EONA 177—Divorce decrees 
for lunacy, ‘585—Doctors, alien, 8 
Domestic staff for hospitals, 617 
Education: Bill, 812; 
175, 205—Emergenc Ser- 
vice, 748—Epidemiological informa- 
tion, exchange of, 650— Europe, stary- 
650—Hxpectant mothers, milk 
for, 714 
Factories, nurses in, 585 Fascism 
ended, 17 5— Field surgical and trans- 
fusion’ units, 28—Food: for Greece and 
Belgium, 650; Hot Springs Conference, 
55, 85, 86, 175, 584 in relation to 
health, 584; school meals, 175; 
puppies in France and Belgium, 28 ; 
world shortage, 175, 617—Foodstuffs, 
exaggerated claims for, 649—Fre- 
mantie, Sir F., death of, 307—From 
the Press Gallery, 27, 86, 113, 140, 
„ 175, 205, 427, 523, 554, 584, 649, 778 
Gestapo methods against doctor, alleged, 
. 71 Government departments, 
modical services of, 54—Greece: 
deaths in, 779; food Tor, 650 vita- 
min concentrates for, 428 
Health servicos: Mauritius, 54 
White paper on, 206, 778, 779— 
Hethenington ‘report on domestic 
staff for institutions, 617—Hips and 
haws, 55—Hop-pickers, accommoda- 
tion for, 206—Hospitals : domestic 
staff for, 617; regional 778; volun- 
tary, o control of, 779—Housing : 427 ; 
‘postwar, 747; "repairs, 427; respon- 
sibility. for, 714 
India: disease in, 555; famine in, 427, 


555, 617— Industrial training of dis- 


abled men, 748—Infant mortality in 
Scotland, 748—Insemination, arti- 
~ ficial, 176— Insurance, national, do- 
pendants of 5 in, 778 

King's speech, the, 7 

Leprosy : facilities 1075 treatment, 6243 
in rican Colonies, 651—Lunacy, 
divorce decrees for, 585 

Man-power, 427—Mass 

; units : 206, 524, 650; tor Russia, 
seuses and commissions, 86 Maai: 
tius, healta services in, 54—Medical : 


radiography 


Aid Societies, 87; 
soldiers' families, 114 
of prospective employees, $23; exam- 
“ination of recruits; 114 ; 
428, 555, 779; | medical ‘officer's 
widow’ 8 pe ension, 428 : Medical Per- 
sonnel (Priority) Committee, 748; 
Medical Policy Association, 714; 
practice, future of, 523; Register, 
4 ; service, comprehensive, 427, 584, 
747, 777, 778; services of Govern- 
ment departments, | 54; students, 
teaching of, 205—Mental nestabili 


ty 
in recruits, 141—Mentally deficient 


attendance - for 


children, institutional treatment for, | 


87—Mercantile marine, 
`~ 114—-Midwives: 


health of, 
salaries and uni- 
forms, 140 ; 8 of, PA y Miltary 
detention barra 86—MII : clean, 
175; dried, in flour, 954; for 


-examination |. 


man-power, 


of, 141—Venereal disease, Regu- 
lation 83B, 523—Vitamin concentrates 
aoe Greeee, 428 
Women: in war-work, 205; older, for 
war-work, 427 pensions for, 205.3 
- young, psychological examination of, 
555; women's services, sickness in, 
205—Workmen’ 8 Compensation Bill, 


Xray sets, mass, 206, 524, 618, 650 


Pasha, N. nd ne fellow Royal College 


18335 B . pasteurisation, 175, 17 6 : policy, of Surg 
175; producers of tuberculin- Pask, E. PR, 00 558 
totel and ‘attested 114; raw, Passmore, R., pneumonitis, associated with 
for children, 141; tuberculin-teste ? autohemaggiuthi iT 
175, 176—Miners : absenteeism; 27 ; | Pasteur, W.— (O) 369; (Bonney) (C) 460 
Miners Welfare Commission, : 813 ; | Patella, lesions of cartilage, 670 
zohabilitaiion for, 27; 523; treatment Paterson, A. -taking 
pneumokoniosís, 27— Mines: Schemes for the Psychoses and Neuroses 
health ‘services in, 523; Mines (R) 672; sudden senescence, 158 
Medical Service, 27-—Ministry of | Paterson, R. and. E., advisers on Cancer 


Works, housing and, 747—Mosley, 
Sir O and Lady, release from prison, 

713, 747, 748 

National health service, 585—Nurses : 
army, supply of, 55; in factories, 
585; male, sAlaries of, 651, 747; 
Nurses (Scotland) Bill, 86, 141; 
sanatorium nurses, tuberculosis in, 
651; second Rushcliffe report on 
salaries and conditions of. service, 
Ar supply of, 206; training of 

ADs as, 114; tuberculous, 5 

on people, increased. number of, 714— 

n the floor of the House, 27, 54, 

85, 140, 175, 205, 427, 584, 617, 
649, ; 1 777, 512— 0 pfum 

smo 


Paper 107 Saintis books, 618—Pay- 
as-you-earn scheme, 427—Patulin, 
747—Pensions : amended Royal War- 
rant, 140; Appeal Tribunal Bill, 27, 
54, 140, 141; ; appeal tribunals, 427; 
< appellanta and medical reports, 114; 
seases not attributable to Service, 
177 ; for women, 205; 
RAMO officer's widow, '554—Physio- 
therapists in Army, 206— 
-Population trends, Royal Commission 
on, 747-——Post-war planning, 140, 


427, 713, 747—-Pregnant women in| P 


war industry, 714—-Pre-Service, medi- 
cal records, 141; Prime Minister, 
illness of, 81 2— Prince Edward Island, 
birth-rate in, 584 — Prisoners of war: 
medical conditions, 7143 medical 
ren ane: 618 ; repatriated, rations 
of, 650—Proprietary medicines, export 
of, 651—Proastitutes, rehabilitation of, 
555- Psychological examination of 
young women, 555— Public health: 


* diploma in, 55; soil culture and, 584 


RAME officer’s widow’s pension, 554— 


Reconstruction problems, 777—Re- 
habilitation:. . 778; sychological 
aspect of, 777 To on report, 


114— Rejection € for medical reasons, 
86, 141; of men over 40, 86—Relicf 
a Europe, 650—Rushcliffe Committee 


School-children, meals for, 175-—Scien- 


tific: books, paper for, 618—Scientific 
research, 140—Scotland: hospital 
accommodation in 428 ; mass radio- 
05 650 ’ staff pay in 
nee 1 tale. 048; s tuberculosis 
„ beds 1 428—-Seamen afloat, 
r re of, 64—Social security 
proppsnia, 748—Soil culture and 
c health, 584—Soldiers’ families, 
medical attendance for, 114 
Teamwork in medicine, 778—Tom- 
linson report on Rehabilitation, 114— 
Tuberculosis: allowances, 141, 586, 
617, 649, 779 ‘among sanatorium 
nurses, 651.: bovine, 651: in Scot- 
206 206, 748; mass ray sets for, 
toe tor Russia, 618, in Scotland, 
8, 650—Tunlsla, medical services 
i Meet among the troops, 


University Grants Committee, 617— 
Unmarried mothers, accommodation 
for, 206 

Vaccination : 


antivaccination propa- 
ganda, H ott 


28—VADs: Com- 
mittee’s report, 205; training 
' nurses, 114—Vegetables, dehydration 


pension of | Pelvic 


as | Pethidine—action of, com 


Institute for New South W ales, 487 

Patey, D. H., emergency treatment of the 
smashed-in face, 161 

Patiolog —Human Pathology (Karsner) 

in fever. hospitals (Anderson 

Sea Hendrum ) 23; of war wounds 
(MacLennan) 94; 7 pextbook of. Patho- 
logy (Boyd) (R) 

Patient—teaching ene (Cole) 564: treat- 
ment and tho (Cole) 561 

Patterson, G. H. (O) 43 

Patulin—in the common cold (Raistri 
Birkinshaw, Bracken and Michael) dok, 
(Gye) 630 (Hopkins) 631, (Greenwood) 
634, (LA) 641, (Stuart-Harris, Francis 
and Stansfeld) (C) 684; 
(LA) 641; trials of (P) 7 

Pay-as- ou-earn scheme () 7427 

Payne, R. T., agents provocateurs (OC) 715 

Pearson, L., on planning of health centres, 


ere ar pevchiatelo practice (Hard- 
wick) 43; menta] disorder 8 (LA) 48, 
(Box) (O) 115; niacin in (LA) 4 
: 25 163, 
Ne (C) 239, (Keevil) (C) 368 
Pelvis—Anatomy of the Female Pelvis 
(Smout and Jacoby) (R) 510, (corri- 
gendum) 640 
enicillin—award for work on, 774 
discussion at Royal Society of Medicine, 
638; in ee casualty fractures, 7443 
in burns, 7 ; in burns and wounds 
Bodenhian) 7725 (LA) 737; in gas 
gangrene, 744 ; in gonorrhoea, 745; in 
head wounds 3 (LA) 706, 744; in strepto- 
coccal meningitis (Fleming) 434; in 
‘the Field (LA) 737.3 in various infections 
(LA) 106; in war wounds (Pulvertaft) 
341, (LA) 737, 742; inhibition of in 
routine culture media (Harper) 569; 
patulin and (LA) 641; report on 506 
cases (LA) 546; supplies and dis- 
tribution, 276; symposium on, 784 
Penman, W. J., duplicated or reduplicated 


(C) 493 
1 Warrant (P) 


e canal, calibrating 


Pensions—amended Ro 


140; appeal tribunals (P) 427, first 
sitting, 487, prosena: medical records 
and (P) 141; appellants and medical 


reports (P) 114; changes (LA) 103; 


Ne and 


diseases not attributable to service (P) 


177; for women (P) 205; 
App eal Tribunal Bill P) 27, (P) 54, 
(P) 140, (P) 1575 : 5 officer’s widow, 

pension of (P) 5 

‘Pentobarbital. aa in burns (A) 361 

‘-Pentothal Sodium ’—aneesthesia, 
lapse under (Hoenigsberger) 14, (Harri) 


(C) 173; apparatus for administration 
y of small’ doses (Gordon) (NI) 606; for 
head wounds 5 213; for 


wounded (Logie) 662 ; 
(Roberts) (C) 57, 
intra-arterial injection of (Macintosh 
and Heyworth) 571 ; (Roberts) (C) 57, 
(0) 716; safety of (Mallinson) 729 
People’s League of Health: 
tamins on childbirth, 513 


idiosyncrasy to 


Permeability of Natural Membranes (Dav- 
son ane Mi. An th (R) 8 
Perry, K. thigmabaertogenis pur- 


pura, 710. (O) 5 
Personality, ae and (Halliday) 693 
Personnel-selection officers (Rodger) 298 
ared Wich kA 
phine (A) 330; addict on (A) 330 


Pensions 


(Clausen) (C) 117; 


col- 


effect `’ of . 
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Pharmaceutical Societ of Great Britain— 
(A) 109, 432, 591, 72 a Gite to China, 638 
Pharmacists in the ny, 647 

Pharmacy—‘“ Brighton 1942 Committees 
Report ” (A) 1 in national health 
3889105 (A) 1 

Fhenothissine, ¢ n and (A) 453 

Phillips, gas gangrene in the Middle 
East 00 207 

Phosphatase in diseases of bone, 15 

Ehotography. clinical, 431 
Phyalgal medicine, Lord Horder’s survey, 


551 
Physicians in war in Harvey: s time and 
after (Hume) 529, 547 
Physicists—Hospital Physicists Associa- 
tion, 493 
Phystology—Annual Review of Physi- 
ology (Luck and Hall) (R) 448 hysi- 
ological accompaniments of tnfnicing 
(A) 200; Physiological Basis of Medical 
Practice (Best and Taylor) (R) 704; 
Physiological Principles in Treatment 
(L don-Brown and Hilton) (R) 324 
Physiotherapists in the Army (P) 206 
Phytic acid and iron absorption (McCance, 
dgecombe and Widdowson) 126 
MOL 5 W., dicoumarin for thrombosis 


Pick, F., burns treated with Viacutan,’ ye 


Pickics, W. N., a rheumatic e i 
Pictorial Handbook of Fracture 0 
ment (Compere and jerks) (R) 768 

Pitt-Payne, W. S. (O) 7 

Pituitrin in test ch l of epilepsy 
(Garland, Dick and Whitty) 566 

Pla nning—postwar (P) 140, P) 41K (P) 
713, (P), 747; without a plan Robb- 
Smith) $43, (Mrrray) (C) 337 (Hadley) 

Plasma - protein, replacement after burns 
(A) 774 


Plasma -volume in victims of rube ‘Shelter | 


disaster (Crooke and Morris) 379 
Plaster—closed plaster method (A) 485; 
in wounds, 659; plaster technique in 
fractures of tibia and fibula Ice ) 320 
Plastics in surgery (Craig) (C) 58 
Plesch, 683 therapeutic uses of thorium-X 
absorption oi 


(C) 6 
sulphapyridine 
through (Vickers) 760 


Pleura, 

Pneumonia—atypical, 111, (Montgomery) 
(C) 685; influenza virus B in (Himmel- 
weit) 793; lobar, sulphadiazine and 
sulphamerazine in (A) 773, sulpha- 
mezathine and sulphadiazine in (Mor- 
gan and Wylie-Smith) 731 

Penumonitis associated with autohsemag- 
glutination (Shone and Passmore) 445 

Pneumothorax, effect 955 altitude on 
(Todd and Anderson) 5 

Porket ou Surgery, A, (Miteb ier and Whyte) 


5 
Poison 19 75 (A) 709 
Polsoning— by benzene derivatives (Henry) 
762; mercurial (Henry) 765 
i in Toyotan) 433; 
flies as carriers of (LA) 228; in Malta 
(Spillane) 534, (A) 549, 624, 670; 
athogenesis of (LA) 228; sweating in 
(40 433; vehicles of infection 
Pollak, H., e arig excretion and 
urine volume (C) 5 
ies hay doctors and (LA) 326, (Tyrer) (C) 
Poiyonymy (C) 7 
baths for e 651 
We nerve palsies in paralysed limbs 
(Lewin) 756 
Population—problems of (P) 113, 1 
trends, Royal Commission on (P) 7 
Porter, A. G. (O) 751 
Portraits, Price-Jones, C. and Byrne, A., 
requests for, 398 
Positive health teaching (Burton) (C) 274 
Postgraduate study—269; British Post- 
graduate Medical School, 269; 
courses, 269 
Post e 592 ; 
ford, Sir H., at (A) 5 592; 
service in (Bashford) ig} 460 
Posture (Cole) 5 
Postwar relief, otus, 538 
ar ta Requlrements Committee (LA) 


‘Potassium phosphate—for shock, 471; 


special 


` Bash- 
medical 


intr ternal ni cuon of (Downman 
and Mackenzie) 4 
Potato, nutritive 258 of (Onex and 


Cutting) 667 
Poulton, Sir E., death of, 677 
Power, C. M. outpatient services (C) 619 
Poynton, F. J. —arthritis in poliomyelitis, 
33; death of, 579; (O) 622 
Practice of Orthopedic Surgery (McMur- 
ray) (R) 510 


Precision in speech, 37 
Pregnancy—heart in, the (A) 806 
i women in war industry (P) 


Premature infant — care of say 81; effect 
of war condions on (Field) 82, (A) 81 

Prescott, R., appointment, 688 

Preston Hall Sanatorium, thoracic surgery 


at, 624 
Pretibial fever (A) 329 
Preventive medicine —famGy. doctor and, 


464; teaching of ag 546 

Price-Jones, C. (0) 3 

Priest, W. M., bacilary. dysentery, chemo- 
therapy in, 69 

Priestman, A., bacteriology of war wounds 

Prime Minister, illness of (P) 812, 813 

Pringle, Sir J.—Frankfurt Convention 
and (Lord Amulree) 234; pioneer of 
military medicine, 530 


Priorities” problem of (LA) 357 

Prisoners of war—276, 464; books and 
study courses for, 272, 297 ; Frankfurt 
Convention for treatment of (Lord 
Amulree) 234; handicrafts for, 273; 
medical books wanted, 276; medica j 
treatment of (P) 618; RAMC officers 
repatriated from Germany, 582; re- 
patriated, medical conditions of (P) 
714, mental pepe ation of (LA) 608, 
rations of (P) 650 

Prisons, modica 8 in, 267 

Pritchard, G. C. (O) 589, 687 

Privacy in lineas (LA) 390 

Private practice, comprehensive medical 
service and, 424 

Procaine—in spinal anæsthesia (A) 166; 
in tonsiliectomy 1 y) 794 

Proflavine— derivatives of (LA) 575; in 
wounds (Halford) (C) 173, (Ungar "and 
Robinson) 285, (Mitchell and Buttle) 
287, (C) 749, (LA) 575; taking the 
sting out of (Albert and Gledhill) (C) 


238 
Propamidine in surgical infections (Butler) 


73 ` 
Prophit tuberculosis survey (Daniels) 600 
Proprietary medicines, export of (P) 651 
Prostate—carcinoma of (A) 420; pro- 
AT enlargement (Sewell and Mailer) 


e in . gravis (Laurent 
and Walker) (C) 367 

Prostitutes, rehabilitation of (P) 565 

Protein material, deposition of in pellets 

of steroid hormones (Deanesly and 
Parkes) 500 

Proteus vulgaris, inhibition of, in cultures 
from wounds (Hayward and Miles) 9 
116, (Cawston and Colebrook) (C) 240 
teus morgani in infantile enteritis 
(Hoare, O’Brien and Watkins) 666 

Prothrombin—dicumarol and (LA) 327; 


and (P) 584; students’ guide, 266 ; 
tuberculosis in Lancaster, 717 ' 


335— 
717 —Liver- 


PUBLIC HEALTH.—Bermondey, 
Dublin, 490—Lancaster, 
ool, 522—London, 585—Manchester, 
35, 490—Middlesbrough, 52 2— Ports- 
mouth, 335 


Pullinger, B. D., formation of red blood 
corpuscles (C) 240 

Pulmonary embolism (Osborn) 283 i 

i lesions after accident (Osborn) 

Pulmonary Tuberculosis (Ustvedt) (R) 
324; see Tuberculosis 

Pulsator vacuum box (Lakey) (NI) 767 

Pulvertaft, R. J. V.—war wounds, bacteri- 
ology of, 1; local thera repy of, with 
penicillin, 341, with s asuxidine, 
$79, (LA) 391 

Punch 4255 plating fractures Capener) 


(NI) 4 
Purpura — of skin (Davis) 160, (C) 336, 
(Burnett) (C) 274; thrombocytopenic 


(Evang and Perry) 410, (Maingot) (C) 
Putnam, T. J., on iranan (LA) 


' Q 


Quarantine for ship-borne’ smallpox, 814 

Queen Alexandra Sanatorium Fund, 372 

Queen Charlotte’s Maternity Hospital— 
more beds, 784; nurses’ home, 784 ; 
Queen Charlotte’s Textbook ot Ob- 
stetrics (Members of the Staff) (R) 448 

Queen’s Institute of District Nursing, 146 

Quinidine sulphate in pare xyenal ventri- 
cular tachycardia (A) 3 

Quinine—for malaria 3.007 132, (Murray 
and Shute) (C) 142, (Thompson) (C) 
142, (A) 452; in urine, Tanret test 
(Howie and Murray-Lyon) 317, (A) 328; 
quinine excretion and blackwater fever 

owie and Murray-Lyon) 3 
5 the physicians (C) 811 


R 


ee liver function in, otter tannic 
acid (Clark and Rossiter) 2 
Radiography—ot lungs (A) 4205 ; of pelvis 


| Radiography, mass—111, 170, 653 ; chest 


salicylic ee eand (A) 419; thrombin survey, bacteriological investigations in 
and (LA) 1 (Bigger) 699; in factories (Henderson) 
Peoriama, thorium-X in (Corsi) 348 (C) 749; in USA, 62; tuberculosis 
Psychiatry—conference, 745; for dis- BUTE ‘at mental hospital (Snell, 
abled persons, 775; group therapy ahon and Heaf) 636; X-ray units 
(Bion -and Rickman) 678; psychiatric 15 206, (P) 524, (P) 650; for Europe, 
hospital, training wing (Bion) 678 ; 704, for Russia (P) 618, in Scotland (P) 
psychiatric raining (LA) 294; psychi- 618, (P) 650; of WAAF recruits (A) 
atrist and criminal (A) 313: „Eeychiatry 81; see also Tuberculosis 
in Medical Education (Ebaugh and | Radiologists—Brains Trust, 31; Faculty 
Rymer) (R) 130 ; teaching of, 553 of Radiologists, see Societies, medical 
Psychological examination of young | Radiology—in diagnosis (LA) 77, 111; 


women (P) 555 
Psychological medicine—course for DPM, 
656; diploma (LA) 294; postgraduate 
training, 269, Langdon- -Brown Com- 
mittee on, report (LA) 294 
Psychological nursing, bursaries for, 223 
Psychological tests in German forces (A) 


578 

Psychology industrial (Rodger) 298; of 
rustration and fulfilment (lectures) 
372, (A) 393; pr aa of Fascism 
(Nathan) (R) 2 

a a rt — e disease 


one alliday) 694; religion and (LA) 


1 (Nicole) (R) 46 

Psychosis—Handy Case-taking Schemes 
or the Ps 1 and Neuroses (Pater - 
son) (R) 
pa psychosomatic disease and (Halli- 


regem „„ of (Halli - 
day) 692; sex ratio in, 693 
Pera TT a group, in hospitals (Bion) 
Public health—annual Topor i 522 Bir- 
mingham, influenza in, death- 
rates, 266; diploma in 15 "553 in- 
fectious disease, 522; influenza epi- 
demic, 782, 813; postgraduate courses, 
269 ; regional treatment of ophthalmia 
neonatorum (Evans) 334; soil culture 


pellagra in (Hardwick) 


International Radiological Societ pro- 
posed, 111; normal, 111: radiological 
practico, future of (Roberts and White) 
174; research in (LA) 77 

Radiotherapy—in London, 720; risks of 

Radium Woren; aon counts in 
(Mottram) (C) 5 

Radon—hospitals 5 for supply of, 
400 iddlesex Hospital centre (A) 

392 ; supply of tA) 392 

Raistrick, H., patulin in the common cold, 


Rape charge against doctor (ML) 202 

Rashes from cutting oils (Whitwell) 395 

Rats—elimination of, 751: ap rimer 
alioxan diabetes in (Shaw d 
McLetchie) 384; red squill for, 816; 
. experiments (Green) 147; The 

Rat in Laboratory nvestigation 

(Griffith and Farris) (R) 104 

Rayner, M. S.-M., paroxysmal hyper- 
insulinism due to adenoma of pancreas, 


Reconstruction, postwar (LA) 357 

Rectum—tfunctional disease of colon and 
(Milligan) (C) 29; pain in (A) 421; 
perforation from immersion bla 
(Martin) 605; rectal feeding (A) 329 

Red Cross and St. John war organisation 
—371; books and Aa courses for 
prisoners of war, 272, 
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, Reddington, M. P., calibrating the pelvis 
canal (C) 239 
Reed, M., 
Recee, H. H., Lewis, 

‘Yinghaus, E. L. , Year Book of Neurolo 

l psychiatry and Endocrinology, 19 2 
Reflex, new (Alport) 8 305 
Refuse, disposal of (LA) 418 
Registrar-General, vital l iatiotics (A) 108 
. (ML) 236; medical, 


258 
Rehabilitation —After-Care and Rehabili- 
, tation (Rolleston and 295 Gene (R) 
388; centres: Egham 623 leneagles, 
for miners, 27, Salford, for dockworkers, 
„ 364, Summerlands, for seamen, 242; 
health centres and (Balme) (C) 715; in 
Bi ham, 669; memorandum’ by 
Central Council for Care of Cripples (A) 
80; of disabled persons (P) 778; 885 
the tuberculous (Robinson) (O) 
psychiatric (Bion and Rickman) 6783 
psychological aspe aspect of (P) 777; social 


curity A) 227; omlinson 
2 (A) 80, ( La} 105, (P) 114, (LA) 


Relief—Friends’ relief work in Russi 
| 805 7523 in Europe, 461, 646, (P 


6 
% Religio Medici,“ tercentena tribute 
Guthrie) 462, 0 ome) 905 5 6 
Religion; science an 
8095 ST cnet yen factor. and 
: reen 
Renal: Lithiasis (Higgins) (R) 104 
Rendle Short, A., and Tidy, Sir H., 
‘Medical Annual, 1943 (R) 510 
Renshaw, A., emergency method for steri- 
sing water, 237 
Representative Committee on comprehen- 
sive medical service—364; eleven 
principles of, 203, (LA) 293; recom- 
' mendations adopted by ‘Representative 
Body of BMA, 425 
Teer orersoked in medical pl anning 
(C) 56; scientific, expansion of (P) 140 
Resection of small intestine in an infant 
(Adams) 605 
Respiration, mechanics of (A) pee 
Respiratory alkalosis, effort 


appointment, 688 


yndrome |, 
and (Jones and Scarisbrick) 8331. (A) 


329 
Respiratory infections—in’ hospital staffs 
(Court) 754 ; 5 to gastro-enteritis 
in infancy ( (LA) 
Restaurants, Peak ` 590 
Retirement 8 hospital staffs, age of 
(Barnett) (C) 3 
Re to 1938 (Amond and others) (C) 
Rettie, G. K. O p Tokettaial, agglutination 
studies m, ty T us fever, 5 
Reynolds, appointment, 592 
y Rh t tests, 41 
e (Glover) 51, (corri- 
gendum) 87; Charterhouse Soar 
ism Clinic, folder on vitamins by: 194 
in children, 51, i ir stig 8 phona- 
mides for, 561 ; rheumatic family 
52 7 fin 241; ; scarlet fever and (Glover). 
52 purpura simplex (Davis) 16 
Rheumatoid Prthritis 639°; ; ulnar devia- 
tion of fingers in (Bodenham) 354 
1 see Africa 
Rice, J. P. (O) 209 
Riches, E. W.—emergency treatment of 
the smashed-in face, 161 ; 
1 for bladder paralysis, 
Rickettsial agglutination studies in typhus 
~ fever (Stuart-Harris, Rettie and Oliver) 


ints stony tensions in 


Rinewort se e Tinea 
mee Smith, A. H. T., planning without a 


i “Roberts, A» A., hydatid diseaso 155 Wales (C) 88 
Roberts „G. be 59 


borta, Sodium’ (C) 57; 
Pentothal (C) 716 
Roberts, J. ce tuberculosis in children, 2 
Roberts, N. „ diphtheria in the inocu- 
' lated (0) 304" 
Roberts, E., future of radiological 
practice (C) 174 
Robertson, G. a „ vitamin A and dark 
ada e 
Robe M., gas gangrene immunisa 
tion with concentrated toxoids, 311, 


Robinson, C; AA „ triple- dye-soap mixture 


D. O., and Sev- 


suprapubic į 


Robinson, F. A., aminoacridine . anti- 
septics, 285 : 
Robinson, H. J. 58 ee of the 


tuberculous (C) 8 
Rodger, A., man aa his job, the, 298 
Rogerson, ©. H., paroxysmal -hyper- 
insulinism due to adenoma of pancreas, 


476 

Rolland, W. (O) 5 

Rolleston, ir H. 8 Medical Practice (R) 
544; and Moncrieff, A., After-Care and 
A) Tot (R) 388 ; Minor Surgery, | 

Rossiter, R. J.—liver function in rabbits 
after injection of tannic acid, 222, (LA) 
230; toxicity of tannic acid, 21 8 

Round, J. H. B. (0) 589 

Rowntree, C. (O) 558 

Royal Air: Force medical branch (studente 
guide) 263 

Royal Army Medical Corps—beginning of 
(Hume) 531; extension of auxiliary 


salaries mer 40 on training. or nurses 
for Colonial territories (A) 677 + second 
report on nursing service (P) 747 
Rushton, M. A. — Oxford vaporiser for 
endotracheal - oe 509,. (cori. 
gendum) 572, (C) 812 l 
erry OE eT „ on blood-pressure in old 
age 
Russell, W. 41. on diphtheria (LA) 195 
Russla—American Soviet Medical Socie 
Anglo Soviet Medical 8 
525 ” Britis mission cl 
1985, hae ‘Am. of medical Held“ work, 


Ryan, U (85 527 

Ryle, J. A., on 1 in angl and rectal 
disease (A) 4 

Rymer, C. A., and Ebaug , Psychi- 


= in Medical Education w 130 


- funds, 15; officer’ 8 widow’s pension (Œ) ; 


554: in, 647; students’ 
guide, 


Real College of Nursing—nurses ‘for 


N 


relief work, 719; post certificate courses 


655 

Royal College ot Obstetricians and Gynæ- 
cologists—655, 808; diplomas, 591; 
elections, 145; „endowed lecture, 591; 
examinations, members, 5913 
report for 1425 (a3 392; scholarship 
for research, 178 ; training (A) 392 

Royal College ‘of Physicians of Edinburgh 
—bursaries, 624; fellows, 146, 624; 
gulde 789. and „fellowship (students 


po Callers of Physicians of Ireland— 
N 624; membership and fellow- 
students’ guide) 2 
Roya ollege ot Ehysicians 91 London 
aiplomas, 178; 
g board, 255 Harveian oration, 177, 
454 529, 547; lectures, 515, 608, 774; 
licences, 177, 591 medals, 177; mem - 
bers, 7 Ts 591; membership and 
fellowship letuacate! guide) 256 ; officers, 
177; psychological medicine committed, 
report, 563; social and preventive 
‘medicine ‘committee, report (LA) 546, 
553, (C) 811; three diplomates of, on 
RS medical prospect (LA) 259 í 
Royal al College o 
Roygl Con 560 fellows, 146, 256, 560 
l College of Surgeons of England— 
ena meeting, 624; appoinimponia; 
178, 364, 528, 782, 784 bul 
chair of human and comparativo patho- 
_ logy, gift from W. H. Collins for, 520, 
528 752. demonstrations, 464.; 


diplomas, 90, 178, 528, 655, 184 3 


Duke of Gloucester hon. fellow, 645 


elections, 62, 90, 655; examinations, 
42 oxamining board, 255, 364; 

fellows, 784 ; fellowship centenary, 136 ; 
honorary. fellowships: conferred, 136; ; 
ee ar 432 ;' library, micro-film reader 
for, 600; Macloghlin scholarship, 90 ; 
‘ medals, 528 655; members, 
membership and fellowship (students 
guide) 256; N Mahfouz Pasha, 
honorary fe how, 276; new regulations 
for FRCS, 52; President's address, 364; 
Prime Mi inister honorary fellow, 81; 
scholarship, 528 

Roye Eye Hospital Clinical Society, 510, 


Royal Faculty of Physicians and Surgeons 
of Glasgow—eléctions, 656; examina- 
tions, 256; fellows, 371, 784 

Royal Institute of Chemistry, 138 

Royal Institute of Public Health and 

Hygiene, lectures, 372, 653 
Institution of Great Britain, 592 

al Medical Benevolent Fund—210; 
(Barlow) (C) 429, (C) 684 
oyal Medico-Psychological Association 
—proposals for postwar psychiatric 
service, 745; . recommendations on 
social insurance, 775 

nore N 1 Hoon 'Aid in the Roya Navy 
(R) 416; Royal Naval Medica Servico 
(students’ guide) 263 


| Royal Sanitary Institute, 372, 461, 515 


. Soclety— Copley medal, 624; Davy 

me 

Royal Society for Prevention of. Accidents, 
exhibition, 

Hoya Socioty of Troptoal Medicine and 

ygiene—62, (LA) 132 624 ; Presidential 

address, 496 

Rudolf, G. de M., gon temporary tonic 
motor. paralysis, 550 

Rumball, A., sternal puncture in 
diagnosis of malaria, 468 


Rushcliffe Committee—on midwives’ salar- 


ies (LA) 133, (P) 140; on nurses’ 


` 


elections, 591; examin-. 


Surgeons of Edinburgh— |. 


dings, 364 ; | Sch 


oS 
Sejen; T., appointment, 464 


460 
Sawyer W. W., 4 Mathematician’s De- 
ht> 27 


-Scabies (Mellanby) (R) 46 TS 


Scalenus anterior syndrome, arterial com- 
pression n and Weddell) 539 
Scarisbrick, R., effect of exercise on 

soldiers with effort intolerance, 331, (A) 


Scarlet. fever—chemoprophylaxis ‘in (A) 
1; rheumatic fever and (Glover) 52 
Schober, B., increased „gapillary permo- 
ability in shock (C) 29 
School children—canteens for, 235 ; health 
of in Scotland, 137; in Hertfordshire, ar 
‘ascorbic acid level of (James and 
Marrack) 302; meals for, 117, 137, (P) 
roe? (LA) · 230 medical treatment, 808, 
(R 812 7 vocational: guidance. for 
Rodger) 298 
School Health Problems (Nyswander) (R) 


16 
School health services, changes in, 117 
0 ools—canteens, — 235; free kitchens 
for, 235 ; provision of meals and milk in, 
117. 137, (P) 175, (LA) 230 
Se hitze, H., prophylactic inoculation with 
O antigen of Bact. shige, 
Schwendener, J., and Fonio, A., Die 
oe des menschlichen È Blutes 


Science—religion and (LA) 803; scientific. 
freedom in Government service (C) 429, 
(Bantifora) (C) 460; i scientific research, 

xpansion of 8 140: ; Soviet Science 
_ (Crowther) (R) 7 


Shea (see also Universities) Buna 
ness, prevention of, 137— Care of the 
homeless, 222— Department of Health, 
report on Health and Industrial Efflci- 
ency (LA) 511, 519— Disabled ex- 
Service men in HA) 675— Edinburgh, 
postgraduate lectures, 116—Gleneagles 
rani ilitation centre for miners (P) 27— 

. n report on Postwar Hos- 

ital Pro lems in Scotland, 518—High- 
and hydro-electric scheme (LA) 10 
Hospital accommodation (P) 428— 
Infant mortality (P) 748—Mass radio- 
graphy sets (P) 618, (P) 650—Pulmon 
n i in. (P) 748 — School- 
dren, health of, 137—Scottish Con- 
joint Board; 255; foreign licentiates, 
178, 591; pass ‘lists, 178, 591—Scottish 
hospitals: 518, staff pay in AP ) 618— 
Students in Aberdeen, -258—Town and 
Country Planning Acts, 720 —Tuber- 
culosis tn (P) 206; beds for (P) 428; 
maintenance allowances, 137 

Scott, W. L., appointment, 592. . 

“Sea Diseases ” (Allison) 308 E 

Seamen—afloat, treatment of (P) 54: 
hardship and (A) 199: hospitals for 
842 8 O) 57; re abilitation centre for, 

Seamen’s Hospitals Society (C) 
57; see also Services 

Sea-water, effects of drinking (Ladell) 441 

Seddon, H. J.—on poliomyelitis in Malta 
(A) 549, 670, on surgery of the nerve 


671 é 

selbie F. R., combined. action of anti- 

toxin and local chemotherapy on Cl. 
weilchit, 224 


U 


Supplement to THE LANOET] 


Semple, J. E., malleable , foreign body 
forceps (NI) 322 

Senescence, sudden, Greate: and Paterson, 
158, (Fraser) (C) 275, (Greene) (C) 305 

Senile patients, provision for (Fairfield) 


soning Training Corps, 258 

Sensory areas of the brain (Adrian) 33 

Sepsis, dietetic control in (Pulvertaft and 
Mackenzie) 381 

Sequeira, J. H., a chief’s foresight (C) 621 

Serological tests in influenza (Stuart- 

arris, Glover and Mills, 790); (Him- 

melweit) 793 

Serum—human serum in infectious dis- 
eases (A) 232; serum replacement in 


burns (A) 454 
jana sulphanilamide 


Serum ar tule a 
(corrigendum) 3 

Services—Army : hae Dental Corps, 
263; awards to IAMC officers, 372; 
death of a rifleman (P) 86 ; heart 
disease in recruits (A) 297; influenza in 


military units (Stansfeld ` and Stuart- | Sh 


Harris) 789, (Stuart-Harris, Glover and 
Mills) 790; Lo dai Regiment, regimental 
| association cone 1 men (A) 675 

medical consul (P) 177; foal 


examination te Ferdie (P) 114; 
medical specialists (P) 114; mental 
instability in recruits 5 141; military 


detention barracks (P) 86, Government 
inquiry into treatment of men under 
sentence in, 141, (A) 707; neurosis in 
soldiers (A) 199, (A) 610; 
therapists in (P) 206 ; regimental 
medical officers (A) 165; rejection of 
men over 40 (P) 86 ; rejection of recruits 
(P) 86, (P) 141; Royal Army Medical 
Corps, see Royal; soldiers’ families, 
medical attendants for (P) 114; soldiers 
with effort intolerance, effect of exercise 
on (Jones and Scarisbrick) 331 ; supply 
30 Ammy nurses (R) 55; VADS in (P) 
Navy: bleeding gums and gingivitis in 
naval Tatings (Macdonald) 697 ; effects 
of shipwreck (A) 199; incapacitating 
sickness among merchant seamen 
(Hutchison) 741; medical reform in, 
308; naval detention on quatter: (A) 3 07; 
Royal Na val rvice, 263; 
urinary tract infections in the Royai 
Navy AShafar) 446 
Royal Air Force: airman's hands, 
9 N for (A) 135; amnesia in 
taff (A) 231; contact lenses 
and would-be pilots (A) 50; Royal Air 
Force Medical Branch, 263 WAA 's, 
mass radiography for (A) 81 
Services, general: anxiety neurosis in 
combatants (Symonds) 785; detention 
barracks (P) 86, 141, (A) 707 ; discharged 
Service patients, 7 20 : 
Forces, 714 Home Guard Medical 
Service, 263; honours, medical, 90, 
118, 146, 210, 276, 340, 393, 132, 464, 
528, 560, 656, 688, 720, 816: neurosis 
in naval and military men (A) 199; 
pensions, changes in (LA) 105, for 
women (P) 205; selection of personnel 
(Rodger) 298; serving medical officers, 
discussion by, on national health ser- 
vices, 806; VAD’s, Elliott Committee's 
report on (P) 205, training as nurses 


(P) 114; women’s services (P) 205; see S 


also Pensions 
e E. L., Reese, H. H., and 
wis, N. D. C., Year Book of Neurology, 
Peyehiatiy and Endocrinology, 1942 


Sel, W. A., prostatic enlargement, 479 

Sex—predetermination of (A) 804; ratio 
during wat Mariin) 807 

Sermoun D 1 » dicoumarin for throm- 


Shafar, A E tract infections in the 

Royal Navy, 446 
need memorial lecture, 33, 
maan Sir W. retirement from Royal 
jbstetricians and Gynæ- 


of 0 
zee (A 155 ) 3 
JG P experimental alloxan 
Tecan the rat, 384 
Shear —clavicular shear (Box) (C) 652; 


Sheldon, W.—Diseases of Infancy and 
Childhood (R) 640; on local ansesthesia 
in childbirth, 742 ao g pulmonary tubercle 
in children (C 

Sheppard, R. L., 2 praries and learned 


185 25 9 
S. pathology of acute 
hepatitis 402. A 418 


doctors for the Smith, J. H. 
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Sherman, E. D., 1 Jor measuring 
gensitivity to pain (A) 4 

Siea infection, inoculation With O antigen 

(Morgan and Schütze) 284 

Shipwreck survivors— (A) 199; Ne of 
drinking sea-water on (Ladell) 4 

Shock—experimental (Green) 127 in- 

permeability in 


creased capilla 

Gern (85 29 ; phenomens of 
Osborn) 282; potass um phosphate 
for (Downman and Mackenzie) 471; 
shock-producing factor(s) from striated 

muscle: isolation and biological 
perties (Green) 147, (LA) 163, ac: 
tionation, chemical properties and 
effective doses (Bielschowsky and Green) 
153; test for transfusion ( sborn) 283; 
toxins and (LA) 163; vitamin B, and 
(Govier) 368 

ho ont A. T., feeding with amino-acids (C) 


Shone, S., pneumonitis associated with 
autohremagglutination, 445 
ort Practice of Surgery (Bailey and 


Love) (R) 734 
Shoulder—neuritis of shoulder girdle 


(C) 
shure. P. G., drug control of malaria (C) 


Sick and wounded, international conven- 
tions (A) 232, 234 

Silicosis—in miners, 208, 265; in Sweden 
(A) 609 

Simey, A. I. (O) 339 

Simmonds’s disease (Greene and Paterson) 


5 
Simone H. T., underwater blast injuries, 


Simpson, K., mass asphyxia, 309 
Simpson, M. A., . service in 
hospitals (C) 750 
Skae, F. M. T., death of, 370 
Skin —diseascs of in merchant seamen 
(Hutchison) 741; Diseases of the Skin 
(Ormsby and Montgomery) (R) 768; 
in burns 49, modern 
; homo- 
(Mann) (C) 524; 
ynopsis of Diseases of the Skin (Sutton 
and Sutton) (R) 356; see also Derma- 


tis 
ar a A. H., fevers in the Far East (C) 


Skull, deformities of (LA) 674 
Slaughterhouses, 335 

Smallpiece, V., nurse in charge (C) 781 
<r ship-borne. 814 

38 5 Metabolism of Fat (R) 


Smith, . (0) 4 
Smith, C. 8} 420. 495 
ee C., and Luck, J. M., Annual 
Review of Biochemistry (R) 800 


Smith, K. M.—Beyond the Microscope 
926 416; size of influenza A virus (C) 


Smith, S., Forensic Medicine 140 104 

Smoke, prevention of, 126, 146, 784 

Smout, C. F. V., and J acoby,: F., Anatomy 
of the Female Pelvis (R) 510, (corri- 
gendum) 640 

Snapper, I., Medical Clinics on Bone 
Diseases (R) 704 

nell, W. E., tuberculosis survey at mental 
hospital, 

Social insurance, neurotic ore and, 
775; see also Beveridge re 

Social’ medicine—chair at Birmi Singam 
alty; 252; teaching of (LA) 546, 

Social reform, 
(LA) 3 

Social security—(Lord Dawson) 
proposals (P) 748; 
(LA) 22 


7 

Social Service in the Clinic for Venereal 
Diseases (Manchée) (R) 54 

Social Therapy (Hale and Hale) (R) 510 


medical profession and 


401; 
rehabilitation and 


SOCIETIES, MEDICAL 


ASSOCIATION OF ANZESTHETISTS OF 
GREAT BRITAIN AND IRELAND.—656 
ASSOCIATION OF CLINICAL PATHOLOGISTS 


—Cold af pneum for red cells 
in ay poe 415; endo- 
metrium, 415; hyaluronidase, 414; 


n with TAB bacilli, 415; 
interpretation of Rh tests, 414; ; 
intravenous hippuric acid test, 415; 
malignant cells in wet films of sputum, 
415; N anacrobes, 414; 
- typhus, 414; tamin balance, 415 

ASSOCIATION OF TS TRIAT MEDICAL 
OFFICERS.—653 
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ASSOCIATION OF SCIENTIFIC WORKERS. 
—48 ' 


BRITISH ASSOCIATION OF PHYSICAL 
MEDICINE: ee 137; meeting, 


BRITISH INSTITUTE OF RADIOLOGY.— 
8, 752 


BRITISH MEDICAL STUDENTS ASSOCIA- 
TION.—OCongress, 271; discussion on 
Assumption B of Beveridge report 
272; lectures, 242, 271; medi 
textbooks for Malta, 271, 784; “Momo 
on Medical Education, * N27 1; report 
on student health, 27 1 

BRITISH ORTHOPADIO ASSOCIATION.— 

Annual meeting, 528, 669; fractures 
involving knee-joint, 528 gunshot 
wounds of elbow-joint, 528; injuries 
of astragalus a tala of spinal 
cord, 14: 10 of articular cartilage 
of patella, 528; orthopeedic influence 
on treatment of fractures, (Girdle - 
stone) 593, A) 642; poliomyelitis 
in Malte ° rehabilitation, 528, 


ham, 669 ; Spring meeting 
in Glasgow, 14; surgery Russia, 
528: training and resettlement of 


disabled, 669 
EUROPEAN ASSOCIATION 
PATHOLOGISTS.—7 98, 
FACULTY OF RADIOLOGISTS. —111, 256, 
432, 624, 752 

LONDON ‘ASSOCIATION OF MEDICAL 
WOMEN’S FEDERATTON.—6 24: Child 
in, the tuberculous household, 574, 
(A) 6577, 2215 children in day 
nurseries (A 

MANCHESTER MEDICAL F —Rheu- 
matoid arthritis, 6 

MEDICAL SOCIETY OF LONDON- BÓ) 591, 
752; Surgery of the nervo gap, 671 

MEDICAL SUPERINTENDENTS SOCIETY.— 
Voice of medical superintendents 
(Hadley) (C) 430 

MEDICO-LEGAL SOCIETY.—Anony mous 
letters (A) 709 

N ATIONAL ASSOCIATION FOR PREVENTION 
OF TUBERCULOSIS.—Mass radio- 
graphy, 170, film of, 592; scholar- 
ships, 5 

NUTRITION SOCIETY.— Milk, 83; post- 
war nutritional rélief, 496; Soctti h 
group, Hot Springs Conf nference, 495 

„ MEDICAL SOCIETY.—464, 


OF CLINICAL 


ROYAL SOCIETY OF MEDICINE.—Sections 
of: Aneesthetics, 400. 560, 687, 767 
—Clinical, 432, 592, 655, 720—Com- 
parative medicine, 496, 752—Dermat- 
ology, 624, 752—Disease in children, 
496, 624—-Epidemiology and State 
medicine, 496, (A) 548, 656, 752— 
Experimental medicine and thera- 
peutics, 592, 638—History of medi- 
eine, 432, 560—Laryngology, 560, 
687—Medicine, 520, 573, 656, 687— 
Neurology, 496, (A) 549, 624—Ob- 
stetrics and gynecology, "454, 624— 
Odontology, 520, 656—Ophthalm- 
ology. 432, 592, (A) 645—Orthopeedics, 
45, 560—Otology, 687—Pathology, 
432, 560—Physical medicine, 496, 
624—Proctology. 592. 670—Psy- 


chiatry, 454, (A) 513, 592, (A) 644, 


752, 799—Radiology, 454, 6 
Surgery, 560, 687—-Urolog , 520, 656 
Subjects of discussion : neesthesia, 
local, in nose and throat operations 
687, perspective in, 687; animal 
ecology, 752; anterior poliomyelitis, 
624; audibility of radio voice, 560— 
Boorde, Andrew, 687; burns of 
eyelids and conjunctiva, 432—Cancer, 
problem from point of view of young 
gynecologist, 454, rectal, 592, 670; 
cerebrospinal fever, neuropsychiatric 
after-effects, 592, (A) 4; Clinical 
Society of London, 432 ee 
method in ‘medicine, 496, 752; con- 
fusional insanity and delirium, 5 592— 
Doctor, place of in the State, 496— 
Hlectrodiagnostic interpretations and 
misinterpretation in nerve injuries, 
496; exodontia technique, 656— 
Footal movement in relation to onset 
of poop tenon. 496; fluoroscope 
service for civilian community, 624— 
Gas and air analgesia for midwifery, 
400; genctics, 752; group psycho- 
therapy, 752, 799; ” gunshot wounds 
in the head, 624—Hoberden, William, 
and the age of reason, 432; hepatitis, 
epidemic, 656; ‘Injuries to the 
common bile-duct, 560; Koch, Rabert, 
687—Laryngology. pain in, 560; 
Lavoisier, Antoine, and his pređe- 
cessors in respiration and meta- 
bolism, 560; lupus vulgaris, 752— 


24, 766— 


— 


N 
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Mental health, 520, _573—Neuro- | Starvation in enemy-occupied Europe, 703 | Sulzberger, M. B., and Wise, F., Year Book 


psychiatric after-effects of cerebro- 
spinal fever, 592; neurosurgical 
services in warfare (LA) 705; nutri- 
tion in enemy-occupied Europe, 656, 
703— Ophthalmia neonatorum, 592, 
(A) 645; orthopmdic surgeon, train- 
ing of in USA, 560; orthopedic 
surgery, contribution of to hospital 
development, 560, the ture and, 
) 643; ‘otitic baratraums, 
687—Pain in laryngology, 560 ; para- 
lysis of bladder, 520 ; penicillin, 592, 
638 ; polom elitis, gePidemiology of, 
6, s prognosis - in 
Sk odentio” a 520; psycho- 
therapy, group, 752, 799; pulmonary 
complications following hernia opera- 
tions, 560—Radiology, new develop- 


‘monts, 454; ‘“‘ Religio Medici,” 687— | | 


Skin grafting, 687, 766; State, 
criminal and a pa gia 454; ; Ster- 
ility, 624; surgical pathology of 
rectal cancer, 592— War wounds, 
fractures and burns, 45 


SOCIALIST: MEDICAL ASSOCIATION.—491, | St 


§92, 68 

Socrery OF MEDICAL OFFICERS OF 
; TH.—Fever group: diphtheria, 
25, (O 336 hematology in infec- 
tious discases, 633 ; ae hospital 
medical services grou ; annual 
meeting, 62,° control of P siphtheria, 
225; laboratory control of en 


and paratyphoid, 323 ; school medi 
group, 752 
TUBERCULOSIS ASSOCIATION. — 591; 


BCG prophylactic inoculation, 702; ; 
i tuberculosis as a social disease, | 32 


\ 
Society—Conscience and Society (West) Studi 


768 

Socicty for the Study of Inebriety, Norman 
Kerr lecture, 

Society of Apothecaries of London 
appointments, 276, 656; N 62, 

656; oloctions, 308, 656 ; ex- 

aminations, 256 

` Society of Chemical Industry—152; dis- 

. cussion on milk, 83 

Soil culture and public health (P) 584 

Soldiers, abnormal personality in (A) 610; 
'see also Services 

Solving School pean Problems (Nys- 
wander) (R) 16 

Somers, G. F., and Sumner J . B., Chemis- 
try and Methods of Enzymes (R) 640 

Soper, R. L., Oxford vaporiser (C) 716. 

SONT OT; H. S., on postwar medicine (LA) 


417, 422 
Soviet Science (Crowther) (R) 76 
Spain—Spanish-English medical vocabu- 
lary, 32; typhus in, 1941—42 (A). 359 
Spas, value of, 551 


Special degrees and diplomas (students' 
guide) 257 


Specialists — proposed register of, 682; 
specialist and ON Tas services, "defects 
in (Adams). ; in comprehensive 
health 18 (Robb -Smith) 245 

Spectacle attachment for gas-masks (Har- 
grove) (NI) 640 > 

Speech therapy, conference on,.146 

Speert, H., on sulphonamides for the 
foetus (A) 80 

Spencer, R. R., appointment (A) 22 

r mL a am menschlichen 
iane, J.D 5 (R) 482 

Spi , neuritis of shoulder girdle, 


Suna bibida, hydrocephalus and oxy- 
95 781 (LA) 673, (Hartley and Burnett) 


Spinal— bnormalities (LA) 673; anal- 
cone ( ae 156, ) 166, (Maingot) (C) 
njury, . ‘catheterisation 

for bladder paralysis in (Riches) 128 


8503567 W., on caleium sulphadiazine 
3 in thrombocytopenic pur- 


pyra, (evans and Perry) 410; (Maingot) 

Splints—double-cuff plaster (Buxton 
(586 ; : splinting (LA) 642, of elbow-join 

Buxton) 665, of femur (Buxton) 564; 

Thomas splint (Girdiestone) 594, (Logie} 
660; Tobruk plaster (Buxton 585 

Sprain—local anesthesia in (A) 361; 
shortening disability (A) 361 


nder, J., on infection during long 
labour (A) 54 
er teld, J. M.—influenza B, 789; 


ulin in the common cold (C) 684 
staph phyrecoceus — coagulase-negative in 


erial endocarditis (Cunliffe, Gillam 
ena Williams) 355; coagulase-positive 
(Hodgson) (C) 174; propamidine in 


staphylococcal infections (Butler) 73 


~ 
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State medical examination, proposal for, | 


272 
Statistical experimentation, terminology of 
r 
Statistical Tables for Biological, Agricul- 
tural and Medical Research (Fisher and 
Yates) (R) 416 
Srosle; G. H., carcinoma of cesophagus, 


7 i 

Steele, J. M., 2 in Internal 
A (R) 226 

Steinberg, D. L., on abnormal personality 
in soldiers (A) 610 


Sterility—457, (A) eee (Malpas) (C) 29; 
m aired fertili {Carr-Saunders 


ty a 
a others) (O) 621, (Walker) (C) 684 
St tornal puncture: ures—in diagnosis of malaria 
(Aitken) 466 (Kamani, Parsons-Smith 
and Nancekievill) 4 468, (LA) 484; in 
tropical medicine (LA) 484 
Stevenson, R. S., 
the Services (R 
Stewart, R. B., colour-films in first-aid 
training, (C) 117 
ewart, T. S., opinion of serving doctors 


(C) 

Stibbe, E. P., death of, 135, (0) 209 

Stilbcestrol—bactericidal action of, 38; 
for prostatic cancer (A) 420 ` 

Stoker, F., death of, 135 

Stone, E. R., correction, 557 

Strauss, J. N. (O) 241, 307 

Streptococcus, anaerobic (MacLennan) 65 

Stuart-Harris, —— influenza B, 789; 
influenza in Britain, 1942-43, 790; 
patulin in the common cold (C) 684; 
rickettsial agglutination studies 
typhus fever, 537 

Students’ Guide, 1943-44, 243-276 

en am menschlichen Sperma (Joël) 


Subarachnoid ` hæmorrhage (Magee) 497, 
LA) 512 


Subastraeniotd 00 in fractured os 
calcis (Armstrong) 506 

Subclavian artery and vein, costoclavicular 
compression of (Falconer and Weddeil) 


5 

Succinylsulphathiazole—in Flexner dysen- 
tery (Caldwell and Hardwick) 544; in 
local therapy of war wounds (Pulvertaft 
and Mackenzie) 379 

Suckling, E. V., eames of Water and 
Water Supplies (R) 7 

*‘ Sudermo ’ n 146 

Sulphadiazinc—calcium en (A) 
676; drug fever from (A) 361. in head 
wounds (Eden) 691; in lobar pneu- 
monia (Morgan and W lie-Smith) 731 ; 
in prevention of scarle fever (A) 421; 
variations of (A) 296 ) 773 

Sue aguanidine—in bac cillary dyse 

ulmer and Priest) 69, a Tẹ, (L 
132 in Sonne Jae ta (LA) 3 8 

Sul hamerazine—clini als (A) 773; 

` therapeutic action (A) 2 

Sulphamezathine (A) 296; 15 lobar pneu- 
monia (Morgan and W lie- smith)“ 731 

Sulphanilamide in bacillary dysentery 
(Bulmer and Priest) 71 

Sulphapyridine — absorption through 
human pleura (Vickers) 760 ; concentra- 
tion in bile (Gough) 571; in bacillary 
dvsentery (Bulmer and’ Priest) 71; 
in ophthalmia nna (Evans) 334 ; 
in Sonne re ad ac? Co er) 71 

Sulphasuxidine for local therapy of war 
wounds (Pulvertaft and Mackenzie) 379 


i 


Sulphathiazole — in gas, gangrene 
. (MacLennan) 125; m osteomyelitis 
(A) 707; supersaturated, for local 


application (De Loureiro) 102 
Sulphonamides—absorption in wounds 
(Pulvertaft and Mackenzie) 379 ; ere 
with, 734; blood-changes with, 
cyanosis with, 734; drug fever and 105 
361; for the foetus (A) 80: for general 
application (A) 296; in bacillary 
dysentery (LA) 132; in burns, 46 ; 
gas gangrene (MacLennan) 124 in 
head wounds (Eden) 689, (LA) 705 in 
juvenile rheumatism, 561 > in oph- 
. thalmia neonatorum (A) 645; in preg- 
nancy (A) 80; in wounds (Pulvertaft) 
1, 45, (Ascroft) 211, (Logie) 661, 
(Bodenham) 726; inhibition of by local 
anesthetics (A) 232; intraperitoneal, 
(LA) 391, (Gardiner) (00 460; menin- 
gitic sequel (A) 804; practical guide 
to, 177; ratio in plasma and blood cells 
A) 22; sulphonamide resistance (LA) 
47, (Harkness) (C) 116, (Colebrook) (C) 
207; see ee Chemotherapy, Sulpha- 
diazine, Sulphaguanidine, Sulpha- 
Saar epeen tua Sulpha- 
nilamide, yridine, Sulphasuxi- 
dine, and 1 


R 16 Nose and Throat in 


in | Sweating reaction in diagnosis 


OO [AD 1, 1944 


R 5180, RET and Syphilology, 1942 
‘Sumner, J. B., & Somers, G. F., Chemistry 
and Methods of Enzymes (R) 640 
Supplements for Under-Fives, 582 
Supply and demand (LA) 47 
Suprapubic catheterisation for bladder 
paralysis (Riches) 128 
Surgery—anticoagulants im (LA) 326; 
closed plaster method (A) 485; equip: 
ment for war surgery (Logie) 662; in 
Russia (A) 198; Minor Surgery (Rolle- 
ston and Moncrieff) (R) 704; mobile 
neurosurgery in warfare (Eden) 689; 
of nerve gap, 671; orthopedic (Girdle: 


stone) 593, (LA) 642 plastics p 
(Craig) (O) 58 Pocket aner ; 
(Mitchiner and Whyte) (R) 544; Snort 


Practice of Surgery, A, (Bailey and 
Love) (R) 734; - surgery and medicine 
e from THE ‘LANCET, 1918) 

“Surgery in Chest Disease” 
(aun) (A) 393, 428 Surgery of the 
Nose and Throat (Kernan) (R) 574; 
surgical gleanings from the Middle East 


. (Logie) 658; surgical infections, pro- 
pari e in (Butler) 73; Synopsis éf 
cal Anatomy (McGregor) (R) 448; 


ee: at Preston Hall Sanatorium, 
624; Trueta on (A) 485; war surgery, 
lectures on, 242 

Surveyors of hospital services, 31 

Sutherland, H., Pirat Aid (R) 76 

Sutton, R. L., and Sutton, R. L. jun. 
Synopsis of Diseases of the Skin (R) 356 

Swallowing, nervous disorders of (LA) 358 

of palsies - 
(Lewin) 756 

Sweden, silicosis in (A) 609 

Swyer, R., Sonne dysentery, 
pyridine in, 71 

Sycosis, thorium-X in (Corsi) 348 

Symonds, C. P., anxiety neurosis in com: - 
Syne 785 

ynopels of SVE SET of the Skin (Sutton 
Sutton) (R) 3 
12 of Res ab Asten (Johnston) 


8 5 44 ot Surgical Anatomy (McGregor) 


Syphilis, verification test for (A) 167; 
see also Venereal disease 

and Sephiology Book of Dermatology 
and sy nology (Wise and Sulzberger) 


Syria, latte of hashish in, 745 

Syringe—as rating eR for record 
ge (Bird) ( 155 2592. 

Systemie disease 

(Hutchison) 741 


sulpha- 


merchant seamen 


T 


TAB, bacili, ee ee of animals with, 


Tachycardia—food * allocey and, 9 055 22 
paroxysmal ventricular (A) 3 

Tannic acid — absorption from Bort sgur- 
faces (Cameron, Milton and Allen) pete 
compared with ‘ Viacutan’ (Pick an 
Barton) 408; liver function in rabbits 
after injection of (Clark and Rossiter) 
222; liver necrosis and (Cameron, 
Milton and Allen) 179, (Barnes and 
Rossiter) 218, (LA) 229 : toxicity of 
(Cameron, Milton and Allen) 179, 
(Barnes and Rossiter) 218 

Tanret reaction in subtertian malaria 
(Howie and Murra -Lyon) 317, (A) 328 

Tavistock Clinic, 2 

Taylor, N. B., and Best, C. H., Physiolog- 
ical Basis of Medical Practice (R) 704 

Teacher and pupil Telationshipa (P) 206 

Teaching hospitals (A) 513 

Teamwork in medicine (P) 778 
Teeth—caries-free (Neely) 587; emphy- 
sema after pa troction of ‘lower molar 


e 

Termino ology 07 istical . experimenta- 
tion (Wright) 667. LA) 674 

Tests for Colour Biindness (ishihara) (R) 


41 

Tetanus—(Osborn) 284; immunisation 
against (Hartley, Evans and Hartley) 
314, (LA) 325; persistence of tetanus 
antitoxin after immunisation (Evans) 


Textbook of Patholo Boyd) (R) 274 
Theraneutics—Year General 
Therapeutics, 1942 (Bethea) (R) 104 
Therapy. > nach OF tensions in (Bion 
ins ee and (Govier) a 368 ;. 

untoward effects of (Leitner) 


eee Fae 
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Thimann, J., on 5 of addiction in 
alcoholics’ (A) 2 

Thiourea and thiouracil in thryotoxicosis 
(Himsworth) 858 (ba) 483 

Thomo A. G. G., mites in table salt 

Thompson, C. J. Ss curator and historian, 
death of (A) 108 

Thompson, K., drug pontrol of malaria 

Thomsan, H. B. (O) 815 

Thoracic surgery at Preston Hall Sana- 
torium, 624 

Thorium-X—therapeutic uses of (Corsi) 
5135 (Plesch) (C) 653, (Lanckenau) (C) 


Thorn. G. W., on desoxycorticosterone 
and blood-volume (A) 579 

n Dr., the last A (A) 454 

bee t, physiological accompaniments of 


. ALe ee Larynx 


Theamhocytopento. purp urpura (Evans and 
E tA 410, (C) 587, (Maingat) (C) 524 
osis—coronary 420; dicou- 
marin for (Picard na Seymour) (C) 
143: Die Thrombozyten des men- 
schlichen Blutes (Fonio and Schwen- 
one) (Ro 292; heparin in prevention 

o 
Thyroid—anti-thyroid substances (LA) 
197, (LA) 483; thyroid gland, action of 
thiourea on (Himesvorthy 465, (LA) 483 
Th 98% 8495 thiourea for (Himsworth) 


Tibia and Adula, see Fractures 

dy, Sir H., and Rendle Short, A., 
edical Annual, 1943 (R) 510 

Tinea of nails, thorium-X in (Corsi) 347 

Titmuss, R. M., Birth, Poverty and 
Wealth (A) 514 

Todd, G. S., effect of altitude on pneumo- 
thorax, 597 

Tomatoes—vitamin C content (A) 739; 
“winter (A) 739 

Tomlinson, G., on Dies Persons (Em- 
ae ment) Bill (P) 778 

report on rehabilitation (A) 80, 


BCG prophylactic inoculation, 702: 
bovine (P) T: compensation for, 


5 
awarded to nurse (ML) 300 ; 


decline in 
mortality, 335; 590 tuberculin 
reattion (Daniels) 6 film, ‘‘ Defeat 


e 431 18 children (Roberts 
2, (Fleming) 580; in Europe, 703, 704; 
in Lancaster, 717; : in‘merchant geamen 
and miners compared (Hutchison) 742 ; 
in nurses (A) 20, (Andrews): (C) 30, 
(LA) 231; in ranatorium nurses (P) 651; 
m Scotland (P) 206; in WAAF recruits 
1; increase’ in France, 703; 
iymphatio glands and immunity to 
Wilkinson and Cureton) 662; main- 
1 allowantes in Scotland 137; 
National Association for Prevention of 
Tuberculosis and Joint Te worstue 
Council, refresher course, 371 
of, 231, (Houghton) (C) 303, Uman) 
(C) 304, 371, (Fowler) (C) 429, 851 487; 
prevention of, in children (A) 577, 
nurses (A) 487 ; recoverable and irre- 
coverable (LA) 607, (P) 649 ; refresher 
course, 654; rehabilitation of the tuber- 
culous (Robinson) (C) 88; sanatorium 
accommodation, shortage 171; 
sedimentation in (Obermer) %) 174 
tuberculous household, child in the, 574, 
(A) 577; see also 
Tuberculosis, pulmonary—allowances (P) 
141,171, (5 584, (P) ¢ 617.(P) 649, Naan 
association with mental defect (S nell, 
MacMahon and Heaf) 636; bacterial 
investigations in mass chest survey 
(Bigger) 699; in children (Roberts) 2, 
(Toussaint) (©) 142, (Sheldon) (C) 1855 
(Harker) 387, (A) 577, (Cox) (O) 7 
) influence of AUN A 
on (Hall) 35; in 5 au 748; 
Mantoux testing (Murray) 797; mass 
ra nell, ach survey at SAR hospital 
(Snell, MacMahon and Heaf) 636, units, 
206, (P) 524, (P) 650, _for 
Europe, 704. for Russia (P) 618, 
Scotland (F) 618, (P) 650; primary 
(Murra, ures)! 796; onary Tuberculosis 
Ustvedt) (R) nee serial sedimentin 


(LA). 106. 50 114, (LA) 228, (LA) 771 indices (Day) 9 
— antibodies. and (LA) 575, eee ee (Duran - Jorda) 
“(Leathart) (C) 619; tonsillectomy, 187 ; mixed salivary tumours, 111 


5 (Morey) 794 
A., swabbing of contacts in 
“diphtheria ©) 336 
fone nt H. 942 pulmonary tubercle 
hudren (C) 


Nonnen B. R., 19113 as a home remedy 


Toxoids—immunisation against gas ga 


grene with (Robertson and Keppie) 311 ; 
tetanus toxoids (Evans) 316, PEA 325 
Tracheotomy for smashed-in face (Patey 
and Riches) 162 
Transfusion—blood-picture after massive 
transfusion (Hughes) 321; field trans- 
fusion units (P) 28 ; for gastroduodenal 
heemorrhage (Pap pworth and Loutit) 
469; for wounded (Logic) 662; human 
infectious diseases, 232 in 
sulphonamide antemia, 734: in’ the 
ambulance (Lucas) 503; pulmona 


ry 
o dema and transfusion (Osborn) 283; 


serum transfusion in burns (A) 454 
7 pat H. Bashford medical adviser 
8 of Human Inheritance (Bell) (R) 


5 

Treatment, the patient oa (Cole) 561 

Trevan, J., digitalis (C) 1 

Treves’s Students Handbook 1A Surgical 
Operations (Wakeley) (R) 2 
ric A y 40 (A) 708; labor - 
atory tests for (LA) 295; medico - legal 
aspect of (ML) 300 

Trie e 
tions with (Goldschmidt) 414; 
(Ban (Henry) 723; inflammabilit 

Dangton Hewer) 0) 461; tric a 

ethene. air analgesia in childbirth 
Trent 696 
Bile Vacs neuralgia, nicotinic acid for 

i Trilene,’ see Trichlorethylene 

TIG AA Soap mixture for burns (Robin- 
son) 

Tropical diseases, drugs for (LA) 132 

Tropical medicine, calgrednate courses 
(students’ guide) 

Tropics—preventive measures P (A) 451; 

rnal puncture in (L 

Trueta, J., on war 1 8 485 

Tryptic digestion of living tissues (A) 548 

Tsahai, Princess, Memoria] Hospital, 623 

Tube shelter disaster—limb compression 
in (Bywaters) 373; medical aspects of 
are 309 

Tu ccommodation for, 422; 

at a children’s hospital (Harker) 387; 


e 


Tunisia, medical services in (P) 28 
Turkey—Saglam, T., rector, University of 
Istanbul, 1 5 
Turton, P. H. J., swabbing of contacts in 
di N (C) 239 
Typ oid fever among troops in North 
frica (P) 524; laboratory control of, 
323, (corrigendum) 4 
Typhus fever—among the troops 1100 524; 
epidemic in County Galway (McC onn) 
535; in Spain, 1941-42 (A) 359; 
rickettsial doglatination studies in 
(Stuart-Harris, Rettie and’ Oliver) 537 ; 
types of, 414; typhus vaccines, live 
and killed (A) 550, (LA) 770; Weil- 
Felix pg (McConn) 535 
Tyrer, F. H., doctors and hei (C) 397 
Tyson. Edward. biography by M. F. 
Ashley Montagu (A) 392 


U 


Ulcer, peptic, eropnthalnle rae and 
(Martin) (C) 750 

Uleeration, chrome (Henry) 7 

Ulnar deviation of fingers in nens 5d 
arthritis (Bodenham) 354 

Under-water blast injuries —(Goligher, 
King and Simmons) 119, (A) 133, 
(Martin) (C) 336, technique for study of 
603 804; perforation of rectum (Martin) 


60 
Unemployment: psychological effects of, 


Ungar J., aminoacridine antiseptics, 285 
United Nations Relief and Rehabilitation 
Administration—646, (P) 747; Health 
organisation of (LA) 735 
Universities — medical schools in the 
United Kingdom (students’ guide) 250 ; 
Universities, Federation for ma 
Welfare, 31; University Grants Com- 
mittee (P) 617, (P) 779; University 
medical degrees, 256, and 
UNIVERSITIES.—-Aberdeen : degrees, 464 
—Belfast, ueen’s: 
diplomas, 11 —Birmingham : 
social medicine, 252 ; degrecs, 62 
diplomas, 62— Bristol: course on in- 
dustrial medicine, 32; pass a 89— 
Cambridge: degrees, 210, 580,17 
624, 687, 784, 816: pass llata” 32. 818 
—Dublin : degrees, 62, 784—Durham : 


> resolutions on medical t 82.507 623; 


hon. degree, 118— Edinburgh : degrees, 
118; diplomas, 118; lectures, 515; 
legacy, 714; residential halls for staff 
and students, "254—Glasgow : d es, 
32, 591; hon. degree, 107; le e8, 
271—Istanbul : appointment, 

Leeds: lecture, 482; prize in anatom 1177; ` 
591— Live ool: hon. degree. 

pass lists, 18— London: 5 
of Principal (A) 200; Convocation, 


degrees, 32; elections, 32, 591 ex- 
amination, 32: medical schools, 2503 
oe conferred, 32—-Manchester : egrees 


pass list, 816—-National University 
< F ireland appointment, 118 bursary 
award, 118; degrees, 89; pass Ust, 89: 
public health Courso, 269—Oxford : 
50 Ue 62, 242, 560, 7 
opit thalmology, 2 242, 250; 
uffleld plastic surgery ; 
proposed department of unit,” 140; 
research (A) 328, gift to from Imperial 
Chemical Industries, 432; scholarship, 
560—St. Andrews: degrees, 62; ‘prizes, 
62——Sheffield : appointments, 535; 
degrees, 496 ; postgraduate courses, 732 


e mothers, accommodation for, 


Ureter, removal of calculi from (A) 577 

Urinary tract infections in the Royal 
Navy (Shafar) 446 

Urine—effect of drinking salt water on 
(Ladell) 441; hippuric-acid 8888 1 
and (Palmer) 481. P} ollak) (C) 588 ; 
victims of tube shelter disaster y- 
waters) 376; Tanret test for N 
(Howie and Murray-Lyon) 317; 
for bromide in (Hall) 355 

Urology n War (Bidgood) (R) 162 


Ue rect H 34 . J., Pulmonary Tuberculosis 


V 


Vaccination—antivaccination propaganda 
( 28; vaccinial reactions in ergic 
subjects, (Davidson and Davis) 103 

VAD, see Services 

Valentine, F. C. O., counting leucocytes 

Van Langenberg: N: R., opinion of serving 
doctors (C) 6 5 

Varrier-Jones, 815 P. C., Papers of a 
Pioneer,“ . 

Vascular diseas pulsator vacuum box 
for (Takey) 5 NI) 767 

Vegetables, dehydration of (P) 141 - 

Venereal disease—in Merchant Navy 
(Hutchison) 741; ophth mia. neon- 
atorum and (Evans) 334; penicillin in 
gonorrhea, 639, 745; Regulation: 83B 
(P) 523; Social Service in the Clinic 
for Venereal Diseases (Manchée) (R) 
175 4; verification test for syphilis (A) 


Venopressor mechanism (A) 7 
vere rate Photoreceptors (Detwiler) (R) 


Vetovinary—fellowehip, 276 
station, 656 
i 400 . for burns (Pick and Barton) 


Vickers, H. E., sulphapyridine absorption 
through human pleura, 760 
Vincente: infection of gums (Macdonald) 


Vinegar for burns (Aylwin-Gibson) (C) 144 

Vital statistics—(A) 108, (P) 114, 266, 
(A) 419, 491; infant mortality and 
social status (A) 514 

Vitamin A—dark adaptation and (Yudkin, 
Robertson and 3 10; night 
vision and (A) 515 

Vitamin B—complex in diabetes (Neu- 
wahl) 348; ta in pellagra 
(LA) 48; shock and (Govier 368 ; 
untoward. effects of (Leitner) 47 

Vitamin C—in tomatoes (A) 739 ; stability 
of (Bakwin) (C) 274; subnutrition 
gingivostomatitis (corrigendum) 32 
see also Ascorbic acid 

V4 13 D, effect on mothers and infants 

Vitamin E. e pa pag 3 AN 

t of in ch 698 


research 


Vitamins —effec 
513; gingivitis and eden 
in potatoes (Chick and Cutting) 667 ; 
vitamin balance, 415. vitamin con- 
centrates for Greece (P) 428 
Vocational guidance So ey Se 298 
dgtlin C., retirement (A) 2 
Von iscases affecting the 958 (Hunt) 
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W 
Wain, J. A. (O) 623 i 
Wakeley, C. P. G., Modern Treatment 
Fear Book, 1943, 672; Treves’s 


Students Handbook ot Surgical Opera- 
tions (R) 273 

Wakeley, W. N. P. (O) 370 

W K., sterility and impaired fertility 


Walker, M., myasthenia gravis (C) 367 

Walker, M. M., appointment, 428 

W alacagi , reporting deaths to coroners 
ar—“ Principles and Practice of War 
Surge (Tructa) (A) 485; the 


physician in war in Harvey’ s time and 
after (Hume) 529, 547; War and Dis- 
ease (Major) (R) 194; > War-time Food 
for proce n ue (Bourne) (R) 482 

Warnock, . (O) 2 

Ward, J. W. on Ned of under -water 
blast (A) 804 

were M. F., on lung lymphatics (LA) 


Water—content of the body (Morris) 91; 
Examination of Water and Water 
Supplies (Suckling) (R) 76 ; fluorino in, 
calcium bicarbonate and, 375 ; require- 
mehts (Ladell) 441; salt, effects ‘of 
drinking (Ladell) 441: sterilisation of 
(Renshaw) 237 

Water-pitressin test in diagnosis of 
epilepsy (Garland, Dick and Whitty) 


Wet 55 of isolation hospital 

Watkins, A. G., dust as pene of infec- 
tion in children’ 8 555 

Watson, A. P. (O) 6 

l R. F., Heng EKER: on chemo- 

N in scarlet fever (A) 121 

Webb A., Listeria monocytogenes in 
infectious mononucleosis, 

Weddell, G., costoclavicular compression 
of subclavian artery and vein, 539 

well. -Felix test in typhus fever Meconn) 


535 
Wellcome Fe haies in staff Working 


25 A) 109; medical library, 55; museum 


108; research institution, 55; 
E research station, 656 
Werkman, C. H., and Nord, F. F., Ad- 


vances in Enzymology and Related 
Subjects of Biochemistry (R) 768 
est, R., Conscience and Society (R) 768 

Westergren’s method 55 ances blood 
sedimentation (Day) 9 

Westminster Trades nmel Health Con- 
ference, 88 

Whale, G. H. L. (0) 

Wheeler, Sir W. 1. de 30.— death of, 372; 
(O) 398, 431 


White, D., future of radiological 
White, E. 5 (O) 174 
D., on e ventricular 


tachycardia (A) 3 
Whitehead, A. N., on individual absolute- 
ness and relativity (LA) 4 
ee Sir B.—death de, 168; (0) 


Whitteridge, D., conduction-time 
human pain sensation, 70 

Whitty, C. W. M., AET, 8 test in 
diagnosis of epilepsy, 5 

Whitwell, G. P. B. Aballtt from 
595 oils, 394; hop dermatitis (C) 


0 

Whyte, A. H., ahd . P. H., A 
Pocket Surgery (R) 5 

Widdowson, E. M., phytic acid and iron 
absorption, 126 
lice, J. W., on effect of athletics on 
heart (A) 488 

Wilkinson, M. C., lymphatic glands in 

- relation to immunity against tuber- 
culosis, 85 


for 


W ingon,- p: . B., cholera in Hong-Kong, 

Williams, J. O. D. (O) 687 

Wiliams, R., bacterial endocarditis, 355 

Willams, R. H., on thiouracil in thyro- 
toxicosis (LA) 483 

Willink, H. U., 645 . 

Willis, cire] vt. congenital aneurysm in 
(Magee) 4 


Wilson, C., 88 in industry (C) 587 

Wilson, J. H., conditions of medical 
service (C) 620 

Wise, F., and Sulzberger, M. B., Year 
Book of Dermatology and Syphilology 
1942 (R) 1 

Wittman, M. P., on abnormal personality 
in soldiers (A) 610 

Witts, L. J., appointment, 709 

wor 975 on familial auricular fibrillation 

Women—in war-work (P) 205; medical 
students, equality with men, 271, in 
London, 270; older, for war work (P) 
427; pensions for (P) 205; sickness in 
women’s services (P) 205; Women’s 
Medical Service for India, see India 

Wood, Sir K., death of, 400 

Wood, W. B. (0) 622, 815 

Wood - Jones, F., march fracture (O) 116 

Woodwark, Sir S., appointment, 276 

0 Lord d, on milk pasteurisation 


(P) 

Work, health and (LA) 511 

Workers, injured, facilities for, 596 

hours—Out of Working Hours 
(Yellowlees) (R) 324 

Workmen's compensation (LA) 227; in- 
creased allowances, 720; ump-sum 
settlement (LA) 228 ; Workmen’ s Com- 
8 . psychoneurotic states 
and, :; Workmen’s Compensation 
Bill’ 7 “he, (P) 584 

Worms —threadworms, 5 ere for 
(A) 454, phenothiazine and (A 

Wounded—air transport of (Marr) ia 144; 
conection of (A) 165; dehydration in 
(Logie) 658 

Wounds—aminoacridine antiseptics in 
(Ungar and Robinson) 285; anacrobic 
infections of (MacLennan) 63, 94, 123, 
(LA) 131; aspirating device for irriga- 
tion of (Pulvertaft) 341; bacteriology 
of (Pulvertaft) 1, (Priestman) (C) 59, 
(Hayward and Miles) (C) 116; closed, 
proflavine in (Mitchell and Buttle) (C) 
749 : contractions of toes and fingers 
after, 46; diflavine in (Mitchell and 


CONCORDANCE 


| X-ray—in 


_ Buttle) 287; emergency treatment of, 
45; experimental, method of producing 
(Hutchison) 75; gunshot aneurysm of 
carotid artery (Handley and Oldfield) 
40; gunshot wounds of elbow-joint 
(Buxton) 663; head wounds (Ascroft) 
211, (A) 233, (Logie) .660, neuro- 
surgery of (Eden) 689, (LA) 705; in- 
fected (Pulvertaft) 2, 658 ; penicillin in 
(Pulvertaft) 341, (Bodenham) 725, (LA) 
737, 744 sulphasuxidine in (Pulver- 
taft and Mackenzie) 379; sulphona- 
mides in (Pulvertaft and' Mackenzie) 
379, (Logie) 661; surgery of (A) 485, 
(Logie) 658 

Wylie-Smith, R., lobar pneumonia, sulpha- 
mezathine and sulphadiazine in, 731 

Wright, Sir Almroth—* Studies on Im- 
munisation,” 324; terminology of 
7 experimentation, 657, (LA) 


ao 


* 
cephalopelvic gien portion 
(LA) 163, (Reddington) (C) 239; in 
diagnosis (LA) 77; in head wounds 
in tuberculous 


; all) 35; lateral X- of 
lungs (A) 420; see ‘also Radiograp y 


Y 


Yates, F., and Fisher, R. A., Statistical 
Tables for Biological, Agricultural and 

Medical Research (R) 416 

Year Books—Dermatology and Syphilo- 
logy, 1942 (Wise and Sulzberger) (R) 
130; Eye, Ear, Nose, Throat, 1942 
(Crowe) (R) 16, 61; General Thera- 
peutics, 1942 (Bethea) (R) 104 ; Modern 
Treatment, 1943 (Wakeley) (R) 672; 
Neurology, Psychiatry and Endocrin- 
ology, 1942 (Reese, Lewis and Sevring- 

haus) (R) 273; Obstetrics ret Gynæ- 
colo e: (Greenhill) {R) 4 

pele ees, H , Out of Working routs (R) 


Yohimbine as an epprodieite (A) 740 
Yorke, W., memorial, 557 
Young, A. L., contracting out (C) 491, (C) 


Yudin, as abdominal. surgeon a 198 
Yudkin, J., Robertson, G. W., Yudkin, 


S., vitamin A and dark adaptation, 10 
Yugoslavia, health in, 669 


2 


Zeno, L., Cirugia Plastica (R) 672 
-Zine to delay absorption (A) 676 
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